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tion and interpretation of results. This is followed by a section devoted to presentation of results of 


individual cases of verified neurological or psychi 


atric disorder drawn from the author's wide experi- 


ence, The book illustrates how simple techniques can be used to obtain subtle psychological analyses: 
the tests discussed are practical, readily available and can be easily used by both psychologists and 


neurologists. 


Academic Press 


London New York San Francisco 


A Subsidiary of Harcourt Brace Jovanovich, Publishers 


24-28 Oval Road, London NW1, England 
111 Fifth Avenue, New York, NY1003, USA 


Bowden House Clinic 


for the treatment of 
psychiatric illnesses 


Founded by Dr. Hugh Crichton-Miller as a 
Charity in 1911: 

LONDON ROAD 
HARROW-ON-THE-HILL 
MIDDLESEX 
Telephone: 01-864 0221 


This is a mini hospital of то beds of which 
16 are devoted to the care of the aged. Over 
the past 10 years the facilities in the Clinic 
have been steadily added to and existing 
ones improved. In 1974 a 16-bedded wing 
was built, each room with bathroom ensuite 
and every modern convenience, including 
colour television. 


Despite rising costs we plan to keep fees 
within the framework of BUPA and PPP. 


For further particulars apply to the Medical 
Director. 


M.R.C.Psych. - D.P.M. 


Our postal courses for these 


Diplomas have helped many 


students. Failure is expen- 


sive. Our courses are not. 


Write: 
MEDICAL CORRESPONDENCE COLLEGE 


1 Penn Place, Rickmansworth, Herts. 
Tel. Rickmansworth 79478 


(Accredited by The Council for the Accreditation of 
Correspondence Colleges) 





D MED E BRITISH JOURNAL OF PSYCHIATRY, JANUARY 1976 


Raises the Standards of 
Antidepressant Therapy 





(j Effective against both г] Provides release from 


reactive and endogenous somatic disorders, such as 

depression. persistent fatigue, lethargy, 

[3 A potent new anti- loss of appetite, and vague 

depressant with anxiolytic gastro-intestinal distress. 

properties. [] Assistance іп re-establishing 
sleep patterns. 


ADYNE 


IRutrepryline Hyrdroghiondet 
For further technical information please contact: 
Ayerst Laboratories Limited, Invincible Road, Farnborough, Hants. GU14 7QH. 
Telephone: Farnborough 511981 (STD 0252) 
*Evadyne isa Registered Trade Mark. 


BRITISH JOURNAL OF Р$Ү( HIATRY, JANUARY 1976 





МАИ 
ETC 
SIUE EU /] 
\ @ЪМА1М@ ТИН 


The Parkinson syndrome is complex апа 
often gives rise to considerable 
disagreement over its classification and 
treatment 

Artane* (benzhexol) is still one of the 
most versatile antiparkinsonism drugs 
available after twenty years of clinical use 

When levodopa is indicated, 
concomitant administration of Artane often 
improves therapeutic results. 

Artane also protects from distressing 
drug-induced extrapyramidal effects where 
levodopa is ineffective. 

Side effects, an important 
consideration in any long term treatment, 
are comparatively few. This makes Artane 
one of the most acceptable drugs available 
for the treatment of Parkinsonism. 

The economical price also makes 
Artane an attractive alternative when the 
routine management of the condition is 
being considered 


Full information is available on request. 

Ẹri) Lederle Laboratories 
A division of Cyanamid of Gt Britain Ltd 
Fareham Road Gosport Hants PO13 0AS 


Presentation: Tablets 2mg and Smg, Sustets 5mg 
*Trademark 








vi BRITISH JOURNAL OF PSYCHIATRY, JANUARY 1976 








Psychosomatic Glassics 


Selected Papers from Psychosomatic Medicine, 1939-1958 






Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting of L. A. 
Gottschalk (Davis, Calif.); P. H. Knapp (Boston, Mass.); М. Е. Reiser (New Haven, Сопп.); J. D. Sapira 
(Pittsburgh, Pa.) and A. P. Shapiro (Pittsburgh, Pa.). 


МЇН -+- 252 p., 53 fig., 30 tab., 1972 





SFr. 35.50 / US $9.95 / DM 35.50; reduced price granted to members of the American Psychosomatic 
Society SFr.31.35 / US $8.80 / DM 31.35; and to students SFr. 27.15 / US $7.65 / DM 27.15. 








ISBN 3--8058—1232--5 


Foreword — A Study of an Infant with a Gastric Fistula. 1. Behavior and the Rate of Total Hydrochloric 
Acid Secretion — Etiology of Duodenal Ulcer. 1. Relation of Specific Psychological Characteristics to 
Rate of Gastric Secretion (Serum Pepsinogen) — Psychosomatic Disease and the ‘Visceral Brain’. 
Recent Developments Bearing on the Papez Theory of Emotion — Psychologic Mechanism in Malig- 
nant Hypertension — Studies of Syncope. Ill. Differentiation Between Vasodepressor and Hysterical 
Fainting — The Correlations Between Ovarian Activity and Psychodynamic Processes. 1. The 
Ovulative Phase — Emotions and Gastroduodenal Function. Experimental Studies on Patients with 
Gastritis, Duodenitis and Peptic Ulcer — Psychoanalytic Study of a case of Essential Hypertension 
— Possible Etiologic Relevance of Personality Factors in Arterial Hypertension — Emotional Stress 
in the Precipitation of Congestive Heart Failure — Some Experimental Observations on Gastro- 
intestinal Lesions in Behaviorally Conditioned Monkeys — Autonomic Response Specificity. An 
Experimental Study — An Investigation of the Relation Between Life Experience, Personality 
Characteristics, and General Susceptibility to Illness. 


Since its beginning in 1939, Psychosomatic Medicine has published more than 1,200 papers. Many 
of these have represented the major investigative studies in an area which has expanded considerably 
inits scope during this period. These investigations are frequently quoted in contemporary discussions 
of psychosomatic disease and in the literature of internal medicine, psychiatry, psychology, and 
psychophysiology. This volume represents the American Psychosomatic Society's response to the 
many requests for a collection of such papers. 


A committee representing the Editorial Board ot the Journal reviewed the first 20 years of Psycho- 
Somatic Medicine, each member independently selecting approximately 50 articles of the highest 
contemporary relevancy. This list was further reduced by consensus to 33 articles which could rightly 
be called outstanding on the basis of their broad implications and their excellence of argument. 
Limitations of space required a further reduction to the present fourteen papers. 


Each article is introduced by a short retrospective statement which indicates the historic and 
intellectual context in which the work was first performed and also discusses how well the authors' 
concepts have stood the test of time. In addition, there is a foreword by Dr. Carl Binger who was the 
Editor of the Journal during most of this exciting period. 


This is a book which allows immediate access to the original presentations of those concepts 
which have become central to modern psychosomatic research and to contemporary clinical medicine 
and psychiatry. It should appeal to both the clinician and investigator who wish to broaden and refresh 
their conceptual framework, as well as to students, in medicine and the behavioral sciences who may 
be unaware of the data sources of contemporary psychosomatic medicine, 






























у K) S. Karger. Basel. München . Paris. London. New York. Sydney 


BRITISH JOURNAL OF PSYCHIATRY, JANUARY 1976 





calm, alert, competent 
with 


Anxiety poses special problems fo: 

those who work 

It ruins accuracy, essential for work 

to be effective 

In fact, by blunting mental faculties 

inducing psychosomatic symptoms 
or both, anxiety always impairs the 

ability to work 

Performance deteriorates 


de [TE] мәу&вакег 





viii BRITISH JOURNAL OF PSYCHIATRY, JANUARY 107 








ST. ANDREW'S HOSPITAL, NORTHAMPTON 
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Linford Rees 
A Personal Profile 


William Linford Llewelyn Rees was born in 
1914 at Burry Port in Carmarthenshire. He has 
always been proud of his Welsh origin, and the 
appreciation which his fellow-countrymen have 
for him is shown by his being made an Honorary 
Bard at the National Eisteddfod held at Criccieth 
in August this year. 

He took a B.Sc. in psychology, indicating his 
early interest in the specialty he was to follow, 
and after winning a scholarship and many 
prizes qualified in medicine at the University 
of Wales in 1938. He held psychiatric appoint- 
ments at Powick and Claybury Hospitals and 
then at the Maudsley Hospital, London, where 
he became Deputy Superintendent and Assistant 
Physician. In. 1948 he returned to the 'grass 
roots of his native country as Consultant 
Psychiatrist and Deputy Superintendent at 
Whitchurch Hospital and then as Regional 
Adviser in Psychiatry to Wales and Monmouth- 
shire. But in 1954 he came to London again as 
Physician to the Bethlem Royal and Maudsley 
Hospitals, and five years later succeeded Eric 
Strauss as Physician-in-Charge of the Depart- 
ment of Psychological Medicine at St. Bartholo- 
mew’s Hospital. He retained a part-time appoint- 
ment at the Bethlem-Maudsley until 1966, when 
he gave this up (and a flourishing private prac- 
tice too) to become Professor of Psychiatry at 
St. Bartholomew’s Medical College. 

Linford Rees has had a very distinguished 
career in clinical and academic psychiatry. 
He was elected Fellow of the Royal College of 
Physicians in 1960. He has had a special 
interest in psychosomatic disorders, and his 
researches, particularly into asthma and pre- 
menstrual tension, are well known. He was one 
of the first to introduce the technique of con- 
trolled clinical trials into psychiatry and has 
long been a leading authority on the evaluation 
of psychotropic drugs. More recently he has 
been actively involved in research into the care 
of the mentally handicapped. 


Joining the Royal Medico-Psychological 
Association in 1947, Linford Rees was Chairman 
of the Research and Clinical Section from 
1957 to 1963, and from 1958 was Secretary and 
then Chairman of the Papers and Discussions 
Committee. He was a member of the Council 
of the R.M.P.A. from 1957. On the formation 
of the Royal College of Psychiatrists in 1971 
he was elected Vice-President and also became 
Chairman of the East Anglian Regional Divi- 
sion. In his election to the Presidency in July 
this year, Professor Linford Rees becomes the 
second holder of that office in succession to 
Sir Martin Roth. 

The new President has said that he regards 
the training of psychiatrists as his first concern. 
His experience in this field is very great. At the 
Maudsley and Bethlem he was intimately 
involved in the teaching of postgraduate students, 
and at St. Bartholomew’s he developed a three- 
month full-time training programme for the 
undergraduate students. He has been Chairman 
of the Clinical Tutors’ Psychiatric Committee 
for the North-East Metropolitan Region and 
since 1971 senior London ‘examiner for the 
M.R.C.Psych. examination. But his interests 
and activities have extended to almost every 
aspect of psychiatry; he is a Trustee and 
Honorary Member of the Institute of Group 
Analysis, a member of the Council of the Royal 
College of Physicians, and a member of the 
Committee for the Safety of Medicines. He is 
widely travelled, and is a member of numerous 
foreign and international societies; and, as 
Treasurer of the World Psychiatric Association, 
he is well aware of the national and international 
problems facing the Royal College of Psychia- 
trists. 

However well fitted for the job, the problems 
facing a new President are daunting. Every 
member and supporter of the College will wish 
Linford Rees well in the responsibility which he . 
now assures. 
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Stress, Distress and Disease 


The Presidential Address at the Annual Mesting of the 
Royal College of Psychiatrists, held in London, gth July, 1975 


By W. LINFORD REES 


The three terms comprising the title of my 
address at first sight appear very simple, clear 
and discrete. However, if their derivation, usage 
and meaning are traced throughout the cen- 
turies it is found that they flow into each other 
and are closely connected. The word ‘stress’, for 
example, was first used in the fifteenth century 
and in fact is a shortened or aphetic form of 
‘distress’. The word disease originally meant 
dis-ease or discomfort or lack of well-being. 
Gibbon, when he described the legions of 
Augustus as melting away in disease and lassi- 
tude, meant dis-ease and not illness as we use 
the term today. Disease (dis-ease) is really a form 
of distress. So the three terms stress, distress and 
disease in their history are very closely linked 
together, and it will be the theme of this address 
to demonstrate how these three terms are related 
and interrelated in the production of various 
types of illness. 

These three terms have varied so much in 
meaning and usage throughout the ages that 
they would be designated by Ogden and 
Richards (1934) as ‘nomads’. This amazing 
wandering tendency has not yet stopped. The 
term stress in modern times has been used to 
describe both the external forces which produce 
effects on organisms and the effects themselves. 
In physics the term stress has a precise meaning 
and refers to an external force which when 
applied to a material tends to cause a deforma- 
tion of the material which is called a strain. In 
medicine and biology stress and strain have been 
used interchangeably. Hans Selye of Montreal 
—a great pioneer in the scientific study of stress— 
when he was formulating his concepts of the 
General Adaptation Syndrome (GAS) chose 
the term ‘a state of stress’ for the bodily changes 


evoked in response to stressful stimuli. In a 
personal communication he explained that the 
word he really should have used was ‘strain’, as 
in physics. However, it was too late to change as 
the terms—a state of stress in response to stressful 
stimuli or agents which he termed ‘stressors’— 
were already well established, and French 
scientists were already speaking of ‘le stress’. 

Stewart Wolf used the term stress in psycho- 
somatic research to denote external forces which 
are strain-producing or potentially strain- 
producing on the organism subjected to the 
stress. Stress may be damaging by direct effects 
due to its physical or chemical properties or it 
may carry threats because of the inherent 
symbolic significance of the particular psycho- 
social situation. This use of the term stress is 
basically the same as its use in physics and refers 
to a variety of stimuli which are potentially 
damaging. 

The term stress is really an abstraction and has 
no meaning at all if the reaction of the organism 
to potentially damaging forces is not taken into 
account. Á comprehensive description of the 
qualities and characteristics of the potentially 
stressful stimulus should include the effects it 
has on the organism and the pathways and 
mechanisms involved in mediating its effects; 
and whether a stimulus is stressful or not will 
depend not only in part on its intensity and 
duration of application but also on the sensi- 
tivity and susceptibility of the individual 
subjected to such stimulus. What constitutes 
stress to some people may not be at all stressful 
to others. For example, a patient who consulted 
me some time ago complained that his work was 
extremely stressful and was causing him intense 
anxiety. As usual, I began taking a very detailed 
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psychiatric history, but he said there was no 
need to do that, ‘I can tell you exactly what is 
the matter and it is my work which is the cause 
of my trouble’. I replied, “Yes, tell me about it. 
He replied, ‘I work in a fruiterer’s shop.’ ‘Yes, 
what do you actually do?’ “Му job is to separate 
the large oranges from the small oranges’. 
I remarked ‘Yes.’ ‘That’s it’, he answered, 
‘It’s decisions, decisions, decisions.’ Whether or 
not the stimulus is a stress will depend on the 
previous recent experience of stress since like 
anxiety, stress tends to be cumulative. It may 
also be conditioned by early experiences and the 
way in which the person perceives the inherent 
threat in the stimulus or situation. 

The time has come for me to define the terms 
of my title in the way I propose to use them. 

Stress. My definition of stress will be any 
stimulus or change in the external or internal 
environment of such a degree in terms of 
strength or intensity or duration as to tax the 
adaptive capacity of the organism to its limit, 
and which, in certain circumstances, can lead 
to a disorganization of behaviour or maladapta- 
tion or a dysfunction which may lead to disease. 
What may constitute a stress may consist of 
physical stimuli, infections (bacterial, viral or 
fungal) or allergic reactions, or may refer to a 
whole series of stimuli or change in the social or 
psychological spheres of life. 

Selye’s (1950) definition of a stressor really is 
one which evokes the manifestation of a General 
Adaptation Syndrome. Thus this is a physio- 
logical response, and the effect of the stressor 
can be measured in terms of action on the 
hypothalamus, the adrenal cortex, the sympa- 
thetico-adrenomedullary system, and the secre- 
tion of different hormones. Physiological 
stressors differ from psychosocial stressors in 
that the power or force of the psychosocial stress 
will be determined not only by its inherent 
threat but also by the way in which the indi- 
vidual perceives and appraises the significance 
of the potentially challenging event, and what 
degree of threat he perceives as appertaining to 
the stimulus situation. When an event is per- 
ceived as being harmful or threatening a 
variety of coping mechanisms may be used as 
a defence. Reality may be discounted by denial, 
which is a very common mode of dealing with 


distressing events, including illnesses like cancer, 
leukaemia and myocardial infarction. The 
degree of subjective distress may be modified 
by displacement, e.g. of anxiety or hostility into 
smiling or laughter, into sleep, or into eating, 
drinking or smoking. Other coping mechanisms 
are rationalization and self-deception (which are 
merely manifestations of denial) and withdrawal 
from the stressful stimulus or situation. These 
coping mechanisms can ameliorate the ex- 
perience of distress as well as its bodily con- 
comitants. 

I will use the term Distress to refer to and 
denote an unpleasant emotional experience 
which may arise in response to environmental 
influences or to changes in some internal 
environment, or as a reaction to disease or 
disability. 

Disease is a notoriously difficult term to define, 
and we could spend the whole of this session 
discussing health and disease in their various 
usages and meanings. Purely for pragmatic 
purposes, I intend using the term ‘disease’ to 
denote disability arising from bodily or mental 
malfunction which imposes difficulty in coping 
with everyday work and responsibilities, inter- 
feres with well-being and produces distress. 

The theme of this address is shown in Fig. 1. 
We will consider the ways in which stresses or 
stressors produce distress in the individual and 
in which, in certain circumstances, they may 
produce disease, which in turn can also cause 
distress by the threat of the illness itself, or the 
disability it causes. 

Fig. 2 shows the sequences of events which 
may occur in the mediation of the effects of 
stimuli which may be physical or may be psycho- 
social stressors on the individual. The indi- 
vidual’s response to such stimuli will be 
influenced by genetic-constitutional factors and 
by the environmental modification of his 
genetic make up. 


Stress Distress Disease 


Ев. 1. 
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Previous experiences, particularly in child- 
hood, may also influence the susceptibility to 
respond to psychosocial stressors. These stimuli, 
acting on the individual, give rise to bodily 
changes involving hypothalamic-pituitary con- 
trol of the adrenal and other endocrine glands 
and a variety of biochemical and physiological 
changes which may constitute the precursors of 
disease, and these in turn, if they continue, lead 
to disease. These changes may be modified at 
all stages. 

We have noted the effects of coping mecha- 
nisms. It is sometimes possible to modify the 
response of the individual by changing the 
internal environment, e.g. at the premenstrual 
phase. It is possible to modify the mechanisms 
involved in the precursors of disease by psycho- 
tropic drugs or psychological means to prevent 
the changes actually leading to disease. 

I propose referring to a group of about 1,800 
patients I have studied throughout the years, 
suffering from physical or psychosomatic dis- 
orders. The word ‘psychosomatic’ is used in 
two senses. As every illness always has its social 
and psychological aspects, the term psychoso- 
matic may be applied to all diseases and this of 
course, is the approach of all good physicians 
and surgeons. The term may also be used in a 
more restricted sense to denote certain illnesses 
in which it has been possible to demonstrate 
that psychological and social factors have a 
demonstrable causative role along with physical 
factors. I propose using the term psychosomatic 
in this restricted sense today. These illnesses 
have certain characteristics, one of which is that 


there is usually evidence of a genetic-constitu- 
tional predisposition. 

In psychosomatic research there has un- 
fortunately been a surfeit of unverified or 
unverifiable hypotheses and a paucity of 
scientifically established facts. Many models 
have been put forward to explain psychosomatic 
relationships, as shown in Fig. 3. 

The basic model is the familiar stimulus- 
response sequence whereby the stimulus or 
stressor producing internal bodily changes in 
turn produce the symptom or dysfunction of the 
target organ. 

In the early days of the modern recrudescence 
of interest and research into psychosomatic 
disorders many pioneers in the field postulated 
hypotheses implicating specific stimuli, stresses 
or psychosocial situations which were believed 
to have evoked specific changes in the individual 
and which resulted in specific target organ 
responses. 

French and Alexander (1944), from an 
intensive psychoanalytic study of 27 asthmatics, 
concluded that the basic psychodynamic mecha- 
nism underlying attacks of asthma was any 
situation which involved separation from the 
mother or which symbolized such separation. 
This formulation applied to their patient group, 
which was in fact highly selective. In a group of 
800 asthmatics, I found this formulation applied 
to about 5 per cent. 

Another model is that of response specificity 
(Lacey and Van Lehn, 1952). They proposed 
that a variety of non-specific stimuli produced 
specific response patterns in terms of autonomic 
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1. Basic conceptual model (after Kaplan) 
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Fig. 3.—Conceptual models in psychosomatic medicine. 


and other bodily reactions. They were able to 
show that the pattern of response was, at least in 
part, genetically determined, as the response 
patterns of identical twins were highly correlated 
in contrast to those of non-identical twins. 

The final model is a non-specific one to the 
effect that a wide variety of stimuli produce 
distress and the actual target organ selected 
would be determined in some inherent quality 
or characteristic of that organ. 

In considering the role of stress in the 
aetiology of psychosomatic disorders, one needs 
to ask whether it plays a relevant and causal 
role and if so whether its effect is that of an 
essential or necessary cause without which the 
disorder cannot develop or whether it is a 
sufficient cause which determines the actual 
appearance of the disorder. Causes of disease 
can be necessary or essential without being 
sufficient. 

In many disorders genetic factors are the 
essential cause, but for the genetic predisposition 
to be manifested clinically requires other causes 
which are sufficient. Similarly, many sufficient 
causes are not essential. We also need to know 


whether stresses may be predisposing as well as 
precipitating agents. 


Stress at the onset of psychosomatic disorders 

In asthma below the age of 16 years the 
occurrence of stress at the onset is 12 per cent, 
which is roughly similar to that found in control 
groups. It is interesting to note that the fre- 
quency of stress at the onset of asthma increases 
with age. This is rather surprising, as many 
authorities tend to attribute the onset of asthma 
in later life to infective factors. 


Taste I 
Stress at the onset 





Asthma % 
0—16 years 12 
16-45 years 36 

45 yen. 46 
Vasomotor rhinitis .. 30 
Hay fever .. E vs 10 
Urticaria/angioneurotic oedema 5I 
Peptic ulcer .. T e 47 
Thyrotoxicosis 45 
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ТАВІЕ II 
Types of stress at the onset 
Adult Vasomotor Нау Urti- Thyro- Peptic 
asthma rhinitis fever caria toxicosis ulcer 
% % % % % % 
Bereavement 5 v4 ys 9 6 2 5 10 5 
Threat to security of loved person 9 4 2 3 6 5 
Family and marital problems 3 6 2 13 10 5 
Sex conflicts es es zi 4 2 2 7 3 2:5 
Sudden traumatic experiences .. 4 2 о 3 3 7:5 
Work and financial ne d 2 2 o 9 6 17°5 
Miscellaneous conflict situations . . 4 8 2 її 6 5 
Total 35 30 10 51 44 47'5 
Chronic  urticaria/angioneurotic oedema, ог anything else which is perceived as threaten- 


pepüc ulcer and thyrotoxicosis have a com- 
paratively high proportion of patients in whom 
the onset has occurred in temporal relationship 
to stress. Hay fever, which is an allergic disorder 
par excellence, has a proportion of patients with 
an onset at a time of stress, and, although the 
frequency is not higher than that of comparable 
control groups, there is strong evidence that 
stress and distress increase the susceptibility of 
the nasal mucosa to react to allergies and other 
stimuli both at the onset and during the course 
of the illness. 


Types of stress at ihe onset 

Table II shows the varieties of stress occurring 
at the onset of various psychosomatic disorders. 
Bereavement and associated grief reactions are 
very important stresses and were found to be 
associated with the onset of illness in a propor- 
tion of patients in all groups. Bereavement and 
grief reaction are very powerful psychosocial 
stressors—powerful in terms of the distress and 
disability caused and powerful in terms of the 
physiological disturbances induced. There is 
strong epidemiological evidence that grief reac- 
tions are associated with an increased morbidity, 
including myocardial infarction and other 
psychosomatic, psychiatric and physical dis- 
orders. 

Another important stress is any situation 
which threatens the security of a loved person 
in the life of the patient. This may occur as a 
result of illness or accident, admission to hospital 


ing to the loved person, and constitutes the 
relevant stress at the onset of illness in a propor- 
tion of patients in all groups of psychosomatic 
disorders. The other stresses shown in the table 
related to a variety of family, marital and work 
problems and sometimes acute traumatic events. 

Each of these forms of psychosocial stress were 
relevant in a proportion of patients in all groups. 
There was no evidence of specificity of psycho- 
social stress for each disorder, but they are all 
important in a proportion of all disorders. The 
type of response cannot be attributed to the type 
of psychosocial stress and must be due to other 
determinants, probably including genetic consti- 
tutional factors. 


Life changes 

Holmes and Rahe (1967) have carried out 
outstanding work in quantifying the impact of 
life events on the individual by means of a 
social readjustment scale which has been 
validated in over 5,000 persons. Each life event 
is given a score which indicates the relative 
stressful power of the event, e.g. death of spouse 
has the highest score. From these scores the life 
experience of a person over a period of time is 
assessed by Life Change Units (L.C.U.) and can 
be used for the study of individuals and groups. 

Holmes and Rahe were able to demonstrate 
that life changes, whether they were stressful 
and distressful or pleasant and associated with 
success, had additive effects and taxed the 
adaptive capacity of the individual. 
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This method, based on psychophysics, has 
been used to study correlations between life 
changes and various illnesses in both retro- 
spective and prospective studies, and they have 
shown that all illness—not only psychosomatic 
but all forms of medical and surgical disease— 
tend to occur at certain times in a person’s life 
when associated with life changes of sufficient 
magnitude in the preceding two years. 


Inter-relationship of aetiological factors in asthma 
Fig. 4 shows the occurrence of various preci- 
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pitating factors in the group of over 800 
asthmatics included in the study. It will be 
observed that infective and psychological factors 
were more frequent as precipitants than allergic 
factors, this despite intensive study by an 
allergologist using exposure and exclusion tests 
with suspected allergens, skin tests, etc. 

In the majority of asthmatics more than one 
precipitating factor was present. When more 
than one precipitant occurs in a patient it is 
found that they do not act independently but 
often exert additive effects. 


Fio. 4. 
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This was observea by Trousseau, the cele- 
brated French physician who was himself an 
asthma sufferer. One day he returned home 
unexpectedly early and heard a noise in the 
loft of his stables. He climbed to the loft and 
caught his coachman red-handed in the act of 
shovelling oats into a sack ready to steal it. 
He trusted this man and he was so angry that 
he wanted to give him the biggest telling-off of 
his life, but instead he was seized with the most 
severe attack of asthma he had experienced. 
When writing about this later he realized that 
such a severe attack must have been due to the 
combined effect of his anger and the dust in the 
loft; he realized that he had previously been 
exposed to similar amounts of dust in the loft 
but had experienced only relatively mild attacks. 

Sometimes infective factors operate in additive 
fashion with emotional factors in asthma. One of 
my patients, a young girl, used to have repeated 
attacks of bronchitis without asthma. One night 
she was in bed with bronchitis, and alone in the 


house, when a burglar broke in, and this was the 
time she developed her first attack of asthma. 
Subsequently, whenever she was anxious or 
otherwise emotionally distressed when she had 
bronchitis she developed asthma. Bronchitis 
occurring when she was not distressed did not 
induce asthma, neither did emotional distress 
on its own. Similarly, infective and allergic 
factors are known to exert additive effects. 

Fig. 5 shows some of the possible mechanisms 
involved in the interaction of allergic, emotional 
and infective factors in asthma. An allergic 
reaction occurs when a sensitized cell, tissue or 
organ comes into contact with a foreign protein 
(allergen) to which it has become sensitized. 
This results in a reaction in which histamine or 
a similar substance, and/or acetylcholine and 
possibly other chemical mediators are released 
in the tissues of the target organ. 

Infections release both histamine and acetyl- 
choline at tissue level. T'here is considerable 
evidence from both animal and human experi- 
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Fra. 5.—Interrelationship of aetiological factors in asthma. 
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ments that the pathway mediating the effects of 
emotional distress and psychosocial stress in 
precipitating attacks of asthma is the vagus, 
which releases acetylcholine at its nerve endings. 

It is now clear why 'Trousseau had such a 
severe attack of asthma when he caught his 
coachman stealing oats. He was allergic to dust 
which released histamine or an allied substance 
and possibly acetylcholine in the bronchi which 
cause in turn a contraction of the circular muscle 
of the bronchi and also a swelling of the mucosa 
with increased vascularity and mucus secretion. 
His anger, acting through the vagus, released 
acetylcholine which exerted additive effects 
with the chemical mediators released by the 
allergic reaction, causing à marked narrowing 
of the air passages by inducing a contraction 
of the circular muscle of the bronchi and 
swelling of the bronchial mucosa, hence a very 
severe attack of asthma. 


Chronic urticaria 

Fig. 6 shows the aetiological factors found in 
a random sample of тоо chronic urticaria/angio- 
neurotic oedema patients attending hospital 
clinics. Urticaria consists of superficial oede- 
matous swellings of the skin, whereas angio- 
neurotic oedema consists of circumscribed 
oedematous swellings of the deeper tissues. It 
is now generally agreed that both are manifesta- 
tions of the same disorder differing only in site 
of manifestation. 
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Among physical agents which can precipitate 
urticaria is ultra-violet light in so called solar 
urticaria patients. In one of my patients with 
solar urticaria it was possible to demonstrate 
the effect of sunlight by covering parts of her 
skin with titanium oxide, which acts as a light 
shield, and on exposure to sunlight urticaria 
only developed on the area of skin not shielded 
by titanium oxide. In fact she was only sensitive 
to sunlight during periods of stress. The first 
period of stress during the time I treated her 
was due to her husband's illness, which was 
serious and prolonged. During this time she 
developed urticaria when her skin was exposed 
to sunlight. After her husband recovered she 
was able to go into sunshine without developing 
urticaria. You may rightly feel that this associa- 
tion could be due to coincidence by chance, 
particularly in a disorder which tends to be 
episodic. However, nature sometimes produces 
her own controls. 

Some time later this patient had a further 
period of stress in which there was an intense 
family dispute about a will which caused her 
great distress because of accusations made about 
her alleged influence in the drafting of the will. 
During this stressful period she was again 
sensitive to sunlight, which produced urticaria. 
When the stressful period was over she was free 
from her solar urticaria. This is an example of 
an additive effect of a physical stimulus with 
emotional distress. 

Sometimes drugs may bring on urticaria, 
e.g. aspirin. One of my patients served with 
distinction as a commando in World War 1I 
and went through many stressful experiences, 
such as the raid on Dieppe, without any unto- 
ward effects. The type of stress to which he was 
susceptible was quite different. He became 
involved in affairs of the heart to which he was 
vulnerable. The first time I saw him he had 
become involved with a girl who became 
pregnant by him. He wanted to marry her but 
she did not want to marry him. Despite pro- 
longed efforts on his part to persuade her, she 
would not accept him. During this period of 
conflict, whenever he took aspirin he developed 
generalized urticaria. Eventually, at her in- 
sistence, he arranged termination of the preg- 
nancy. Having thus resolved the conflict he 
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settled down emotionally and was able to take 
aspirin without developing urticaria. 

I saw this patient over a period of three 
years, and about a year or so later he became 
subjected again to his particular type of stressful 
experience. He again became involved with a 
girl who became pregnant by him, but this time 
she wanted to marry him and he did not want 
to marry her. Again during the period of 
emotional conflict if he took aspirin he deve- 
loped urticaria. The problem was similarly 
resolved by termination of the pregnancy, and 
when he settled down he was able to take aspirin 
with impunity. 

Sometimes the stresses acting at the onset of 
urticaria are quite dramatic. A girl aged 18 
years developed urticaria for the first time when 
she heard of her father’s death by accident. He 
worked in a factory, and one day his clothes got 
caught in the machinery and he was pulled into 
the machine and suffered a mutilating, painful 
death. She developed urticaria within fifteen 
minutes of hearing this news. A mother deve- 
loped urticaria for the first time when her 
daughter jumped from an upstairs window on 
to the pavement below and fractured both legs. 

Sometimes the effects of psychosocial stresses 
can be very rapid. One of my patients who had 
suffered from urticaria for many years was 
relaxing in an armchair, free from urticaria, 
when the telephone rang. His wife was in 
hospital and he feared that this signalled bad 
news. He rushed to the phone and by the time 
he picked up the receiver he was covered with 
an urticarial rash. 

The examples we have considered so far were 
random examples of patients attending hospital 
clinics. These are not necessarily the same as 
random samples of patients derived from the 
community. It has been suggested that patients 
who attend hospitals and consult doctors may 
by the nature of this fact alone be persons who 
have a greater tendency to anxiety and neurotic 
traits or to be more perfectionistic or hypo- 
chondriacal. Thus there is a possibility that 
some of the correlations between psychosomatic 
disorders and certain psychological attributes 
may be influenced by this degree of selection. 
In order to overcome this possible source of 
error in migraine Dr. Henryk Gutt and I (1973) 


carried out an epidemiological survey of em- 
ployees in various branches of the Civil Service, 
utilizing detailed questionnaires in a sample of 
3,000 persons. From this information we were 
able to obtain an unselected and representative 
sample of migraine sufferers from the com- 
munity. Many of these had not, in fact, con- 
sulted their general practitioner for migraine. 
Having obtained an unselected group of 
migraine sufferers we were particularly in- 
terested to ascertain whether in this sample 
psychological attributes were relevant and 
whether emotional factors acted as precipitants. 

Table III gives details of a retrospective study 
of precipitating factors in three types of head- 
ache, 

Classical migraine had at least three charac- 
teristics of migraine, viz. unilateral headache, 
vomiting, visual disturbance or neurological 
accompaniments. The presence of any three 
of these features would constitute classical 
migraine. Common migraine had less than three 
of these features, and the third group had 
migrainous headache. Among the precipitants 
found were alcohol, cheese and chocolate. 
The responsible agent in cheese is believed to 
be tyramine and that in chocolate to be phenyl- 
ethylamine. These amines, and also probably 
serotonin, act on the vaso-active mechanisms 
underlying migraine. Hypoglycaemia is another 
well-known precipitant of migraine. Sleep has 
interesting relationships, as both lack of sleep 
and excessive sleep can act as precipitants. 

Emotional factors such as anger, frustration, 
worrying about work and interpersonal relation- 
ships acted as precipitants in a substantial 
proportion of patients. 

Sometimes migraine occurred during relief 
of distress after a stressful period, e.g. in the 
evening after a stressful day’s work or at week- 
ends. The occurrence of migraine during these 
so called ‘let down’ periods is not fully under- 
stood, but changes in autonomic function may 
provide an explanation. 

Psychosocial stresses were found to be asso- 
ciated with onset of migraine in a substantial 
proportion of migraine sufferers of both sexes. 

Table IV shows the results of a prospective 
study carried out over a period of two months 
in which patients had to make daily records of 
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Taste III 
Factors acting as direct precipitants of headaches: Retrospective enquiry 








Men Women 


4 





Com- Non- Com- Non- 
Classical mon migraine Classical Clinic mon migraine 
migraine migraine headache migraine (18) migraine headache 








Alcohol  .. S 7 4 8 3 5 2 3 
Diet (cheese, chocolate 

especially) ne їз 7 1 о 6 4 6 ї 
Hunger .. 10 8 9 8 10 7 5 
Loss of sleep or oversleeping 10 10 7 7 7 3 2 
Anger, frustration . 12 8 8 13 9 14 8 
Work problems .. ix 18 15 13 14 9 ІІ 11 
Personal problems y 20 12 II 14 12 16 8 
Relief of strain .. ES 8 5 3 13 8 10 3 
Environment, weather, 

lighting, ete. .. 7 7 6 6 6 1 3 
Psychological stress evident 

at onset of first migraine 

(excluding onset at 

menarche) sa с 16 13 — 9 8 13 — 

Taste IV 


Factors acting as direct precipitants of headaches: Prospective enquiry 

















No. reporting no migraine attacks ws 9 12 10 12 
No. not returning for follow up .. vs 2 2 3 1 
No. of subjects reporting attacks m 14 11 12 12 
"Total no. of attacks in 2 months 6 29 20 41 31 
Alcohol  .. 5б ES is з 2 I о о 
Food s T з о І о о 
Hunger... И ns - T о І о о 
Menstruation — — о 3 
Physical environment  . 2 o 2 1 
Anxiety, overwork and other emotional 

strain... m 4k T IO 7 13 14 
Anger and resentment .. es з 3 5 5 14 
Relief of strain .. га sd es 2 I 2 о 
No cause apparent 10 5 15 10 
No. of attacks appearing to have » psycho- 15 13 23 10 

logical precipitant .. . (50%) (65%) (56%) (45%) 





Overall average = 54% migraine attacks coincide with emotional stress. 


the circumstances of their lives and various confirmed the findings of the retrospective 
factors which appeared to be related to attacks investigation. 

of migraine. This study reveals similar precipi- 

tating factors. Thus the prospective study, Menstrual and reproductive functions 

which is a more valid method of enquiry, Table V shows relationships between 
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Taare V 
Features of headaches which are related to reproductive function in woman 











Non- 
Classic Migraine Common migraine No 
migraine clinic migraine headache headache 

Onset of migraine at menarche . 4 2 4 же zs 

Migraine improved with pregnancy 2 2 3 — — 

Migraine worse with pregnancy I І o — — 
Contraceptive pill аа верне andor 

depression . 3 I 2 3 а 

Dysmenorrhoea . I0 2 7 8 4 

Premenstrual tension 2 2 о 3 1 

Migraine worse in is ШИШ and early 9 13 16 — — 

menstrual phase .. .. .. (36%) (6%) (64%) — Е 


migraine, menstruation and pregnancy. In 
some patients the first attack of migraine 
occurred at their menarche. There is a ten- 
dency for most psychosomatic disorders to 
improve during pregnancy and to get worse 
again after delivery. When psychosomatic 
disorders get worse during pregnancy this is 
usually due to the occurrence of psychosocial 
stresses or emotional conflicts. 

Some patients showed a clear tendency to 
get migraine during the premenstrual or early 
menstrual phases. 


Premenstrual syndromes 

Figs. 7 and 8 reveal the results of a longitu- 
dinal study of a patient with an extremely 
severe premenstrual depression, carried out in 
collaboration with my colleague Dr. Silvio 
Benaim. Biochemical and endocrine assessments 
were made together with ratings of mental state 
over a prolonged period. 

Briefly the results showed evidence of water 
retention during the premenstrual phase as 
shown by increase in weight associated with 
retention of sodium. There was also evidence 
of increased adrenocortical activity. Vaginal 
smears showed lack of progestogenic activity 
sometimes associated with anovular cycles. 

On the basis of these findings we constructed 
a programme of therapy. Treatment with 
Primulot depot resulted in considerable im- 
provement in her premenstrual syndrome. 
Progestogens by mouth also were efficacious, 
but less so than the depot preparation. The most 





effective treatment in this case was by andro- 
stalone, a non-virilizing androgen, and this 
virtually eliminated her premenstrual symp- 
toms. The most effective treatment available at 
the present time for severe premenstrual syn- 
drome is the administration of progesterone by 
suppository at a dose of 200 mg to 400 mg daily 
for 14 days before the period. 

Fig. 9 gives a working model of possible 
mechanism involved in the premenstrual syn- 
drome. The syndrome is primarily a somato- 
psychic syndrome in which the physical changes 
are primary but the degree of distress and dis- 
ability experienced will be affected by the 
emotional state of the patient. If the patient 
suffers from a neurotic illness or has traits 
of personality indicative of over-anxious, 
obsessional or hypochondriacal tendencies, the 
degree of distress and disability associated with 
the premenstrual syndrome can be increased. 

The severity of the syndrome will be the 
product of the degree of changes in the internal 
environment shown in Fig. g and the reaction 
of the patient as determined by her personality, 
stability, and emotional state. 


Personality and psychosomatic disorders 

Table VI gives clinical ratings of various 
traits of personality in a variety of psychosomatic 
and corresponding control groups. 

It will be noted that in all psychosomatic 
groups compared with control groups certain 
traits of personality are more common, e.g. 
general instability; of personality, timidity, 
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Taste VI 
Personality atiributes in psychosomatic disorders and control groups 














Vasomotor Hay Urti- . Peptic Control 
Personality Asthma rhinitis fever caria ulcer groups 
76 % " % 76 % % 
Stable e 58 63 72 56 63 82-88 
Somewhat or very “unstable 42 37 28 44 37 12-18 
Timid, meek es 5% 64 46 56 35 30 40-43 
Anxious m "E “> 73 70 82 67 70 37-43 
Sensitive .. M Е 79 66 66 79 70 55-57 
Obsessional 59 67 82 61 57 24—47 
Depressive or cyclothymic 14 40 28 31 37 2-8 
Schizoid .. 14 14 14 12 15 3-5 
Hysterical . К a 10 8 4 7 7'5 2-4 
Hypochondriacal ` zi 16 22 4 16 25 2-4 





Deficient secretion of progesterone 
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Hydration Breast Vagina Uterus 
Fatigue 
Swelling of Painful swelling Menorrhagia Hunger Autonomic nervous 
subcutancous of breasts 











system changes 
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dizziness, etc. 


and other tissues 


Premenstrual 
tension 
Syndrome 


Fio. 9.—Interrelationships of aetiological factors in premenstrual tension syndrome. 
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lack of self assertion, anxiety proneness, marked 
sensitivity and obsessional attributes. There is 
no constellation of traits which is specific to a 
particular disorder. 

The important fact is that all these traits of 
personality are in different ways conducive to 
development of states of emotional tension in 
response to environmental difficulties and 
these in turn may precipitate attacks of psycho- 
somatic disorders. 


Synthesis 

Fig. 10 gives a general synthesis of the action 
and interaction of causative factors in psycho- 
somatic disorders. All psychosomatic disorders 
are multifactorially determined, and a variety of 
predisposing and precipitating factors which can 
interact with additive effects can operate in the 
development of the disease. 

Personality and constitutional attributes will 
influence and determine the degree of distress 
experienced in response to psychosocial stresses 
and also the extent to which emotional reactions 
evoked are sustained or inadequately expressed. 
This in turn will produce autonomic and 
somatic effects, including pituitary-adrenal and 
other endocrine functions, or bodily changes, 
including the premenstrual syndrome which 


may affect sensitivity of tissues. 
SENSORY 
STIMULI STRESS 
PERSONALITY 


PREMENSTRUAL 
SYNDROME 


Ultimately on a tissue level the susceptibility 
and sensitivity of the target organ will be 
influenced by chemical mediators such as 
histamine, acetylcholine, biogenic amines, and 
possibly prostaglandins. 

The aetiology of psychosomatic disorders can 
best be understood as the dynamic interaction 
of intrinsic and extrinsic factors, many of which 
have additive effects in producing the response 
of the target organ. The success of future 
research in this field will depend on the precise 
definition of hypotheses which are capable of 
being subjected to rigorous scientific testing. 
In the past there has unfortunately been an 
abundance of hypotheses which did not lend 
themselves to rigorous scientific validation. In 
future it is hoped that researches will be carried 
out on hypotheses which are clearly defined and 
if possible require one question to be answered 
at a time. It is very important to know how to 
frame the question to be answered. 

For example, there were two priests who were 
very fond of smoking cigars. They enjoyed 
smoking cigars so much and derived so much joy 
and excitement from it that they eventually felt 
guilty at getting all this pleasure. They decided 
it would be wise to write to the Pope to seek his 
opinion. When they met some weeks later, one 
looked very miserable and was cigarless, whereas 
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Fig. 10.~—Interaction of different causal factors in psychosomatic disorders. 
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the other was happily smoking his cigar with 
great enjoyment. They were amazed at the 
differing responses to their questions. The 
dejected, cigarless priest was asked what he 
wrote to the Pope. He replied that he had 
asked whether it would be in order for him to 
smoke cigars when he was saying his prayers, 
and the Pope had replied: ‘Certainly not; you 
must never smoke when you are praying; I 
would never give my permission for that.’ 
Then the other priest was asked what he had 
written, and he said that he had asked the 
Pope if it was in order for him to pray while he 
was smoking a cigar, and the Pope had replied: 
‘Certainly you may.’ 

I hope therefore, that in the future, with the 
right questions we shall see great advances from 
research in this important medical field. 
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Medico-Psychologists, Maudsley and The Maudsley* 


By ALEXANDER WALK 


Four circumstances—in addition to my own 
limitations as a historian—have determined my 
choice of subject for this evening. Last Novem- 
ber this Institute celebrated its Jubilee—that is, 
the 50th anniversary of the recognition of the 
Maudsley Hospital as a School of the University 
of London. In the following month the one-time 
Medico-Psychological Ássociation, which owed 
its very name to asuggestion by Henry Maudsley, 
and has now developed into the Royal College 
of Psychiatrists, moved into its new head- 
quarters in Belgrave Square. Since then we 
have had to mourn the death of Sir Aubrey 
Lewis, one of whose outstanding contributions 
to the Association, and to psychiatric history, 
was his Maudsley Lecture of 1951, devoted to 
the work and influence of Henry Maudsley.f 
Moreover, the early 'jos are the centenary 
years of Maudsley's period of office as the 
senior editor of the Journal of Mental Science, 
now the British Journal of Psychiatry, with which 
I myself have long been associated. So it seemed 
that it might be appropriate for me to tell you 
something about the history of the Association, 
about Maudsley's relations with it, and about 
the various ideas, proposals and actions which 
eventually led to the foundation of this Hospital 
and Institute. In doing this I hope to furnish a 
few footnotes, as it were, to Sir Aubrey's 
Maudsley and Mapother Lectures, and these 
will be my personal tribute to one whom so 
many of us have held in affectionate admiration. 

When Henry Maudsley was born in 1835, 
two major influences on his future career were 
already prominent. His first introduction to 
psychiatry was to be at Wakefield Asylum, 


* The third Squibb History of Psychiatry Oration, 
delivered at the Institute of Psychiatry, 17 July 1975. 

t Sir Hubert Bond's Maudsley Lecture of 1931 was 
entitled ‘Maudsley—Testimonied in his own Bringings- 
forth’. Unfortunately this was never published, and its 
contents are unknown. 


now Stanley Royd Hospital, and this was a 
County Asylum founded by avowed admirers 
of the York Retreat and where it was intended 
to apply the humanitarian principles of the 
Retreat on a large scale. Here the Medical 
Director, Dr (afterwards Sir William) Ellis, had 
been able to pioneer many innovations such as 
the employment of patients in industrial work 
and in individual occupations; he gave the more 
stable increased freedom and enlisted the 
sympathy and help of local residents. He was 
the first to advocate and to take practical 
steps towards the after-care of discharged 
patients, and he expressed the highest hopes 
and ideals for the future of mental nursing. 
Among other things, Ellis asserted the claim to 
independence of the Medical Director, as being 
the specialist on mental disorders, against the 
rival pretensions of the visiting general physi- 
cian, and here the controversy foreshadowed 
a much later one which was to be an integral 
part of the pre-history of the Maudsley Hospital. 

The other major influence was that of John 
Conolly, Maudsley’s future father-in-law, who 
a few years earlier had published his Indications 
of Insanity. There is in the library of this Institute 
a copy annotated by the author in his own 
hand, and in these notes he says among other 
things that in any future edition the last chapter 
— Chapter XI—might be omitted. But to us it 
is this chapter that is of the greatest interest, 
for it sets out in a few words what is really a 
scheme for a National Mental Health Service. 
Every asylum, he says, should be the property 
of the State and all the officers should be 
appointed by the Secretary of State. Medical 
officers and keepers should be ready at all times 
to attend to insane patients at their own 
houses, and as soon as signs of insanity appeared 
there should be an immediate visit by a medical 
officer. Every asylum should be a school of 
instruction for students and for keepers, and 
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medical practitioners of the district would be 
medical associates of the asylum and become 
accustomed to attend to insane patients. 
Patients out of the asylum would be the 
majority, and so better arrangements might 
be made for the smaller number in the public 
asylums or ‘central houses of reception’. 

When a few years later Conolly became 
Resident Physician to Hanwell Asylum, no 
such reforms had been initiated, and instead 
of being able to treat patients at the very outset 
of their illness he was on the contrary over- 
whelmed with chronic cases who had been 
retained in workhouses by Poor-Law officials 
who considered troublesomeness rather than 
curability to be the proper criterion for transfer 
to the asylum. Meanwhile he established his 
reputation as the leader of the ‘non-restraint’ 
movement. Ín the small world of English 
psychiatry of the time the years 1840 and 1841 
looked as though they were to be remembered 
chiefly as years of dissension and controversy 
between those practising the new ‘system’—as 
they called it—and their opponents. Reading the 


correspondence in the Lancet during those years ` 


I have been led to wonder whether the term 
‘no restraint’ was being applied to a style of 
journalism rather than to a mode of treatment. 
Yet, in that same year 1841 a few courageous 
men made their successful attempt to join 
into one Association doctors who seemed to be 
showing so much disunity. Prominent among 
these were two who bore the prophetic name 
of Samuel—Samuel Hitch and Samuel Gaskell 
—and a few words about each of these may 
serve to show how progressive were those 
founder-fathers in their ideas and practices. 
Samuel Hitch was Resident Physician at the 
Gloucester Asylum, which as Horton Road 
Hospital has recently celebrated its 150th 
anniversary and at that time was a ‘mixed’ 
asylum for both private and county patients. 
Besides having the highest recovery rate in the 
country, he was the first to grant trial leave to 
convalescent patients, and he countenanced 
voluntary admission to the extent that—as the 
Commissioners put it—‘ten or twelve pauper 
lunatics appear to have ingress and egress from 
the asylum at all times at their own discretion'— 
both practices heavily frowned on by the Com- 


missioners and the latter suppressed for many 
years. He employed a female nurse in a male 
refractory ward, and he cfeated a small self- 
governing unit for the patients who worked in 
the gardens, who- enjoyed almost unlimited 
freedom. And lastly he encouraged young 
doctors and students and 'young ladies of 
education' to come into the asylum and join 
in social gatherings with the private patients 
and his own family. 

The name of Gaskell is familiar to those of 
you who may have competed for the Gaskell 
Medal and Prize of the College—as many of 
the staff of the Maudsley Hospital have done 
from its inception—or who may be thinking of 
competing. Samuel Gaskell had Ыз first 
psychiatric experience at the Manchester Luna- 
tic Asylum, at that time still in its cramped 
and unwholesome quarters in the centre of the 
city before its removal to Cheadle, where 
Maudsley was to be its superintendent. In 1840 
Gaskell became Resident Superintendent of 
Lancaster Asylum and here he virtually revolu- 
tionized the living conditions of both patients 
and nursing staff. He not only did away 
with restraints but gave active encourage- 
ment to mutual assistance among the patients. 
He became specially interested in the idiot 
children who at that time were admitted to the 
asylum, and placed some of them in the 
individual care of adult women patients; and 
his description of what was being done for the 
mentally defective in Paris was the starting 
point of the movement which led to the founda- 
tion of Earlswood and other institutions for 
the mentally defective in this country. Later, in 
1860, when he had been a Commissioner for 
some years he wrote the short article entitled 
*On the want of better provision for the labour- 
ing and middle classes when attacked or 
threatened with insanity’, in which he advo- 
cated voluntary admission of ‘mild, transient, 
incipient and convalescent cases’ to a new class 
of houses specially provided for the purpose. 
Besides what I have just said about Samuel 
Hitch’s practice, the case for voluntary ad- 
mission had in fact been forcibly argued thirty 
years earlier by Matthew Allen, better remem- 
bered, if at all, for his connection with John 
Clare and with Tennyson. But Gaskell had 
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some success here, for voluntary admission to 
licensed houses and to registered hospitals, 
` though not to public asylums was legalized 
within a very few years. 

‘So the body known for its first fifteen years as 
‘The Association of Medical Officers of Asylums 
and Hospitals for the Insane’—the oldest 
society of its kind in the world—came into being 
and made a good start with its first Annual 
Meeting in Nottingham. Besides the official 
minutes we possess an account of this meeting 
by a foreign observer, who has much praise 
for the way it was conducted—the careful 
scrutiny of the institution and the detailed 
discussion of its features, the absence of ‘mis- 
placed vanity or professional jealousy’ and 
the members’ resolve to try out every suggested 
means of treatment before the next meeting. 
The original impetus seems to have been lost 
after the first two or three years; the revival 
came in the early 18503 with the increase in 
membership consequent on the building of 
many new county asylums under legislation 
which made this mandatory. Regular meetings 
were now held, a permanent Presidency was 
instituted, and above all the Association under- 
took the publication of a Journal. And although 
this made the most modest start under the 
unpretentious title of The Asylum Fournal, yet in 
the ‘Prospectus’ prefaced to the very first 
number its editor, Dr {afterwards Sir John) 
Bucknill, was asserting the claim of psychiatry 
to be a specialty, and the need for the psychiatric 
physician to undergo ‘a second education’ be- 
cause—-as he put it—'in the psychical mode of 
cure the vehicle, as it were, in which the 
medicine is administered is the person of the 
physician himself'. Within a very few years he 
had added the words of Mental Science to the 
original title, then dropped the Asylum prefix 
and changed the format to something more 
suitable for a scientific periodical. He planned 
to deal with ‘mental science in its practical, 
that is in its sociological point of view’ and to 
cover ‘mental physiology and pathology with 
their vast range of inquiry into all things which 
tend to cause mental disease or preserve mental 
health’, And this he achieved, to the extent that 
so discerning a critic as Sir Aubrey Lewis could 
say that, reading these early volumes, he had 
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become convinced that in the Association there 
was as much capacity and erudition as might be 
found now—that is in 1950—in a much larger 
circle of our members, and perhaps more 
vitality; and, also in 1950, our then President- 
Elect, going through these volumes in search of 
ideas for his Address, was struck by the ferocity 
and outspokenness of the early editors, whom 
he described as wielding flails and scorpions. 
It was this Journal to which Maudsley sent his 
first essays and which he himself later edited. 

Maudsley joined the Association in 1858, 
when he had completed his first experience of 
asylum work at Wakefield. Officially the ‘house 
surgeon’, he was in fact locum superintendent. 
Thus in psychiatry he was entirely self-taught, 
but he must have assimilated some of the Ellis 
tradition; and he was so highly esteemed that 
it was the permanent Superintendent who 
took office after his departure, J. D. Cleaton, 
afterwards a Commissioner, who recommended 
him to the Committee of the Manchester 
Lunatic Hospital, by then happily removed to 
Cheadle, of which he was given the charge at 
the age of 24. 

During these first years of his membership of 
the Association Maudsley must have read the 
memorable Addresses given by successive Presi- 
dents of outstanding personality—Conolly, Sir 
Charles Hastings and Bucknill, the discussions 
and comments on the Report of the Select 
Committee of 1859, perhaps the Report itself 
and the evidence presented to it, and the 
review of Arlidge’s book On the State of Lunacy, 
and he must have become aware of the anxieties 
and frustrations expressed by his colleagues; 
in fact the high hopes of curative treatment 
with which the asylums had been founded were 
being dissipated, first by seemingly immovable 


` obstacles to early treatment, and then by the 


inordinate growth of the asylums and the utter 
inadequacy of means for the study and care of 
individual patients. Removal of the stigma of 
pauperization and authority to admit voluntary 
patients were two of the reforms demanded by 
the Association and reiterated by their Presidents. 

Then Maudsley, writing from Cheadle, began 
to contribute to the Journal that series of philoso- 
phical and psychological articles most of which 
have been fully summarized and evaluated by 
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Sir Aubrey, beginning in 1860 with his ‘Correla- 
tion of mental and physical force’. In his auto- 
biographical note, however, Maudsley recalled 
that it was his article on the life and infirmities of 
Edgar Allen Poe that excited most attention and 
made him favourably known. In this article, only 
mentioned in passing by Sir Aubrey, are 
seen some of Maudsley’s most characteristic 
approaches—his compassion towards ‘the feeble 
being struggling in the midst of the irresistible, 
grasping painfully after development in un- 
toward circumstances’; his scorn for ‘the cen- 
sorious and complacent in their stuccoed villas’ 
whom he stigmatized as ‘the stuccoed man’; 
and, on the other hand, his doomwatching pre- 
occupation with degradation and degeneracy, 
where he asserts that the poor children that 
might have been born to the drunken Poe and 
his cousin wife would assuredly have been blind 
or deaf, strumous, epileptic or mad. 

Having thus made himself known both for 
his literary works and for his achievements at 
Cheadle, Maudsley, in his own words ‘became 
restless and threw himself on to London’. He 
arrived almost as a young man seeking his 
fortune, for in 1862 he was living in what must 
have been modest quarters in Camden Town. 
But in 1864 Һе was appointed as one of the two 
physicians to the West London Hospital, 
another example of how much brilliance and 
reputation, rather than experience, were valued 
in those mid-Victorian times. 

Now it so happened that in 1862 John 
Bucknill was appointed Lord Chancellor’s 
Visitor in Lunacy and thereupon resigned his 
office as Editor of the Journal. As his successor 
he recommended Lockhart Robertson, the 
Association’s General Secretary; Robertson was 
the superintendent of what was then the 
Sussex County Asylum at Haywards Heath, and 
a prolific contributor to the Journal. He was 
duly elected, and immediately announced that 
Maudsley had promised his cooperation; and in 
the following year the matter was regularized 
by Maudsley’s election as joint Editor with 
Robertson. To succeed Robertson as Secretary, 
the 1862 meeting elected Harrington Tuke, 
who owned and superintended a licensed 
house, the Manor House at Chiswick—inci- 
dentally he was in no way related to the Tukes 
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of the York Retreat—and who was married 
to the elder of John Conolly’s daughters. These 
details have to be given because of the part 
Tuke played in Maudsley’s later history. 

At this 1862 meeting both Conolly and 
Maudsley were present, and Conolly took the 
opportunity to express the hope that the Journal 
would advance a cause dear to him, namely the 
need for schools for clinical instruction in the 
nature and treatment of mental maladies, and 
the need for this study to be 'placed in that 
rank which it ought to have among the depart- 
ments of medical science’. He also wished the 
Journal to give attention to ‘a larger intercourse 
with our foreign brethren, a more intimate 
knowledge of what is doing’. Undoubtedly 
Maudsley took these pleas to heart; we shall 
see presently what he did about the first, but 
the second he responded to at once, for from 
1863 onwards the Journal included a bulky 
section at first called *Report on the Progress of 
Psychological Medicine’ and later ‘Psychological 
Retrospect’, which consisted of abstracts of 
psychiatric literature from the leading countries. 
Maudsley was already a favourite of Conolly’s, 
and not long afterwards he married Conolly’s 
younger daughter, Ann. Then, shortly before 
Conolly’s death in 1866 he took over the running 
of Lawn House at Hanwell, which had been 
Conolly’s residence since he had left the great 
asylum nearby, and which was also a tiny 
licensed house accommodating no more than 
six ladies. This became his home for many 
years, and in 1911 he showed his abiding filial 
piety by presenting to the local council part of 
the grounds, to be known as Conolly Dell, 
together with a fountain commemorating the 
work of his predecessor there. 

As one of the Editors, Maudsley now took an 
increasing part in the affairs of the Association. 
Almost his first intervention in one of its debates 
concerned the future of Bethlem Hospital, many 
years later to be closely linked to his own 
creation. The problem was this. On the one 
hand there was a demand for the establishment, 
to serve the London area, of a ‘middle class’ 
hospital, similar to those in the provinces such 
as Coton Hill or the Retreat, catering for those 
above the pauper level but unable to afford the 
fees of licensed houses, and it was suggested 
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that Bethlem should become that hospital. On 
the other hand it was generally felt that the 
building in St. George's Road was now out- 
dated and unsuitable for its new role, and that 
the hospital ought to be removed to a country 
site perhaps 8 or 10 miles away. An offer for 
the old site had in fact been made by the 
Governors of St. Thomas’s Hospital which was 
about to be displaced from its home in the 
Borough; but the two institutions had been 
unable to agree on terms, and the Bethlem 
Governors were inclined to let their hospital 
stay where it was. At the meeting the merits of 
town and country were being argued, as well 
as the hope that under new conditions Bethlem 
might become a place of instruction in mental 
disorders. Maudsley’s contribution to the dis- 
cussion was in total and startling contrast to 
his views and actions of forty years later. The 
irony of it demands that I should quote his 
actual words: ‘Can a hospital for mental diseases 
in a large town be a hospital for that purpose? 
Does it not rather become a prison? Are not 
intercourse with nature and employment abso- 
lutely necessary? We should not be discussing 
whether patients should be confined in a large 
town. A “hospital” for mental diseases so 
situated is surely miscalled.’ 

We may, however, think that the Governors’ 
decision against removal was all to the good, 
since when the union with the Maudsley 
Hospital eventually took place Bethlem was 
able to bring to the marriage a set of modern 
and well-planned buildings instead of what 
might have been erected in the 1860s. But, apart 
from this, Bethlem did go some way towards 
meeting the general demand—it became a 
hospital for the ‘educated classes’, established a 
country branch and agreed to take a small 
number of post-graduate pupils. Then, in 1865, 
Maudsley made a fresh approach to the 
problem of clinical instruction in mental dis- 
orders, through the Medical Committee of the 
University of London Convocation, and it was 
resolved that a certificate of a course of instruc- 
tion should be required for the final M.B. and 
that the examination should embrace the 
subject of insanity. Yet the G.M.C. did not 
make this very modest requirement compulsory 
until 1885. 
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In the same year, 1865, Maudsley gave the 
Association the name by which it was to be 
known for over a century. It was at his sugges- 
tion that the name ‘Medico-Psychological 
Association’ was adopted. True, this must have 
been in imitation of the French ‘Société Médico- 
Psychologique’; it was good, nevertheless, to 
have a title indicating the spread of psychiatry 
beyond the bounds of institutional care. In fact 
membership was now opened to all doctors 
sufficiently interested to want to join; and some 
members wished to go further, admitting 
lawyers and other laymen and forming a society 
embracing all persons concerned with the wel- 
fare of the mentally ill. Maudsley opposed this 
vigorously and upheld the medical character of 
the Association; and so the matter was decided. 

In 1870 a new threat arose to the very 
existence of the M.P.A.; this was the proposal 
by the Royal Medical and Chirurgical Society 
that all the existing London medical societies 
should amalgamate with it and lose their 
identity. Maudsley spoke powerfully against 
this, and once more helped to preserve the 
Association as an independent body able to 
undertake activities which would have been 
impossible for a mere Section of a medical 
academy. I should add that a similar crisis 
arose, many years later, still within Maudsley's 
lifetime, when the Royal Society of Medicine 
was formed; by this time the M.P.A.’s scope was 
nationwide and the decision was easier. 

Maudsley was by now the senior Editor of 
the Journal; as a sample of the contents I will 
anticipate a little and take the issue for July 
1875. Professor Thomas Laycock of Edinburgh 
writes on ‘Organic Laws of Personal and 
Ancestral Memory’; a set of Morisonian Lec- 
tures, begun by David Skae and continued by 
Clouston follows; then we have Hughlings 
Jackson on Syphilitic Affections of the Nervous 
System; and an instalment of a study of the 
Morbid Psychology of Criminals by David 
Nicholson, soon to be superintendent of Broad- 
moor; numerous clinical notes and case reports, 
and the Psychological Retrospect already men- 
tioned; and lastly those verbatim reports of 
Association meetings that are so precious for the 
understanding of our predecessors’ thoughts and 
attitudes. 


24 

So back to 1871 and Maudsley’s Presidency 
of the M.P.A. His inaugural Address has been 
touched on by Sir Aubrey in the context of the 
pithy criticism it received from Clouston—that 
Maudsley had pronounced it useless to give 
eugenic advice, useless to send a patient to an 
asylum and useless to administer sedative drugs; 
and to this Maudsley had replied by admitting 
to scepticism, but in the good sense of examining 
and looking to things. He had in fact looked 
most carefully, as far as the knowledge of his 
time would allow, into the perplexities of 
genetic counselling; and he had spoken dis- 
criminatingly about the indications for admitting 
patients or for refraining from doing so—thus, 
referring to young patients whose insanity he 
wrongly believed to be caused by masturbation, 
he rightly asserted that in asylums they sank 
into a hopeless state and that the one thing 
wanted for them was ‘some intelligent and 
judicious person of higher education and 
position than an attendant who will take a 
genuine interest in them and gain their con- 
fidence’. And as to attendants, though he did 
not go so far as to propose a training scheme, he 
was perhaps the first to suggest that the M.P.A. 
might do something towards raising their 
status by organizing an office for the keeping 
of a register of those who had proved their 
merit. 

Maudsley ceased to be Editor of the Journal 
in circumstances which certainly reflect the 
dissensions and strife in matters of belief which 
were so acute in the Victorian age, but from 
which the small world of psychiatry was 
generally free. It will be remembered that 
Maudsley and Harrington Tuke were related 
by their marriages to John Conolly’s daughters. 
Tuke was now no longer the General Secretary 
of the Association and had passed the Presi- 
dential Chair. At the Annual Meeting in 1877, 
when the re-election of the Editors was pro- 
posed, he rose to announce that Maudsley 
would shortly be resigning and moved that 
Dr Bucknill should be recalled as Editor; and 
he went on to say that certain doctrines were 
being taught in the Journal which were re- 
pugnant to him and others and against which 
he felt bound to protest. The ensuing discussion 
did not touch on these tenets and doctrines, and 
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eventually Maudsley was re-elected, though he 
stated that he did in fact intend to resign before 
long, and he did so the following year. It seems 
possible that Harrington Tuke had put pressure 
on him privately and would have attacked him 
more openly had he resisted. 

І have been at pains to discover what there 
was in Maudsley’s writings in the Journal—Aas 
distinct from his books—that could cause such 
hostility. Clearly Harrington 'Tuke was a man 
with strong religious convictions; in his Presi- 
dential Address he had welcomed the opening 
to patients, by the appointment of chaplains, 
of ‘that refuge in which the most miserable may 
hope for solace'; in no branch of medicine was 
religious consolation more necessary than in the 
treatment of mental depression. There is in 
fact very little to be found in Maudsley's articles 
that would contradict this; but two passages 
might be cited. First, from the article on 
Swedenborg, written in 1869, ‘It is true that the 
wrath, the folly, the madness of men are made 
to praise Him whom sun and moon, winter and 
summer...and the holy and humble bless and 
magnify, but whom systems of theology and the 
prophets thereof have so often dishonoured’. 
Second, from the Presidential Address: ‘Mora- 
lity has hitherto been the exclusive possession 
of religion. But so-called moral laws are laws 
of nature and must come within the scope of 
scientific study. Has not there been more 
practical morality in certain scientific dis- 
coveries and their application than in half 
humanity’s creeds?? But both these passages 
were written several years before 1877, so the 
puzzle remains as to what finaly caused 
Harrington Tuke to lose patience. 

After Maudsley's resignation, the Journal was 
continued under the editorship of Clouston, 
Daniel Hack Tuke (who was of the Retreat 
family, being the son of Samuel Tuke and 
great-grandson of William 'T'uke—but we shall 
meet with yet another unrelated Tuke before 
long) and George Savage of Bethlem. A few 
landmarks in the history of the M.P.A. up to 
the foundation of the Maudsley Hospital might 
be conveniently mentioned here. After 1885, 
when, as I have said, a reluctant G.M.C. was 
persuaded to make some knowledge of mental 
disorder compulsory, the Association initiated 
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a “Certificate in Psychological Medicine’—the 
M.P.C.—an elementary forerunner of the 
D.P.M. and the M.R.C.Psych. Next the train- 
ing of mental nurses was taken in hand, and 
lectures and examinations for the M.P.A.’s 
nursing certificate were introduced—the first 
nursing qualification to be organized on a 
national scale—and this was followed by pro- 
longed and eventually successful efforts to have 
mental nurses included in any scheme for state 
registration. I will come presently to some 
other aspects of its activities, and will only add 
here that in 1892, after having been advised 
that a petition for a Charter would not be well 
received, the Association applied to the Home 
Office for permission to use the prefix ‘Royal’, 
but this too was refused. As is well known, both 
ambitions were achieved in 1926. 

Maudsley himself continued to attend and 
speak at meetings of the M.P.A., and one note- 
worthy speech of his was in 1887 in a discussion 
on a proposed Lunacy Ácts Amendment Bill, 
which in modified form eventually became 
the Lunacy Act of 1890. He denounced the Bill 
in the strongest terms; it proceeded, he said, 
entirely upon the incarceration point of view 
and made the treatment of acute and recent 
cases impossible. He urged that there should be 
‘some simpler forms to suit fresh cases’ and that 
only after six months or so should all the pro- 
posed restrictions be brought in. The reluctance 
to certify and admit to asylums brought about 
by the recent agitation had, he said, led to 
increased cruelty and neglect towards patients 
kept at home. Such fears were voiced by others, 
even after the modified Bill had become law; 
still, one must remember that the changes 
applied only to private patients, the provisions 
for the vast majority still officially called 
paupers being virtually the same as before. 

Mysteriously, however, Maudsley’s name 
disappears from the list of members of the 
M.P.A. after 1890, and he never rejoined, nor, 
as might be expected, was he ever elected an 
Honorary Member. He may possibly have 
refused this, and perhaps other honours, in his 
desire for a secluded life. Yet he continued to 
contribute articles to the Journal of Mental 
Science; two on ‘Optimism and pessimism’ and 
on ‘Materialism and spiritualism’ were pub- 


lished in 1917, the year before his death, and 
one was published posthumously in 1919—thus 
his writings for our journal cover a span of 
60 years. This last group of articles, coming so 
close together, and followed by his bequest to 
the M.P.A. seem to me to have been a gesture 
of reconciliation, if ever one was needed. 

I come now to the great constructive act by 
which Henry Maudsley is today best remem- 
bered—the ‘living organism’, as Sir Aubrey 
Lewis called it, which he created to be his heir. 
Sir Aubrey thought that the genesis of the 
project lay in Maudsley's concern, in the 
1860s, with early treatment and in his dis- 
cussions with Baron Mundy and Crichton- 
Browne, but here I am compelled to differ. 
As I have already shown, nothing was further 
from Maudsley’s mind than the creation or 
the retention of a hospital for mental disorders 
in London, and what he actually advocated for 
many years was the treatment of early or mild 
cases in private houses, or in villas in the 
grounds or neighbourhood of asylums—a policy 
which was in fact successfully carried out by 
George Mould, who succeeded him at Cheadle. 
The credit for first proposing what we would 
now call a Maudsley-type hospital should 
instead go to Dr J. G. Davey, who had been 
one of the two so-called superintendents at 
Colney Hatch; in 1867 he was the proprietor of 
a licensed house near Bristol, but he had not 
lost his interest in the mental health problems 
of London, and at a meeting of the M.P.A. he 
read a paper entitled ‘On the insane poor of 
Middlesex’. With much eloquence he contended 
that poverty was at the root of mental disorder 
in these classes, and that reformed and pro- 
gressive legislation would before long so greatly 
diminish poverty that insanity too would 
decline. The great asylums should be regarded 
as places for mere protection and care, and what 
was needed for London was ‘a hospital for the 
insane poor, one of the most approved. construc- 
tion and embracing all the means essential to 
the relief and cure of the disordered mind’. It 
must not contain more than 250 beds, otherwise 
it would be no hospital. He added that he had 
proposed this to the Committee of Colney Hatch 
as far back as 1851 and had been met with 
laughter and impatience. 
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In the discussion that followed a comple- 
mentary proposal was put forward—I believe 
for the first time—by Dr Belgrave, formerly of 
the Lincolnshire Asylum and now a consultant 
in London. ‘In this large metropolis’, he said, 
‘there is no institution where the poor may in 
their incipient condition apply to receive advice 
or relief. I suggest that some of us should 
establish a dispensary or hospital for diseases 
of the brain or nervous system.’ Dr Bucknill 
approved of both Davey’s and Belgrave’s pro- 
posals; but Dr Henry Monro was taken aback 
by this entirely new idea and asked in a puzzled 
way whether the out-patients were insane or 
persons you suspect of going insane, and how 
could you get such patients to come up for 
treatment? 

Maudsley was not present at this meeting, 
but as one of the Editors he must have read 
Davey’s paper and the discussion, and may have 
retained some memory of these suggestions in 
later years. In the meanwhile nothing was done 
to give effect to them, and the ‘hospital’ idea 
remained dormant for a decade or more. But 
in the 1880s it came to life again, now in a 
more diffuse form and in more than one con- 
text. This can best be illustrated by examples. 
Thus, in 1885 and 1886 Dr Strahan of the 
Northampton County Asylum (now St Crispin) 
published two articles on the necessity for hospital 
treatment of the curable insane; what he was 
advocating was the establishment of small 
hospitals of 30 or more beds in connection with 
each asylum; each hospital would have a 
physician solely in charge and would admit 
only curable cases; it would be in the asylum 
system but not of it. A different approach was 
that exemplified by Sir W. W. Gordon J.P.’s 
letter to the Lancet in 1882; here the recom- 
mendation was for Receiving or Reception 
Houses in each county ‘to which all lunatics 
should be sent until each case had developed 
itself’. Much attention was given to a successful 
experiment in Australia, the Reception House 
run by Dr Manning in Sydney; he described its 
working to the M.P.A. in 1887 and it was 
generally agreed that as a combined observation 
ward and short-term treatment centre it was 
decidedly superior to the English poor-law 
infirmary wards. Again, reports of the work of 


the psychiatric unit at the Charité Hospital in 
Berlin raised hopes of some similar venture in 
this country; but in general the teaching and 
other voluntary hospitals were uncooperative. 

Thus twenty or more years of dissatisfaction 
with the asylum system were now crystallizing 
into a demand—a general clamour, Strahan 
called it—for ‘hospital treatment’ in one form 
or another. Undoubtedly this trend was much 
influenced by the growing prestige of the teach- 
ing hospitals and by the prevailing somewhat 
euphoric view of the progress of medical 
science. It was from one of the teaching hospitals 
that the next move came—and a very contro- 
versial move it proved to be; but it seems to 
have been heralded by the provocative action 
of a psychiatrist of repute. 

You will remember that I promised to intro- 
duce yet a third family of Tukes, unconnected 
with the others, and I now bring forward the 
name of Dr, afterwards Sir John, Batty Tuke. 
In the early 1870s, as medical superintendent 
of the Fife and Kinross Asylum (now Stratheden 
Hospital he had worked out an open-door 
system which had spread in modified form to a 
number of other Scottish asylums. He was now 
the proprietor of a private asylum near Edin- 
burgh, and had been elected to Parliament. 
Early in 1889 he published an article in the 
Nineteenth Century entitled “Lunatics as patients, 
not prisoners', in which all the defects of the 
existing asylums were exposed, and the need for 
a specifically medical approach was strongly 
urged. Now it so happened that almost at the 
same time the newly-formed London County 
Council was holding its first meetings; one of its 
members was Mr Brudenell Carter, who at the 
time was ophthalmic surgeon to St George's 
Hospital but who had previously shown 
interest in nervous disorders, particularly hys- 
teria. On 11 April, taking his cue from Batty 
Tuke, he moved "That a Committee be appoin- 
ted to inquire and report on the advantages 
which might be expected from the establish- 
ment, as a complement to the asylum system, 
of a hospital with a visiting medical staff for the 
study and curative treatment of insanity'. 
Thus existing asylums were to be comple- 
mented or supplemented, but not in any 
way improved or reformed. Not unnaturally 
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another member proposed as an amendment 
that there should be a report on the asylums 
as a whole, with recommendations ‘with the 
view to securing more thorough medical atten- 
tion to each individual case as well as the most 
modern and advanced methods of treatment’. 
Had the two proposals been combined much 
good might have resulted; but Brudenell Carter 
had his way and the Committee, over which of 
course he presided, duly reported in accordance 
with his wishes. 

It may be worthwhile to examine this Com- 
mittee’s proceedings and report a little more 
closely. Their witnesses included numerous 
neurologists and the Presidents of the two Royal 
Colleges, but only two psychiatrists of standing, 
Batty Tuke and Crichton-Browne. We can only 
regret that Maudsley was not called and that his 
views at that particular time can never be 
known. The Council’s own medical superin- 
tendents were not called, but a questionnaire 
was sent to superintendents all over the country, 
so worded that they could either approve, which 
the majority did, or offer somewhat feeble 
objections. The report dwelt at length on the 
well-known defects of asylums—their unwieldy 
size, superintendents burdened with non-medical 
duties and assisted by inexperienced juniors, 
lack of contact with general medicine and so on; 
but for these crying needs the Committee pro- 
posed no remedies. Instead, they reasoned as 
follows: in recent years there had been great 
advances in medical science and in surgery, and 
particularly in the understanding of brain 
function; these advances had emanated from 
the great general hospitals; therefore if physi- 
cians (mainly neurologists) and surgeons on the 
staffs of these hospitals were appointed to treat 
the insane in a special hospital they would be 
able not only to find the cause of each patient’s 
disorder but also to treat the case by means of 
remedies already known to them. The logical 
fallacies were obvious to at least one distin- 
guished physician, Clifford Allbutt, who also 
pointed out that the visiting doctors would 
only be able to give a very small part of their 
time to the proposed hospital and moreover 
that no cure had yet been found for many of 
the grosser brain diseases which these physicians 
already treated. But the discussion was vitiated 


by irrelevant arguments about the merits of 
moral versus medicinal treatment. Its low level 
can be judged from a passage in the report 
depicting an imaginary case of melancholia 
caused by liver disease; moral treatment might 
eventually result in improvement, but the 
general physician would cure the depression 
instantly by means of a dose of calomel. 

After causing much controversy and resent- 
ment the project came to nothing. The Council 
decided that such a scheme would be of national 
rather than of local interest, and that it could 
take no action on it. Probably the decision was 
influenced by the question of cost; the popula- 
tion of London was still rising and the Council 
was advised that new asylums would be needed 
before long; they were indeed built and were of 
the same inordinate size which the report had 
so severely condemned. 

Meanwhile, in 1889, the Presidential Chair of 
the M.P.A. was occupied by one of its wisest 
and most devoted councillors, Hayes Newington 
of Ticehurst House. In his Address, after a 
spirited defence of the best asylums, some of 
which, he said, attracted large classes of medical 
students, he gave a clear-sighted analysis of the 
hospital question. He distinguished two kinds of 
hospital, both desirable. The first was the 
county hospital for curable patients, to be built 
in connection with each asylum, though not 
adjacent and preferably out of sight; it was to be 
fully equipped and staffed and curability was to 
be the criterion for admission. A few years 
later, as Chairman of the East Sussex Asylums 
Committee he was able to incorporate such a 
hospital in the plans for Hellingly Asylum. In 
fact ‘hospital villas’ so-called became a regular 
feature of asylums from about this time, though 
for the most part they failed to serve the intended 
purpose because it became a matter of routine 
to pass all admissions through them without any 
selection being made. 

The second kind of hospital envisaged by 
Hayes Newington he called the ‘educational 
hospital'—an institution intended primarily for 
teaching and research, to be established close 
to a medical school, with up to 250 patients 
carefully selected for the purpose of instruction. 
He wished the medical staff to be mainly 
psychiatric, but with some visiting general 
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physicians. In fact, Newington gave a detailed 
description of a Maudsley-type hospital and, 
even more prophetically, a profile of its ideal 
chief psychiatrist which might have been 
modelled on the man who in due time actually 
filled this role, Edward Mapother. 

Newington’s scheme, though much nearer to 
what was eventually achieved, stood no more 
chance than Brudenell Carter’s of being put 
into effect at the time. But the London County 
Council, while building its 2,000-bedded asy- 
lums such as Bexley and Horton, did not lose 
sight of other possibilities in the mental health 
field. The appointment in 1895 of Frederick 
Mott as pathologist and Mott’s achievements 
at Claybury have been fully documented in 
Prof. Alfred Meyer’s article in the British Journal 
of Psychiatry. In 1899, possibly stimulated by 
Mott, the L.C.C. revived the ‘Receiving 
Houses’ idea of Ње '80s; the Lunacy Com- 
missioners and the London Poor Law Guardians 
were favourable, and the Council promoted a 
Bill empowering it to provide such houses. 
The Council may have been influenced in 
their action by the success of the psychiatric 
wards operated by Dr John Carswell in one 
of the Glasgow hospitals. There patients were 
visited in their homes and classified as suitable 
for either the local asylum or the special wards, 
and if the latter they were admitted without 
formality for short-term treatment. However, 
in the proposed London Receiving Houses 
compulsory detention was envisaged and this 
gave rise to some criticism. 

But this scheme too was frustrated, this time 
by the dilatoriness of parliamentary procedure. 
The Council’s Bill was introduced in successive 
sessions, but made no progress. In 1902 it was 
turned into a public Bill and given Government 
support, but still remained crowded out. The 
Liberal victory in the 1906 election made no 
difference; the Bill passed the House of Lords 
but the Commons could not find the time for it. 
Meanwhile the Radnor Commission on the 
Care of the Feeble Minded had had its terms of 
reference extended to the whole field of mental 
health, and so at last, after seven years of effort 
the Council decided not to proceed with the 
Bill, but to await the report of this Royal 
Commission instead. 
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It was at this point that Mott's writings 
became decisive. Hitherto he had pinned his 
hopes on the realization of the L.C.C.’s scheme. 
His plea, in the preface to the 1903 volume of 
his Archives of Neurology for means of intercepting 
uncertifiable cases of incipient and acute in- 
sanity was, of course, in accordance with views 
now widely prevalent and which had, as we 
have seen, been put into effect by Carswell 
and others. In the 1907 volume he put the 
emphasis rather on the psychoneuroses, on 
‘neurasthenia, psychasthenia, obsession, mild 
impulsive mania, hysteria and hypochondria’; 
this too reflected prevailing trends and interests. 
A shining example of what could be done on a 
small scale by voluntary effort had been pro- 
vided two years earlier by Dr Helen Boyle at 
Brighton, in what afterwards became the Lady 
Chichester Hospital; her models had been 
Carswell and the German clinics, Berlin, 
Munich and Géttingen. Mott’s hopes, after 
similar visits to Germany, were more ambitious; 
continuing his 1907 article he wrote: “The 
L.C.C. scheme for Receiving Houses would 
probably include the establishment of an acute 
hospital, to which a clinic might with advantage 
be attached. If suitable post-graduate training 
in medical psychology and neuropathology 
were established the universities etc. might be 
induced to establish diplomas on the lines of the 
D.P.H.' As we have seen, however, the L.C.C. 
abandoned its scheme even as Mott was writ- 


Tt was now that Maudsley intervened with the 
offer of a munificent gift which would enable the 
desired hospital to be built. Sir Aubrey Lewis 
in his Mapother Lecture attributes Maudsley’s 
initiative to his having read and welcomed 
Mott’s pronouncement; I believe that in 
addition it must have been borne in on Maudsley 
that without outside help no progress would be 
made. 

Maudsley’s offer was reported to the L.C.C., 
at first anonymously, early in 1908, and the 
subsequent planning negotiations, delays and 
eventual completion of the project have been 
well described elsewhere. 

A hospital was being created—a mental 
hospital, for it was under this hitherto unknown 
title—'A Mental Hospital—its aims and uses’ 
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—that Maudsley wrote an article at Mott’s 
request in the 1909 volume of the Archives of 
Neurology and Psychiatry. To extract precise aims 
and uses from this article is not easy, as they 
are wrapped up, as it were, in an essay on the 
nature of insanity—just as, many years earlier, 
Maudsley’s obituary notice of Conolly was 
wrapped up in an essay on obituary notices. 
The emphasis is throughout on insanity— 
neuroses are not mentioned—and as far as 
medical students are concerned what they 
chiefly needed was to be taught how to write 
‘a good and sufficient certificate of insanity.’ 
But, rising above such old-fashioned trivialities, 
Maudsley indicates possible lines of patho- 
logical, social and genetic research; he lays 
great stress on close touch with the medical 
work and thought of general hospitals, on ‘the 
attendance of many persons, physicians and 
students, stimulating one another by constant 
intercourse’, and on the ‘surrounding atmo- 
sphere of sanity’ from which the insane patient 
could hardly fail to benefit. And he had not 
overlooked the needs of the asylums in which 
the great majority of patients would continue 
to be treated—he hoped that his mental 
hospital would supply a succession of trained 
medical men imbued with the scientific spirit 
available to take office in county asylums; and 
also that it might be a training ground for 
nurses who would afterwards go into service 
in large asylums, fitted with ‘a sense of responsi- 
bility to patients as mental beings’. 

In an editorial in the Journal of Mental Science 
for 1908 the M.P.A. gave the project its 
' warmest approval. The atmosphere was now 
quite different from what it had been twenty 
years earlier, and the new hospital was wel- 
comed as fulfilling one of the Association's 
own aims, since for years it had campaigned for 
facilities for early treatment, for the creation 
of psychiatric clinics and for financial support 
for research. The only criticism made in the 
Journal was that the proposed ‘metropolitan 
Mental Hospita" ought not to be completely 
independent, but should be closely worked with 
one of the great teaching hospitals. In any case 
there was no doubt that it should take its name 
from its founder and should be called "Ihe 
Maudsley Mental Hospital". 
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Unknown to the writer, and to Maudsley 
himself, the Radnor Commission in that same 
year had recommended that all asylums should 
be renamed ‘mental hospitals’, and at Cardiff 
City the title was at once adopted by Dr Edwin 
Goodall. The L.C.C. followed in 1918, and so 
the Maudsley Hospital escaped the stigma 
which soon attached itself to the adjective 
‘mental’ as it had to the well-meant title of 
‘asylum’ a hundred years earlier. 

In fact much had been done for the asylums 
since they had been so pointedly ignored in 
the Brudenell Carter report. Those newly built 
by the L.C.C. were better planned, better 
equipped and better staffed. Mott’s hope that 
examining bodies might institute a D.P.M. was 
being realized, largely through the efforts of 
the M.P.A., and the Association was engaged 
in framing proposals designed to improve the 
conditions of service and raise the status of 
asylum medical officers. Even before this an 
outstanding medical superintendent like Hubert 
Bond was able, as Sir Aubrey has reminded us, 
to attract to his hospital, Long Grove, a brilliant 
team, including Bernard Hart, Henry Devine, 
Ernest Jones, and the most junior, Edward 
Mapother, who was to be the Maudsley Hospi- 
tal’s first chief. Thus it came about that when 
the hospital at last opened it was staffed pri- 
marily by asylum-trained psychiatrists, Mapo- 
ther himself, Petrie, Dawson апа others, 
together with a number of clinical assistants, 
many of whom achieved great distinction else- 
where. 

As is well-known, Henry Maudsley lived to 
see the erection of his hospital, but not its 
opening. He died in 1918, before the end of the 
war which in a prophetic posthumous article, 
scorning ‘fatuous humanitarian optimism’ he 
had seen as the forerunner of future conflicts. 
By his will he made a further bequest for the 
benefit of his hospital, and another to the 
Medico-Psychological Association to be used 
for any purpose they might think fit. And the 
Association decided that the name of Maudsley 
should henceforth be bound to it by means of 
an Annual Lecture. There was at first some 
hesitation about the form this should take: 
whether each lecturer should deliver both a 
popular and a scientific Lecture, or whether it 
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should be popular and scientific in alternate 
years. Now the custom is for the Lecturer in 
alternate years to be a psychiatrist or a person 
of distinction from another specialty or pro- 
fession. And assuredly one of the finest of these 
Lectures has been the one dealing with the 
work of Henry Maudsley, to which I have been 
endeavouring to supply some footnotes. 

As J have said, in doing so 1 wish to pay my 
tribute to the Lecturer, Sir Aubrey Lewis, and 
so I will ask you to allow me to end with some 
words of his instead of with a peroration of my 


own. These words referred to Maudsley and to 
Mapother, but I believe they could justly be 
applied to Lewis himself. He said: ‘I recognize 
that in each generation there are men of rare 
gifts, severe in self-discipline, with strong and 
consistent purpose, who, in psychiatry as in 
other fields, accomplish much good and leave 
behind a lasting memorial.’* 


* Professor Gelder, in his tribute to Sir Aubrey Lewis 
published in this issue has also chosen to conclude with a 
quotation from Sir Aubrey’s Maudsley Lecture. I was not 
aware of this at the time—A.W. 


Alexander Walk, M.D., F.R.C.Psych., 8 Avenue St. Nicholas, Flat r, Harpenden, Herts, А15 2BX 
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Sir Aubrey Lewis’s Contributions to Psychiatry" ` 


By MICHAEL GELDER 


When Sir Aubrey Lewis died, psychiatry lost 
a major figure. He will surely rank with the 
great men of the past whose work he knew so 
well and would have judged substantial and 
enduring. The present assessment, written a few 
months after his death, can only attempt a 
preliminary evaluation of the work of a man 
who for more than twenty years was the 
dominant figure in British psychiatry. 

Lewis’s professional accomplishments were 
many-sided. He was a teacher and the leader of 
a teaching hospital which enjoyed an inter- 
national reputation of excellence. He made 
personal contributions to research and he 
excelled as the driving force behind a major 
research institute. He was a spokesman for our 
profession at a critical stage of its development, 
and he was listened to with respect in Univer- 
sities, in the Research Councils and by leaders 
of other branches of medicine. Above all, he 
had the ability to set the highest standards for 
himself and for those who worked with him, 
and in this way he did much to improve and 
maintain the quality of psychiatry in this 
country. 

High standards demand men of intellectual 
distinction; without them no subject can 
advance. Lewis saw the lack of such men in 
psychiatry and realized that much of his effort 
must be devoted to the provision of oppor- 
tunities for training clinicians and research 
workers. "Vocational training’ he wrote ‘is, of 
course, essential for the doctor, but by itself it 
can produce a medical craftsman, not a physi- 
cian, and least of all a psychiatrist. Students 
should find in the University Clinic the ferment 
and opportunity which Flexner had in mind, 
I think, when he said that medicine can be 
learnt but cannot be taught. The postgraduate 
student bringing his own passion and energy, 

* This article was specially commissioned for the 
British Journal of Psychiatry. 
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learns there to respond to the vigorous and often 
creative impact of other minds. Anyone who has 
worked in an active university clinic knows 
how much he has owed to the congregation of 
fellow students, to their ardent, critical, lively, 
disputatious and reflective, eager minds.’ This 
intellectual ferment, which he created in the 
Institute of Psychiatry and its associated hospi- 
tals, is perhaps his greatest achievement. One 
measure of his success is the number of those 
in senior academic positions in this and other 
countries who trained there: a whole generation 
of teachers and research workers grew up there. 
All this depended, as he recognized, in no small 
measure on the students themselves, but it was 
his reputation which attracted them from all 
parts of the world, and brought together a 
distinguished group of teachers who helped to 
build the Institute of Psychiatry after the war. 
Not all his pre-war colleagues stayed with him; 
several left, unable to agree about issues which 
at the time seemed important and on which he 
would not yield. Much has been said and written 
about these events and this is not the place to 
add to the discussion. Whatever the final 
judgement, it is clear that some incidental 
good came from the departure of so many of 
his pre-war colleagues, for academic psychiatry 
came to flourish in the other teaching hospitals 
to which these former Maudsley men devoted 
themselves. 

Lewis's personal contribution to teaching was 
of a special kind. *Medicine can be learnt but 
cannot be taught'—this concept of education 
was central to his approach to his students. It 
was the Socratic method which, at its best, 
could illuminate the great problems of psy- 
chiatry, expose the limitations of present know- 
ledge and encourage what can best be expressed 
by a phrase of William James which he once 
quoted in another context: 'an unusually 
stubborn effort to think clearly.' Not all students 
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thrive on this kind of teaching, and it is true that 
at times it can be discouraging and leave the 
student struggling to find some firm ground on 
which to build his practice. To his teaching 
Lewis also brought his sense of history and a 
conviction of the value of the scholarly and 
scientific approach. Perhaps, therefore, he would 
have approved of the words of another great 
teacher of medicine, Osler, who wrote that for a 
doctor ‘a scientific discipline is an incalculable 
gift, which leavens his whole life, giving exact- 
ness to habits of thought and tempering the 
mind with that judicious faculty of distrust 
which can alone, amid the uncertainties of 
practice, make him wise’ (1). That is surely the 
quality which characterized so much of Lewis’s 
teaching, and it has had an impact on British 
psychiatry no less profound than was Osler’s 
on the medicine of his day. 

Many will regret that Lewis never wrote a 
textbook. He did, however, publish papers 
and chapters which present with characteristic 
clarity his views on a large part of psychiatry. 
While these articles reflect his teaching, they 
are more than this; they are also part of his 
contribution to research, for they contain that 
essential clarification of concepts which is the 
starting point of any inquiry. Each is as valuable 
today as when it was first written, and each can 
be read and re-read with profit even by the 
most experienced psychiatrist. The list is com- 
prehensive: papers on melancholia (1934), the 
psychopathology of insight (1934), problems of 
obsessional illness (1936), paranoia and para- 
noid states (1938), alcoholic psychoses (1938), 
the amnestic syndromes (1961), the psychoses 
(1963), hysteria (1966); anxiety (1974); his 
account of the psychoses in the 1968 revision of 
Cecil and Loebs Textbook of Medicine; and, the 
nearest to a systematic account, his section on 
psychiatry in Price’s Textbook of Medicine. In 
these writings he drew attention to the com- 
plexities of clinical phenomena and to the 
inadequacy of current theories, but above all 
he emphasized accurate clinical observation and 
careful classification. He once wrote that ‘in 
reading through the literature of this subject 
(depression) one is struck by the discrepancy 
between the findings of investigators with a 
Kraepelinian notion of disease and those of 
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the latitudinarian party’. These papers form a 
powerful corrective to this ‘latitudinarian’ 
approach, which is as much an obstacle to good 
clinical practice and to research today as it was 
when he wrote in 1936. 

Tn all his teaching, Lewis was at pains to put 
every point of view fairly and to help his 
students steer the difficult course between pre- 
mature certainty and paralysing doubts. This 
was an issue that was the subject of one of his 
most thoughtful addresses, which had the title 
‘Between Guesswork and Certainty in Psy- 
chiatry’, and it is one that is relevant to any 
assessment of his research. Lewis’s scientific 
contributions were in two parts: his earlier 
personal work and that which he promoted in 
the Institute of Psychiatry after the war. 
Inevitably, the diversity and scale of the latter 
overshadow the results of the work he under- 
took himself, and by the highest standards he 
might not be judged exceptional as a research 
worker. Eliot Slater, another great name in 
British psychiatry, wrote this about Lewis as 
he was at the Maudsley before the war: “Though 
an immensely hardworking man, Lewis was not 
very productive.’ What is the record? Until 
1939, when after ten years at the Maudsley the 
war interrupted his research, Lewis had pub- 
lished 29 articles and papers. Of these about 
two-thirds contained original observations of 
his own, and judged by contemporary standards 
this might not be regarded as unusually pro- 
ductive, but the mere size of the output of 
published work is not, of course, the point. 
Indeed, these papers include several, notably 
those on depression, which are still essential 
reading for any psychiatrist, and it is safe to 
say that they will continue to have an influence 
far greater than that of the publications of 
many a more ‘productive’ research worker. 
But it was not the mere volume of research that 
concerned Slater, It might be argued that it 
was creativity not productivity that was lacking 
in this early research. Indeed Slater went 
on to write of Lewis’s great clinical study of 
depression: ‘I was immensely impressed and in 
fact devoured it. At the end I could not but feel a 
sense of disappointment; it seemed to me indeed 
that it did not end. He asked me what I thought. 
I told him how persuasive, how convincing I had 
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found his arguments, and could quite see all the 
faults, the inconsistencies and the insufficiencies 
of all the aetiological theories advanced by 
earlier psychiatrists. But I found myself at a 
loss to see what his own theory was. He told me 
rather shortly that there was such an abundance 
of theories that it was not necessary to find a 
new one or adopt one of the old. In the course 
of time I came to consider this unwillingness to 
take a positive line . . . as a fault of character 
which was his greatest weakness as a scientific 
worker. The sceptical approach to psychiatry 
is not enough.’ (2) 

It is not difficult to see the force of Slater’s 
observations, but it is equally clear that Lewis 
was right as well: psychiatry did suffer, as it 
continues to suffer, from too many theories 
balanced uncertainly on too few solid facts. 
Lewis’s careful observations made with an open 
mind were valuable then and remain so today. 
Of course, theories and hypotheses have value 
in directing scientific inquiry, but they can be 
premature, and the ability to collect data un- 
biased by preconceptions or theories is itself a 
strength in a research worker. “The sceptical 
approach to psychiatry’ wrote Slater ‘is not 
enough.’ But even this requires qualification: for 
there are times when a field of research requires 
just this; it requires a critical examination of 
‘facts’ and of theories that have been accepted 
without adequate evidence. The answer is 
partly to be found in the following remark, made 
by his predecessor Henry Maudsley which 
Lewis quoted with approval in one of his 
addresses: “Scepticism was a very good word 
before it got an ill meaning . . . (it comes) from 
the Greek word that means to examine, to look 
to.’ In any case, Slater was writing of Lewis 
before the war and before he had been able to 
develop to the full his other qualities. Once he 
had succeeded Mapother as Professor of Psychi- 
atry at the Maudsley, he made his contribution 
to research in another way: through his powers 
of leadership, his tenacity of purpose and his 
ability to organize research. However, before 
we consider this later period, there is a little 
more to say about his personal research before 
and during the war. After his classic work on 
depression came other clinical studies, acro- 
megaly, neurosis and unemployment, cretinism, 
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the menopause, the offspring of patients both 
mentally ill; and, during the war, the effort 
syndrome and the post-contusional syndrome. 
At first sight there is no clear central theme, but 
it was there and it grew stronger as his work 
progressed: it was his interest in the social 
aspects of psychiatric illness, an interest that 
eventually led him to one of his great achieve- 
ments, the establishment of the Social Psychia 
Research Unit. : 
What were his achievements in research 
after he succeeded Mapother in the Chair of 
Psychiatry? He soon had too many other calls 
on his time to allow personal investigations; 
instead he devoted himself to building a great 
research institute. Here he was creative in a 
way that he had never quite become in his own 
inquiries, where his creative ideas seem at times 
to have been fettered by the weight of his vast 
scholarship. In the making of the Institute his 
ideas could fiourish in the hands of other men 
whom he had chosen, encouraged and supported. 
The shape of the present Institute of Psychiatry, 
with its departments of psychology, physiology, 
neuropathology, biochemistry, pharmacology— 
the list is too long to complete here—owes much 
to his foresight; only a few departments had 
firm roots in the pre-war Maudsley. Sometimes 
he attracted to the Institute a distinguished 
scientist from another place; Geoffrey Harris's 
move from Cambridge to the Fitzmary Chair of 
Physiology is the outstanding example. At other 
times he built a department or a research group 
round a man of promise who had been en- 
couraged to develop a special interest, given 
opportunities for additional training and then 
supported generously in his research. In all this 
he showed sound judgement in selecting the 
moment when a discipline was ready to make a 
contribution to psychiatry. If there is a criticism 
of his plans it might be this: that when faced 
with the difficult decision that has to be made in 
all medical research between clinical relevance 
and scientific precision, he perhaps erred at 
times too much towards the latter, so that there 
were periods when the work in some of these 
departments seemed to have no very clear claim 
to a place in an Institute of Psychiatry rather 
than any other university medical department, 
and times when they appeared a little aloof 
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from the ‘intellectual ferment’ that was the 
very purpose of the Institute. Nevertheless, the 
record of these departments is remarkable. It is 
too diverse and extensive even to be summarized 
here, but it is set out in the yearly reports of 
the Institute, while that of his own department 
is described in the volume Studies in Psychiatry 
which his colleagues in the Institute prepared to 
mark his retirement. It is a record of sustained 
productive research, and it is all the more 
striking when it is realized how much it owes to 
this one man. 

The part of the Institute that was particularly 
his own is the Social Psychiatry Unit. It is not 
difficult to see the gradual development of the 
ideas that went into the Unit: the early investi- 
gations of neurosis and unemployment, pub- 
lished in 1995, the studies of social causes for 
admission to a hospital for the aged (1943) and 
of the social effects of neurosis (1943). Many 
others contributed to the development of social 
psychiatry in this country in the years after the 
war, but it was Lewis who largely initiated 
research into social and epidemiological psy- 
chiatry. Ás late as 1957 he could say with truth 
in a lecture for the Postgraduate Medical 
Federation: ‘psychiatry is mostly thought of as 
being concerned with the individual. Research 
has been concentrated on how individual 
patients behave, the intricate psychological 
mechanisms of each individual, and the meta- 
bolic anomalies or tissue changes that accom- 
pany and underlie his disturbed conduct.’ The 
stream of good research that came from the 
Social Psychiatry Unit was one of the forces that 
changed this. Lewis was able to gather a group 
of talented research workers who together set 
out to do research in an area of great difficulty 
—and succeeded so well that social psychiatry is 
now one of the strongest fields of research in this 
country. The Unit began by developing its 
director's earlier interests in neurosis in industry 
and in mental subnormality. He summarized 
the early work in this way in 1965: 'In the first 
few years after its establishment, industrial 
problems dealing with the relation between 
neurosis and working efficiency were among the 
main interests of the Unit and led to a subgroup 
hiving off to do field work in Manchester, where 
suitable opportunities opened for study in 
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factories; but in 1954 this line of inquiry was 
brought to an end in order that work more 
intimately related to psychiatry might be 
pursued. Whereas in the first six years mental 
deficiency was the form of abnormality focused 
on, in the succeeding years schizophrenia has 
been likewise made a primary concern of the 
Unit; and the social problems of abnormal 
development in children will become a cardinal 
interest.’ A full account of his part in the work 
of the Unit can be found in Studies in Psychiatry. 

We cannot leave the topic of his personal 
research in the Institute without a few words 
concerning the Metabolic Ward of the Institute 
of Psychiatry. From its formation in 1955 until 
his retirement in 1966 Lewis directed the re- 
search and conducted weekly ward rounds. Here 
he was seen at his best as a research worker and 
clinician for, while on other teaching occasions 
he would sometimes adopt a rather inquisitorial 
approach to patients, on these weekly rounds 
his true kindness, humanity and concern for the 
welfare of his patients were evident. 

As a leader of his profession, Lewis was 
respected for his rare combination of intellectual 
power, scholarship, wit, determination and 
common sense. Though he did not hesitate to 
remind psychiatrists of their failings of loose 
thinking and lack of scientific method, he was 
equally forthright in pointing out to others the 
difficulties inherent in our subject. Thus, in a 
lecture he told his audience of physicians that 
‘It is easy to lay failings at the door of psychia- 
trists, blaming their lack of scientific training, 
their loose habits of thought, their incuriosity, 
their passion for psychoanalysis or for physical 
methods of treatment, their preoccupation with 
the fascinating art of understanding people. 
To think this seems to me facile and unjust.’ 
His advice was sought in many quarters. His 
standing can be seen from his long record of 
public service and from the list of his addresses. 
He was for many years a respected voice in the 
Royal College of Physicians, in the University of 
London, in the Ministry of Health and, of 
course, in the Medical Research Council, on 
which from 1952 to 1956 he was the first psy- 
chiatrist to serve. In 1959, recognition was given 
to his public service by the conferment of a 
knighthood. His addresses bear witness to his 
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skill as a spokesman for psychiatry, to his 
ability to encompass large issues and to the 
qualities of scholarship that make these lectures 
as worthwhile now as they were when first 
delivered, many 20 or more years ago. At the 
College of Physicians he delivered the Bradshaw 
and Harveyian orations. In the United States he 
gave the Adolf Meyer Lecture and the Roberts 
Memorial Lecture; and in this country he 
delivered the Maudsley Lecture to the Royal 
Medico-Psychological Association and im- 
portant addresses to the Royal Institute of 
Philosophy, the British Sociological Association 
and to many other learned societies, His lucid 
style, his vast resources of scholarship, his sure 
judgement and his sense of history put these 
addresses amongst the best medical writings— 
though they were not always delivered in a 
manner that did them full justice, for Lewis 
never quite mastered the art of slowing his 
delivery to a pace which would allow his 
hearers to keep up with his tightly reasoned 
and profusely documented argument. 

Lewis’s influence on the practice of psychiatry 
is a matter about which there is more than one 
point of view. This is inevitable, for he had 
strong convictions and practised for much of his 
life in times in which there was more of a division 
than there is today between psychotherapists 
and those with an interest in physical and social 
measures of treatment. He was sometimes 
thought to teach and practise an unduly 
nihilistic form of psychiatry, paying too little 
attention to the opportunities for psychothera- 
peutic treatment. In reality, he did see value 
in psychotherapy, and said so, but he distrusted 
the larger claims for its effects. Moreover, his 
cautious attitude to psychotherapy was matched 
by an equally sceptical approach to convulsive 
therapy, to tranquillizers and to antidepressant 
drugs when these were first introduced. His 
view can be judged from this passage, taken 
from his Bradshaw lecture: ‘Psychiatry suffers 
much from hopeful illusions and clichés . . . just 


as a few decades ago it suffered even more from 
pessimistic and resigned inertia. . . . Into the 
stagnant bog of nihilism in treatment we are 
hardly likely to fall again soon, but we are not 
out of the other danger.’ His restraining influ- 
ence, which at the time was sometimes taken for 
the therapeutic nihilism he deplored, may be 
seen as beneficial not only to psychiatry as a 
whole but even to the very developments which 
at the time he appeared to hold back. For it 
can be argued that in the end psychotherapy 
has not suffered, and may indeed have benefited, 
from avoiding too rapid growth spurred on by 
the uncritical enthusiasm in which it was held 
in some other countries. Whatever the answer— 
and it is not a matter on which all will agree—it 
is surely by his positive contributions that he 
will be remembered: his broad eclectic approach 
and his emphasis on the doctor’s detailed per- 
sonal knowledge of his patients and of their 
families. 

It will be many years before any final judge- 
ment can be made of Sir Aubrey Lewis’s work. 
But whatever that may be, it is certain that 
at this time we can justifiably apply to him some 
words he wrote about his great predecessor 
Henry Maudsley: ‘(He was) a man of incisive 
and tenacious intellect, a man gifted with 
unusual foresight, capable of planning and 
enforcing a great constructive design... . He 
examined the knowledge of his time that had a 
bearing on psychology and mental disorders, 
and he looked well to it that out of his con- 
sideration of these things should come as much 
gain of truth, of benefit to the mentally ill, of 
continuing advancement of psychiatry as his 
powers could compass.’ 
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The Psychopathology of Cognitive Deficit 


The Blake Marsh Lecture for 1975, delivered before the Royal College of 
Psychiatrists, 3 February 1975* 


By NEIL O'CONNOR 


PsyauoLoGv AND SUBNORMALITY 


Binet created the psychology of mental 
deficiency and incidentaly the concept of 
intelligence which for many years has been a 
central issue in both psychology and education. 
He was primarily concerned with learning 
difficulties in children and it is a wry paradox 
that his development of the notion of intelli- 
gence has proved such a barrier to the study of 
the learning process. Intelligence for Binet was 
a summary term which stood in place of all 
the component elements of learning weakness 
which he noticed and assessed. His successors 
such as Spearman (1923), Burt (1937), Vernon 
(1950) and Jensen (1975) tend to use the term 
in an explanatory fashion although it is doubtful 
whether ‘intelligence’ explains ‘mental age’ or 
*mental deficiency’ except as a descriptive cross- 
reference. 

Failure to learn, cognitive psychopathology, 
cannot be accounted for by explaining it in 
terms of a second unknown. More promising 
is the approach through experimental psy- 
chology with its tried and developed traditions 
since Wundt's (1874) first work and its charac- 
teristic of generating explanatory hypotheses. 
If in addition we add to the experimental 
technique the more recently developed model 
of a series of successively ordered processes in 
learning, we have a more promising method 
for the study of cognitive psychopathology. 
Some departure of this kind is required because 
of the mental paralysis generated by the concept 
of intelligence, whereby since Burt (1937) few 
students of subnormality have seen the learning 
deficiencies of this group in any other than 
static terms. 
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EXPERIMENTAL PSYCHOLOGY AND COGNITIVE 
Dericrr 


The earlier experimental investigations of sub- 
normality concerned themselves with attempts 
to explain learning failure, but often considered 
successive learning processes only implicitly. 
The reason for this was primarily that such 
investigations attempted to implicate one process 
as the prime cause of learning failure. Thus flow 
diagrams representing learning models were 
notably absent from such studies. 

The underlying theory in later studies such as 
those of House and Zeaman (1958), Clarke and 
Blakemore (1961), Ellis (1963), O'Connor and 
Hermelin (1963), Spitz (1963), Woodward 
(1963) and Clausen (1966), whether concerned 
with attention, transfer of training, short-term 
memory, cross modal coding or cortical per- 
severation, has always been of either a specific 
or a general kind. That is, it has always assumed 
that retardation is even and general for all 
cognitive processes or alternatively tbat a 
disability in one specific area accounts for 
consequent retardations in other areas which 
may be more or less severe. Creak (1961), for 
example, advances a view concerning islets of 
inteligence in autistic children which em- 
phasizes the differential character of handicap 
in these children, but in other authors concerned 
with cognitive handicap its uniform character 
is often stressed. The work of Woodward (1963) 
and Clausen (1966) might be said to represent 
the general retardation. view and that of 
Zeaman and House (1963), Ellis (1963), Spitz 
(1963) and O'Connor and Hermelin (1963) the 
specific causation view. 

* Revised and abbreviated for publicatien. 
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How is the experimental psychologist studying 


_ learning deficiency to incorporate the sequential 
"process model and at the same time to resolve 
the conflict of the opposing views concerning 


specific and general learning handicap? One 


possible theoretical formulation which could 


provide a framework is the hierarchical theory of 
learning proposed by Hebb (1949). 

Hebb's assumption was that learning was a 
successive but also an hierarchical process in so 
far as the absence of certain links in the chain 
could result in a developmental failure in the 
next higher phase of learning. This kind of view 
is often taken by those who wish to explain the 
backwardness shown by the deaf in scholastic 
development. On the other hand, Furth (1966) 


. regards the results of deafness as specific to the 


language area of learning and assumes that the 


= areas of spatial perception and spatial thinking 


and organization are completely unaffected by 


. the sensory loss. Luria (1961), following Vygot- 


sky (1962), takes a view more like Hebb's in so 
far as he argues for the importance of the 
development of speech in the acquisition of 
sophisticated processes of thought. In a like 
vein, von Senden (1932) is quoted by Hebb 
(1949) for his advocacy of the view that con- 
genital blindness may have consequences from 
which the affected person never fully recovers 
even if sight is restored. 

Obviously the degree to which such specific 
handicaps as congenital blindness and deafness, 
if they lead to consequent permanent handicaps 
of a more general character, would have some 
relevance to the study of subnormality. Ob- 
viously also the manner in which such defi- 
ciencies might operate, apart from the directing 
notion of some hierarchical model of learning, 
might be revealing. One suggestion already 
made in relation to perception by such authors 
as Held (1961) is that information from one 
sense may need to be integrated with that from 
other senses. In certain operations, sensory input 
may even be interpreted in terms of other more 
appropriate sense data. One generalized view 
of such a theme would be that all sense data 
need to be integrated through cross-modal 
transfer. The two opposing views need to be 
tested in detail and the testing, if we use subjects 
who have localized sensory defects, may enable 





us to compare the types of handicap as well as 
the two opposite theories. 

The strategy proposed involves not the ex- 
ploration of an isolated diagnostic group com- 
pared perhaps with an age-matched or mental- 
age-matched control but the investigation of 
psychological processes across diagnostic groups. 
In other words, the intention would be to choose 
part of the learning process and investigate its 
performance in groups with specific or local 
deficits on the one hand and groups with 
generalized defect on the other. The history of 
the study of defect suggests that for this com- 
parison we should choose not children with 
local cortical lesions but rather the congenitally 
deaf and blind. The group with generalized 
defect might of course be the subnormal, 

What follows is a report of experiments 
which are concerned with the problem of the 
coding of temporal and spatial sensory data 
into memory, for later retrieval, in children 
who are either blind or deaf but without 
general handicap, or who are in fact more 
generally handicapped but are not seriously 
deficient in sight or hearing. An attempt is 
made to detect different approaches to the 
problem of coding in any particular instance, 
and to determine the source of any difference 
detected. From time to time observations will be 
made about the presence or absence not only of 
sight or hearing but of some specific motor 
function, primarily inner speech which it will 
be suggested is present or absent in some diag- 
nostic group, for example autistic children who 
are also subnormal. What will be described is a 
set of experiments concerned with coding deficits 
in handicapped children and particularly the 
coding of spatial or alternatively temporally 
successive events or material. 

In the next section a series of experiments 
concerned with spatial coding is described. All 
the experiments have been conducted in colla- 
boration with Dr. Beate Hermelin. 


EXPERIMENTS CONCERNED WITH SPATIAL 
Сорімс 
The first experiment described below was 
originally reported by Hermelin and O’Connor 
(1971). We were especially concerned in this 
study with an idea which derives from some 
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work of Attneave and Benson (1969). Their 
article reported a study with adults who were 
taught to respond with a word when any one 
of three fingers of each hand were stimulated 
separately. Therefore six words were involved, 
and when the task had been learned to a 
reliable criterion the position of the hands 
was reversed physically and the tactile stimuli 
were continued as before. In the Attneave and 
Benson study the subjects who carried out the 
task after, of course, a lifetime of visual ex- 
perience were more easily able to respond as if 
to the stimulus location than as if to the finger 
location. In other words, when asked to give 
the word associated with the previous position, 
subjects were more easily able to do this than 
when asked to give the word associated with the 
finger in its new position. 

We decided to adapt the technique to the 
measurement of the response of handicapped 
children and abnormal children. In this experi- 
ment we compared in the first place sighted with 
blind children, and secondly blind with blind- 
fold children and with blindfold but sighted 
adults. The arrangement of fingers of each hand 
was simplified to two each. The words which 
corresponded to the fingers were ‘run’, ‘sit’, 
‘walk’, and ‘stand’. If the fingers were to be 
stimulated in the direction away from the body 
these words would be given as correct responses 
during the training period. Following this 
period, the positions of the left and right hands 
were altered to place say the right nearer to the 
body than the left, reversing the position. 
Fingers were touched in a randomly determined 
order. 

Four groups of то children took part, blind- 
fold autistic children, blind children, blindfold 
normal children and sighted children. In 
addition, ten blindfold adults with normal 
sight were asked to participate. After each group 
had learned the association and had their 
hands reversed they carried out 40 responses 
each or 400 per group. ‘Finger’ responses, 
‘Location’ responses and ‘Random’ responses 
were recorded. 

The results showed clearly that ‘location’ 
responses are predominantly given by sighted 
children irrespective of their intellectual level, 
and ‘finger’ responses by blind or blindfold 
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children, or blindfold adults. These results 
were of interest to us because they showed a 
difference between the representation of space 
in those with and those without vision, and 
because they appeared to provide a measure 
of response independent of any central coding 
mechanism, or of intelligence. This would 
appear to be an example of the kind of situation 
in which the presence or absence of a sensory 
input alters the coding system independently of 
experience. The framework of expectation, 
conceptual or propositional into which the 
sense data are integrated or interpreted is 
keyed or selected according to the modality of 
input and to some degree independently of any 
abstracted or categorized memory. It is almost 
as if each modality had its own coding system. 

Subsequently we carried out another experi- 
ment (O'Connor and Hermelin, 1975) also 
concerned with shape and with the concept of 
space. This experiment was based on a task in 
which shapes were presented by touch. These 
shapes were always a square out of which some 
part had been cut. The task was to decide 
whether or not the piece on the right was the 
correct shape to fit into the piece on the left 
to make a complete square. One other aspect of 
the task deserves attention. The piece on the 
right was either of the same orientation as the 
gap in the piece on the left, or else it was 
rotated through 180 degrees. We know from a 
great deal of previous visual work that rotations 
of the latter kind make the mental manipulation 
of such shapes more difficult. 

There were three groups involved in the task, 
a blind group operating by touch, bimanually 
with simultaneous examination of the right and 
left hand sides, a sighted group who operated 
by vision, and a blindfolded group who operated 
by touch but had the supposed advantage of 
previous visual experience. From the results 
it appeared that the blind and the blindfold 
were on nearly equal terms and in addition 
did not differ in the difficulty of rotated and 
unrotated tasks. Although the sighted group 
performed much more efficiently than the two 
tactile groups, they were the only group to 
show the effect of rotation on mental mani- 
pulation. The other two groups proved to be 
statistically equivalent in both conditions. The 
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main interest of the study, however, lies in the 
effect of one kind of sensory input in the terms 
of recent and in terms of absolute deprivation. 
The absolutely deprived, the congenitally blind, 
did slightly better than the recently blinded or 
blindfold group. One could argue on this basis 
that the blindfold were not making any use of 
previous visual experience, otherwise they might 
have done better than the congenitally blind. 
Therefore, one of two conclusions could be 
drawn from this result. It could be the case that 
tactile spatial parameters are given in cortical 
structure quite independently of experience and 
would therefore operate as well in the blind as 
in the sighted but blindfold. The second possi- 
bility is that touch and vision are equivalent 
from the point of view of the manipulation of 
spatial parameters and that memory for shape 
can operate as well in the one as in the other 
and indeed independently one of the other. 
However, that this is not quite true is revealed 
by the fact that rotation has no effect in 
touch but an obvious effect in vision, and 
vision is of course much faster. 

From these two experiments, therefore, we can 

conclude that some coding operations function 
independently of the presence or absence of a 
higher level of mental functioning, because 
intelligence differences in the first experiment 
did not control the type of coding although 
` sense deprivation did. In the second experiment 
_ also, as in the first, previous visual experience 
` proved of no advantage in interpreting tactile 
cues, suggesting the irrelevance of a central 
intellectual interchange of codes across the 
modalities in this particular experiment. 

We therefore planned a third experiment 
(O'Connor and Hermelin, 1975) which owed 
something to the work of MacKinney (1964), 
who experimented with the confusion arising 
from tactile stimulation of a hand placed palm 
down and then turned palm up. He was 
interested to observe the effect of reorientation 
on memory and in this instance found that 
young children did indeed show some confu- 
sion in such a task. Obviously, as in our first 
experiment, shape was not relevant and this 


< time the influence of memory was controlled. 


Our third experiment was based on a simple 
task, the differentiation of the right and left 
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hands by touch. Two plastic hands were made 
on the basis of moulds, a right and a left. 
They were presented to blind, blindfolded and 
sighted children in a variety of orientations. 
The results did not show any effect of position 
or orientation differences, but showed, most 
notably that the blindfold did much better 
than the blind. The sighted, of course, did 
better than either. It is clear that this task is one 
in which the experience of sight gives the subject 
an advantage, even when performing ‘blind’. 
We thus have a result which favours previous 
visual experience in discriminating left and 
right orientations when shape and memory are 
relatively unimportant. 

One possible interpretation of the results of 
these experiments is that different dimensions 
of perception such as shape and orientation 
suffer differently in the absence of a visual 
output, shape if unfamiliar least, orientation 
when shape is irrelevant most. 

A fully adequate explanation of the results 
must wait on further experiments. The main 
theories concern the relative primacy of vision: 
is some visual code essential for effec- 
tive manipulation of spatial parameters or 
not? In the three experiments presented so 
far one could say that in the first two, coding is 
modality specific; no sighted person performing 
blindfold seems to have made use of a visually 
derived referent. However, in the third experi- 
ment blindfold subjects did use visual informa- 
tion accumulated previously, or behaved as if 
they did by falling into significantly fewer errors 
than the blind. 

Why did the third experiment differ from the 
other two in this way? Perhaps the difference is 
between the coding of different spatial dimen- 
sions, i.e. between shape on the one hand and 
orientation on the other. We cannot yet answer 
this question, but the results force us to conclude 
that in some situations or for some dimensions 
or tasks coding for memory is modality-specific 
and for others patterned onto some visual 
schema. 


ExPERIMENTS CONCERNED WITH TEMPORAL 
ORDER 
In the following reports of experiments on 
time it may be possible to show to what degree 
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we can confirm in reference to time this 
hypothesis concerning space. 

The initial findings were made with dura- 
tional differentiation rather than sequential 
ordering. Essentially these showed a very 
considerable disinclination on the part of 
children below the mental age of about 8 years 
to even consider time at all. Oddly enough a 
difference between say 2 seconds and 6 seconds, 
a difference which is very marked for us if we 
attend to it, is quite hard for children to attend 
to. Even some adults when asked to notice the 
difference between two sounds, one lasting 6 
seconds and one 2, will tend to say, for example, 
that one is louder than the other, or something 
of that sort. As this can happen in adults of 
presumably high IQ one must suppose that the 
dimension of temporal duration is not a salient 
one with humans. In the course of these early 
explorations we found that neither deaf, blind, 
subnormal nor normal children were easily able 
to transfer a learned differentiation of this kind 
from one modality to another. For example, a 
differentiation was taught between a duration 
of 2 and 6 seconds by using tactile stimuli 
operating over these two periods. When the 
differentiation had been learned we tried to 
test the transfer of this learnt skill from touch 
to sight, in the case of the deaf or normal 
or subnormal controls and from touch to hearing 
in the case of the blind or their normal or sub- 
normal controls. 

The results showed beyond doubt that hardly 
any transfer occurred. In other words one might 
suggest that coding in this instance was specific 
to the modality in which it had been learned 
(O'Connor and Hermelin, 1971). We draw the 
inference that modalities have their own specific 
memory for duration. The fact that transfer 
did not occur is, of course, quite consistent with 
animal studies, but much less usual with 
humans, especially those over six years of age 
who can verbalize a principle of solution. The 
interesting point in this experiment is that 
despite perfectly adequate verbal formulations 
elicited from the members in each group, even 
in the subnormal, no transfer occurred. What- 
ever the explanation, it set us to find a temporal 
phenomenon or a phenomenon of coding 
process involving succession which would more 
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readily differentiate the handicapped groups 
from those which were not. 

We used a technique which is interesting 
from two points of view: first it can be used in 
several different tasks and shows a differential 
effect according to the task used, and secondly it 
is sometimes variable along task or process 
lines and sometimes according to modality of 
presentation. We devised this technique in 
discussing the different performances sometimes 
shown by some individuals on item memory and 
order memory. Thus, for example, it often 
happens that if a set of digits is given auditorily 
or visually for recall, this can be done with some 
success so far as the items are concerned, but 
with less success in remembering the order of 
their occurrence. Thus it can happen that in 
repeating the series 9137428, someone might 
offer 9174328. All the items are present, but the 
order, especially in the middle of the series, is 
different. 

The task now described is based on the 
possibility of such an order variation in a digit 
series. If three digits are presented visually in 
such a way that the spatially middle one 
appears and disappears first, followed by the 
right hand one and then the left hand one, it 
could be said that their order is ambiguous. 
There are in fact two orders, a temporal 
successive and a spatial or left to right order. 

‘The task presented was to watch the numbers 
and then say which was the middle one. It 
appears that, irrespective of whether or not 
you are hearing or deaf, there is a tendency 
to carry out this ‘middle’ task by picking out 
the spatially middle one. Deaf and hearing 
children give identical results. Another part 
of the same study presented three digits 
once more but this time auditorily from three 
loud speakers arranged to the left and the right 
and in front of the subject. The subject was 
either blind or sighted. Once again, modality 
was more important than handicap. This time 
the sequentially middle number was always 
chosen. 

So this experiment in itself seemed to show 
modality of input as determining a coding 
strategy. Subjects lacking a particular modality 
coded in an alternative fashion. 

However subsequent to this experiment we 
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carried out another, in-which the technique of 
_ presentation and the subject groups used were 
© the same, but the task was slightly different. 
This time the task was a short-term memory 
task and the instructions were: ‘You will see 
three numbers, here, here and here. When you 
have seen them all—not before—tell me what 
they were.’ In this experiment deaf children, 
autistic children, subnormal children and 
controls were used. 

The results taken from one recognition 
experiment (O'Connor and Hermelin, 1973) 
show the position of the four groups according 
to their tendency to follow a spatial—left to 
right, or a temporal— first to last read out of the 
digits. 

Results showed that the normal group usually 
reported temporally and the deaf and autistic 
spatially. In other words, the deaf (and autistie) 
continue to behave as in the ‘middle’ experi- 
ment, but the normals changed their strategy 
with the new task. The subnormals, not unlike 
the deaf, divided into two groups. 

The significance of the last result is twofold. 
First, although the presentation was visual, 
normal subjects and some subnormals gave 
sequential or temporal read-outs. Secondly, the 
clinical findings are interesting: not only do 
many deaf children adopt a visual or spatial 
strategy in read-out, but so do most autistic 
and some subnormal children. The interpreta- 
tion of the results could be that the presence of 
sub-vocal language makes sequential-temporal 
coding likely, and its absence makes a visual 
spatial code more probable. It is still uncertain 
how the autistic and subnormal results should 
be interpreted but an interpretation in terms of 
differential capacity for verbal rehearsal is a 
possibility. Further, one would have to argue 
that within the same diagnosis (subnormality) 
having language can mean two different things. 
Obviously the subnormal, unlike the deaf, have 
speech. They can also hear. In the case of 
autistic children some may be hearing rather too 
well and many of them have speech. So it is 
neither lack of hearing nor lack of capacity to 
articulate which causes them to adopt a spatial 
rather than a temporal strategy. It is more 
likely that a speech code is not used by these 
subjects for short-term recall. 
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Normal hearing subjects change to sequential 
reporting because when faced with three 
numbers they say them to themselves as they 
see them and hence both rehearse them ready 
for read-out and secondly rehearse them in the 
received and therefore the sequential order. 
Essentially, therefore, we are offering a suggestion 
that the presence or absence of verbal coding, 
i.e. sub-vocal or ‘rehearsing’ speech, is essential 
for the temporal or sequential approach to this 
short-term memory task. Speech, for some 
coding tasks, is for time what we showed vision 
to be for space in some spatial coding tasks. 

Subsequent studies concerned with order 
in deaf children's perception of visually pre- 
sented material have shown in two recent 
experiments (Hermelin and O'Connor, 1975b, 
and O'Connor and Hermelin, unpublished) 
that the deaf are better than age-matched 
hearing children in reversed or backward recall. 
This superiority can be explained in terms of 
the superiority of backward recall in the deaf 
to their own forward recall. The failure of a 
verbal acoustic motor programme in the deaf, 
with a consequent reliance on visual coding, 
could be offered as an explanatory hypothesis. 


CONCLUSION 


How can these results be drawn together? 
The most obvious way in which the experiments 
differ, whether in relation to vision or hearing, 
space or time, is that in some the mentally 
handicapped or the normal behave as if blind 
or deaf and in others they behave differently. 
The experiments in which they behave in the 
same way are the shapes experiment and the 
‘middle’ experiment (in the temporal series), 
the 2 second versus 6 second experiment and 
the ‘run, sit, walk, stand’ study. Those in which 
they differ are the left-hand/right-hand experi- 
ment and the recall of the digit series experi- 
ment. It seems that some operations are modality 
specific in so far as absence of input for whatever 
reason leads the subject to adopt a different 
strategy. Thus, in the finger-word experiment 
blind and blindfold subjects behave in the same 
way, giving finger responses, whereas the sighted 
give ‘spatial’ responses. The sighted when 
blindfold gave ‘finger’ responses, of course. 
Similarly the previous experience of vision does 
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not carry over in the ‘shapes’ experiment where 
the blindfold do no better than the blind despite 
previous experience. Likewise, in the transfer of 
duration experiment no transfer occurred in 
either blind, deaf or normal or subnormal 
controls, whilst in the ‘middle’ digit experiment 
both deaf and hearing subjects adopted the 
same strategy because they saw a visual presen- 
tation and both the blind and sighted behaved 
similarly because presentation was auditory. 
Transfer of experience did not influence strategy. 
In a number of these experiments, difference of 
mental age was shown to be irrelevant. 

The other set of operations are those in which 
transfer across modalities occurs. In these, for 
example the hand orientation experiment, 
previous experience can be drawn on to improve 
performance. As a result, sighted but blind- 
folded subjects do better than the blind. In the 
recall series the presence of a verbalizing capa- 
city differentiates the groups, the deaf who do 
not have this capacity, and many autistic 
children, behaving differently from hearing 
children. It is interesting from our point of 
view that some subnormals perform as if deaf 
and some as if hearing. In backward recall, an 
experiment which is only briefly reported here, 
deaf children are found to be better than hearing 
children. This is a curious case in which the 
advantage of an iconic memory store strategy 
favours a handicapped group. 

The difference between these two sets of 
experiments is therefore a significant one for the 
argument presented here. In some instances, but 
not all, a local or specific handicap can force a 
change of strategy in a central coding process. 
This is the classic situation often regarded in 
the past as a cause of backwardness in deaf or 
blind children. The influential psychologist 
Hebb (1949) assumed in his phase sequence 
theory that knowledge was in certain respects 
hierarchically structured and that failure in 
some elementary skill might prevent the 
development of more complex skills based on 
this skill. He thus envisaged a more general 
deficit resulting from a specific disability. Also 
those like Vygotsky (1962) and Luria (1961) 
who held similar views often argued that lack 
of language in the subnormal was responsible 
for their poor thinking and abstracting capacity. 
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The experiments presented above show that 
these speculations are not unjustified, but that 
the realization of such a view is complex. Hebb, 
following von Senden (1932) and Riesen (1947), 
assumed that the absence of sight from birth 
would lead to the need to relearn many skills 
from other senses if ever sight were recovered 
later in life. Our experiments show that such 
an expectation is justified only for some coding 
operations and not all. In some cases it might 
be said that Hebb’s (1949) views are justified, 
in others Furth’s (1966). The disentangling of 
those processes in which memory appears to be 
modality-specific and those in which it appears 
to be transferable across modalities and may 
therefore be more general may lead us to a new 
conception of the relationship between subnor- 
mality of ‘intelligence’ and more localized or 
specific deficits. 
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The Spouses of Attempted Suicides: A Personality Study 


By M. BHAGAT 


Summary. The 16 PF was administered to 30 female attempted suicides and 
their spouses, to 20 male attempted suicides and their spouses and to 50 control 
men and their spouses. Both the female and male attempted suicides show per- 
sonality disturbance, but there are also sex differences. The female attempted 
suicides and their spouses appear to share similar personality characteristics, but 
the spouses of male attempted suicides appear quite dissimilar from their 
husbands. The effect of the personality of the spouses is briefly discussed in the 
context of marital relationships of attempted suicides. 


INTRODUGTION 

Marital dissension is considered to be the 
most significant causal factor in suicidal attempts 
(Greer st al, 1966; Whitlock and Schapira, 
1967); yet despite this emphasis a psychological 
study of the marital relationships of attempted 
suicides is at present lacking. 

It is possible that a knowledge of both the 
personality of attempted suicides and the 
personality of the spouse might lead to an 
understanding of the interactions between the 
two. The following is a condensed report on 
the Sixteen Personality Factor Questionnaire, 
the 16 PF (Cattell ei al., 1970), results obtained 
from patients admitted to a general hospital 
following a suicidal attempt by deliberate self- 
poisoning, and from their spouses; this forms a 
part of a wider investigation into interpersonal 
relationships of attempted suicides. 

The aims of the study were to compare: 
(т) the personality of male and female attempted 
suicides with that of control subjects; (2) the 
personality of the spouses of attempted suicides 
with that of control subjects; (3) the personality 
of the couples in the attempted suicide groups 
with that of control couples. 


METHOD 
Thirty female and 20 male attempted suicides 
completed the 16 PF in the medical wards as 
soon as their physical state allowed. None of 


these patients were diagnosed as suffering from 
a psychotic illness or from an organic brain 
disease. Their 30 and 20 respective spouses 
completed the questionnaire at home. The 
controls consisted of 50 couples matched for 
age, duration of marriage and social class. 
Twenty-five of these couples were obtained 
from the general hospital and 25 from the lists 
of general practitioners. In the general hospital 
controls for 15 couples it was the wife who was 
a patient, and for the other ro it was the 
husband. These patients had been admitted for 
minor physical or surgical ailments. As there 
were no significant statistical differences between 
the hospital and the general practitioner con- 
trols on personality ratings, the two groups were 
treated as one for purposes of statistical com- 
parison. 


RESULTS 

The statistical analysis was based upon the 
raw scores of 200 subjects. Discriminant analysis, 
a multi-variate analytical technique (T'atsuoka, 
1970), was used. The technique provides, in 
addition to the discriminant weights, a state- 
ment of the overall level of significance. There 
were three comparisons, as follows: 

Comparison I; Female attempted suicides were 
significantly discriminated from control wives 
(Е = 4:993; p < 'oor). They were found to be 
relatively more suspicious, anxious and im- 
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pulsive, but less intelligent. They were also more 
conscientious, shrewd, group-dependent and sub- 
missive than the control wives. Male attempted 
suicides were significantly discriminated from 
control husbands (Е = 3:65; p < -oo1). They 
were relatively more outgoing and less intelli- 
gent, were emotionally unstable, had a lower 
frustration threshold, and showed more un- 
disciplined self-conflict and more feelings of 
inadequacy than the control husbands. 

Comparison II: The spouses of female attemp- 
ted suicides could not be discriminated from 
control husbands (Е = 1:45; p = NS) or male 
attempted suicides (Е = 1:64; р = NS). 
However, the spouses of male attempted suicides 
were significantly discriminated from control 
wives (Е == 3:04; p < от). These spouses were 
found to be relatively more shrewd, emotionally 
detached, practical and self-sufficient. They 
were also more relaxed but more untrusting, 
guilt prone and impulsive than the control 
wives. Female attempted suicides could also be 
discriminated from the spouses of male attemp- 
ted suicides (Е = 2-02; p < :05). They were 
much more tense, suspicious, group-dependent, 
unpractical, conscientious and submissive, than 
the spouses of male attempted suicides. 

Comparison ITT: In these analyses the discrimi- 
nant functions were calculated on pairs of raw 
scores for each couple on successive factors. 
The couple score was defined as the differences 
between husband and wife in each of the two 
groups. There was no significant discrimination 
between female attempted suicides and their 
spouses and control couples (Е = 1-11; 
p = NS). This was because the differences of 
raw scores between the couples in the two 
groups were similar. On the other hand, male 
attempted suicides and their spouses could be 
significantly discriminated from the control 
couples (Е = 2:65; р < -or). Inter-spouse 
differences in the marriages of male attempted 
suicides as compared with the control marriages 
showed that the wives of maleattempted suicides 
"were much more shrewd, practical, relaxed, 
socially competent and emotionally controlled, 
than their husbands. 


Discussion 
So far as the personality of attempted suicides 


is concerned, the present findings accord with 
McCulloch and Philip’s (1972) 16 PF data. 
There are similarities as well as differences in 
the personality factors which discriminate 
female attempted suicides from control wives 
and male attempted suicides from control 
husbands. The woman who attempts suicide 
tends to be anxious, suspicious, impulsive and 
manipulative, whereas male attempted suicides 
show emotional instability and maladjustment. 
The sex differences in the realm of suicidal 
behaviour has also been discussed by Buglass 
and McCulloch (1970). 

Considering the spouses of attempted suicides, 
at first glance the results seem perplexing. The 
spouses of female attempted suicides cannot be 
differentiated either from control husbands or 
from male attempted suicides. The male 
attempted suicides, however, show a personality 
disturbance. A possible explanation is that in 
the continuum of the degree of normality the 
spouses of female attempted suicides occupy an 
intermediate position between male attempted 
suicides and control husbands. Also, it is 
inferred from the analyses of the couples that 
female attempted suicides and their spouses 
share similar personality characteristics, in that, 
for example, both partners are mistrusting and 
anxious. The effect of such personality charac- 
teristics coexisting in the couple could form a 
background for interpersonal conflicts. 

In contrast, the spouses of male attempted 
suicides are quite dissimilar both from their 
husbands and from control wives. The male 
attempted suicides show similarities in some of 
their personality characteristics to the control 
wives, i.c. they are relatively more tense, more 
socially inhibited and have poor emotional 
control. Such information could lead to the 
suggestion that male attempted suicides show 
a 'socio-sexual role reversa] in that their 
wives seem to have a comparatively more 
‘resilient’ personality; whereas in control mar- 
riages it is the husbands who appear to show 
a 'stronger' personality than their wives. In 
an interpersonal situation, one could hypothe- 
size that male attempted suicides fail to gain 
support from their spouses and their masculine 
inadequacies perhaps culminate in a de- 
pendence-independence conflict, precipitating 
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their breakdown under stress. A similar observa- 
tion was also made by Drewery and Rae (1969) 
in their study of the marriages of male alcoholics. 
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Attitude to Psychiatric Treatment Before Suicide in 
Schizophrenia and Paranoid Psychoses 


By MATTI VIRKKUNEN 


Summary. The purpose of the study was to clarify the attitude of patients 
with schizophrenia and paranoid psychoses towards hospital personnel and 
treatment procedures during the two pre-suicidal months. The study was 
carried out on subjects from south Finland who had committed suicide during 
a three-year period and had been treated under these diagnoses. The controls 
included suicides who had received psychiatric treatment for other reasons. 
А. questionnaire was issued to ascertain the opinions of the doctor last in charge 
of the patient and other personnel. Both groups answered independently, and 
the opinions given were almost the same. Both groups stated that during the 
last pre-suicidal months the patients with schizophrenia and paranoid psychoses 
had shown a more negative or indifferent attitude towards personnel than the 
controls, and their attitude towards medication had been clearly more negative. 
Among them there were considerably more patients who had ceased to request 
support or attention. Thus these patients had developed a degree of despair 
which manifested itself in a negative attitude towards personnel and treatment. 


Despair is a frequent concomitant of chronic 
illnesses and permanent defects. Since schizo- 
phrenia and paranoid psychoses often lead to 
chronic defect states or are accompanied by 
repeated severe states of anguish with various 
psychotic symptoms, it is easy to understand 
that despair may sometimes be the outcome. 
Laskowska et al. (1967) and Warnes (1968) 
stressed that the schizophrenic patient’s aware- 
ness of his own pathology was liable to lead to 
despair and hopelessness. Singer and Blumenthal 
(1969) regarded the psychotic patient’s despair 
on realizing his own functional incapacity as a 
significant clue to suicidal potential. 

Farberow et al. (1961) found that when 
schizophrenic patients realized that hospitals 
did not give them what they had expected, 
hopelessness and depression leading to suicide 
could follow. In an earlier study of suicides in 
schizophrenia and paranoid psychoses, the 
present writer (Virkkunen, 1974), in inter- 
views with the suicides' relatives and acquain- 
tances, found that there were more patients in 
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this group than in the controls who had ceased 
to believe that psychiatric treatment could help 
them any more. The controls were patients suf- 
fering from neurosis, depression and alcoholism. 

The percentage of suicides in schizophrenia 
has in some studies been about 0*5-1*5 per cent 
(Alstróm, 1942; Hussar, 1962; Noreik, 1966; 
Retterstel, 1966), 2 per cent (Rennie, 1939; 
Achté, 1961; Rohde and Sargant, 1961; Lem- 
periére and Des Lauriers, 1962; Osmond and 
Hoffer, 1967), 3 per cent (Johanson, 1958), 
4-4*5 per cent (Henisz, 1966; Póldinger, 1968; 
Bleuler, 1972) and even as high as 8-9 per cent 
(Hermansen, 1968; Marinow, 1972). The vary- 
ing follow-up periods constitute one reason for 
the differences in results, but studies have also 
been published according.to which suicides in 
schizophrenia are on the increase (Beisser and 
Blanchette, 1961; Cohen et al, 1964; Ravn, 
1966; Marinow, 1972; Lindelius and Kay, 
1973). 

When working on the study mentioned above, 
the present author interviewed only relatives 
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and acquaintances and not hospital personnel. 
The present study aims at clarifying the im- 
pressions the hospital personnel, and especially 
the doctor last in charge of the patient, had of the 
attitude of patients with schizophrenia and 
paranoid psychoses towards personnel and 
treatment procedures during the pre-suicidal 
months. 


METHOD 

The initial material consisted of patients 
with schizophrenia and paranoid psychoses 
who had committed suicide in south Finland 
during a three-year period after receiving 
treatment at a psychiatric hospital or mental 
health centre. Suicides committed and re- 
covered by the Police Department of the city 
of Helsinki, together with the autopsy records 
at the Board of Health and the Central Statistical 
Office were investigated. Archives of hospitals 
and mental health centres were then consulted 
to find out whether the patients had received 
treatment. Eighty-two cases in which patients 
had been treated at one or more of these units 
for schizophrenia or paranoid psychoses were 
selected as subjects. A similar number of 
patients in the same age group were selected as 
controls, Of these, 58 subjects and 40 controls 
had been in contact with medical personnel 
during the last two pre-suicidal months. 

Questionnaires about these patients’ attitudes 
towards treatment and hospital personnel were 
sent to the doctors and other personnel (psychia- 
tric nurses and social workers) concerned. All 
the respondents’ answers were given indepen- 
dently. By personal contacts, when necessary, 
the author was able to get answers in all cases. 


RESULTS 

According to the doctor in charge of the 
patient, 33 (56-9 per cent) subjects but only 
I2 (30-0 per cent) controls had an indifferent 
or negative attitude towards the psychiatric 
personnel (including the doctor). The difference 
is statistically significant (x? = 6:90; df = 1; 
р < :о1). The other personnel’s opinion was 
even clearer. Thirty-five of them (60-4 per cent) 
felt that the subjects’ attitude had been in- 
different or negative. This attitude was present 
only in 10 (25:0 per cent) of the controls. 


Statistically the difference is highly significant 
(x? = 11:9; df = 1; p < оос). 

According to the doctor in charge the attitude 
towards medication had at least been partly 
negative in as many as 20 (34:5 per cent) of the 
subjects, but only in 4 (10:0 per cent) of the 
controls; the difference is statistically significant 
(ха = 7:68; df = 1; p < -or). According to 
the other personnel, the attitude towards 
medication corresponded with that stated by 
the doctor. They thought that the attitude of 
21 (36-2 per cent) subjects towards medication 
had at least been partly negative; the figure for 
the controls was the same as above, i.e. 4 
(10:0 per cent). Thus, here too the difference 
was statistically significant (хз = 8:65; df = 
I; p < сог). 

On inquiring whether the patients had 
requested support or attention during the last 
pre-suicidal months, it appeared that in 38 
(65:5 per cent) cases such requests had no 
longer been made. Among the controls these 
cases totalled 16 (40-0 per cent). This difference 
is statistically almost significant (x? = 6:23; 
df = 1; p < +05). This question was answered 
in almost the same way by other personnel. 
Requests had no longer been made during the 
last pre-suicidal months by 41 (70:7 per cent) 
subjects and 20 (50:0 per cent) controls. This 
difference was also statistically almost significant 
(х = 4°32; df= 1; p < -05). 


Discussion 

Loss of trust in treatment can manifest itself 
in various ways. One of them is that the patient 
ceases to use the treatment procedures made 
available to him. This has a general negative 
effect and can eventually lead to suicide. 

The results obtained here corresponded to 
those the present author obtained in personal 
interviews with the relatives and acquaintances of 
the subjects and controls in the earlier study 
(Virkkunen, 1974). In that study the subjects 
had also been more averse to psychiatric care, 
for example, to take medicines voluntarily, than 
were the controls during the pre-suicidal months, 
although the relatives and acquaintances 
thought that the patients’ conditions had been 
relatively good while they had been taking the 
medicines prescribed. 
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The present results support the view that in 
severe conditions, schizophrenia in particular, a 
state of despair often predominates before 
suicide. Apparently, in it patients with the 
greatest will to recover and not satisfied with 
partial recovery only are those who drift into 
suicide. 
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A Comparative Study of Attentional Strategies 


of Schizophrenic and Highly Creative Normal Subjects 


By MARGARET DYKES and ANDREW MaGHIE 


Summary. Frequent references have been made to the similarities between 
highly creative and psychotic thinking. This study attempts to test the hypothesis 
that one explanation for such a correspondence lies in the fact that individuals in 
both these populations habitually employ common attentional strategies which 
cause them to sample an unusually wide range of available environmental stimuli. 

A group of highly creative adults and a group of equally intelligent but low 
creative adults were compared with a group of acute non-paranoid schizophrenic 
adults on three tests designed to assess attentional and other cognitive styles. 

The results offer support to the view that both highly creative and schizo- 
phrenic individuals habitually sample a wider range of available environmental 
input than do less creative individuals. In the case of the schizophrenic this 
involuntary widening of attention tends to have a deleterious effect on per- 
formance, while, in contrast, the highly creative individual is more able to 
successfully process the greater input without this incurring a performance deficit. 


INTRODUCTION 

‘Great wits are sure to madness near allied.’ 
Dryden’s well known line summarizes a fre- 
quently echoed view that common elements 
are to be found in the thinking process of 
psychotic and highly creative normal indi- 
viduals. While a number of surveys (Ellis, 1904; 
Goertzel and Goertzel, 1962) have dispelled the 
notion that gifted people are more susceptible 
to psychotic breakdown, they still note some 
communality of personality characteristics. 
Thus, the Goertzel and Goertzel study of gifted 
and eminent individuals observed them to be 
often ‘queer’ and ‘eccentric’, and far from being 
ideally adjusted in terms of mental health. On 
the basis of his intensive studies of creative 
people, Barron (1972) summarized some of 
the apparent resemblances between schizo- 
phrenics and creative artists. He found that 
both groups report odd sensory and perceptual 
experiences (ringing in the ears, peculiar 
odours, numbness of body parts), feelings of 
restlessness and proneness to impulsive out- 
bursts, preference for solitude, rejection of 
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common social values, and a variety of unusual 
or ‘mystical’ experiences, 

In their research on allusive thinking in 
normal students and their parents, McConaghy 
and Clancy (1968), suggest that the type of 
thinking characteristic of schizophrenics may be 
found in a less exaggerated form in normal 
populations and be allied to highly creative 
thinking. 

In reviewing recent research on schizo- 
phrenia, Claridge (1972) notes that *. . . it is 
of interest that the traits on which the creative 
thinker does appear to deviate from average 
are precisely those which, within the range of 
normal variation, may reflect an increased 
loading on an underlying personality factor 
associated with schizophrenia’. 

A possible link between schizophrenic and 
creativity is also to be found in a number of 
genetic studies of schizophrenic kin. Karlsson 
(1968), in his Icelandic study of the relatives 
of schizophrenics, found a high incidence of 
individuals with ‘superior intellect or leadership 
capacity’. Similarly, Heston (1966) found that 
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his group of foster-raised children of schizo- 
phrenic mothers were more imaginative, spon- 
taneous and colourful and had more creative 
jobs and hobbies than his control group. 
Findings by such as Carter and Watts (1971) 
offer support for Huxley, Mayer, Osmond and 
Hoffer’s (1964) contention of biological ad- 
vantages to the genotype for schizophrenia 
in as much as the relatives of such patients 
appear to be less vulnerable to certain infec- 
tions. Hammer and Zubin (1968) have specu- 
lated on a common genetic basis for creative 
and pathological deviation, suggesting that 
some individuals with genetically predisposed 
deviant behaviour patterns are able to channel 
their idiosyncratic modes of thinking into 
culturally accepted roles and make creative 
contributions to society. This suggestion that 
some aspects of schizophrenic psychopathology 
may be culturally advantageous in a suitable 
environmental context has been developed 
further by Jarvik and Chadwick (1973) who 
argue that the paranoid personality has a 
genetically transmitted ‘biological vigilance’ 
which aids survival and predisposes the indi- 
vidual to make ‘social contributions of a high 
creative order’. 

There would thus appear to be some deve- 
loping agreement that the processes which 
produce what is normally referred to as the 
‘schizophrenic deficit? may, under certain cir- 
cumstances, be responsible for certain bio- 
logical advantages. However, although the 
observations here summarized certainly raise the 
question of a kinship between schizophrenia and 
creativity, they do not go very far in identifying 
the processes underlying this kinship. 


Possible sources of similarities between schizophrenic 
and creative individuals 

Most previous suggestions regarding the 
source of the apparent similarity between 
creatives and schizophrenics have been based 
upon the psychoanalytic concept of ‘adaptive 
regression’ (Kris, 1952). In this model, the 
psychotic state is seen as an involuntary and 
uncontrolled regression to primitive childlike 
modes of thinking. The creative process is 
viewed as also involving a regression to un- 
conscious levels which permits the creative 


artist to free himself momentarily from stereo- 
typed and conventional cognitive sets. However, 
unlike the psychotic, the creative person enjoys 
a voluntary control over his regression and is 
also able to shape the fruits of his temporary 
excursion into primary process thinking with his 
rational more regulated thinking. This type of 
reasoning lies behind studies such as Wild’s 
(1965) comparison of creative and non-creative 
adults with schizophrenic subjects. Possibly one 
could construe this explanation as simply 
demonstrating that creative individuals are less 
restrictive, more spontaneous and less bound by 
empirical thinking than less creative individuals. 
As Barron (1972) puts it ‘. . . this is not re- 
gression, it is progression with courage. They 
(creative persons) bring their childhood along 
instead of leaving it behind". 

This model of adaptive regression has the 
further disadvantage of not lending itself easily 
to systematic rescarch. 'lhe concepts upon 
which it is based are highly subjective and 
extremely difficult to verify by an experimental 
approach. 

An alternative though related explanation for 
the oft-noted correspondence emerges naturally 
from research, both on schizophrenia and on 
creativity. One of the most frequently observed 
characteristics of creative individuals is sum- 
marized in Dellas and Gaier's (1970) view that 
such people *. . . deployed their attention more 
widely, were more aware of and receptive and 
retained more prior stimulus experience in 
usable form, tending not to screen out the 
irrelevant’, This description bears close com- 
parison with one of the best substantiated 
theories of schizophrenia, which sees the non- 
paranoid form of the psychosis as being an 
elaboration of a primary input dysfunction. 
'This model of schizophrenia, supported by an 
imposing array of both clinical and experi- 
mental findings (Weckowicz, 1957; Payne, 
1961; Shakow, 1963; Silverman, 1964; McGhie, 
1969), concludes that the non-paranoid schizo- 
phrenic demonstrates a widening of selective 
attention which precludes him from inhibiting 
irrelevant stimuli. This view is summarized in 
Lehmann’s (1966) comment that such patients 
have a ‘primary, possibly constitutional suscepti- 
bility . . . to be subject to the impact of a higher 
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number of discrete sensory stimuli per time 
unit of experience than most other pathological 
or non-pathological individuals’. Lehmann’s 
next comment contains the crux of the alter- 
native explanation of the possible similarity 
between schizophrenic and creative individuals. 
‘If he is capable of coping with this greater than 
average influx of discrete sensory stimuli he 
might perform at a better than average level; 
but when the extraordinary sensitivity of his 
receptive apparatus is not matched by an 
equally extraordinary performance of his central 
processing apparatus then his integration breaks 
down and he may become psychotic’ (Lehmann, 
1966). 

The suggestion is thus that one similarity 
between. psychotic and creative thinking is that 
both processes involve a wider and more in- 
tensive sampling of available environmental 
stimuli. The changes in selective attention which 
result in deficits in schizophrenic performance 
may act advantageously in the case of the 
creative person who is more capable of effect- 
ively processing the increased input. It is this 
hypothesis which the present study attempts to 
assess. 


METHOD 
Subject selection t 

The main criterion of creativity level used was 
performance on the Cropley (1968) revision of the 
Wallach and Kogan (1965) tests of creative thinking. 
This test was given to 300 students at Queen's Uni- 
versity, Kingston. The 24 highest scoring (High C) 
and the 24 lowest scoring (Low C) subjects were 
extracted from the total group to represent our two 
extreme creativity groups. The third comparison 
group consisted of 24 acute non-paranoid schizo- 
phrenic in-patients at Kingston Psychiatric Hospital. 

Only patients given an unequivocal diagnosis of 
schizophrenia (made independently by two psychia- 
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trists) and with an above-average verbal IQ) were 
accepted for inclusion. Age and IQ distribution of 
the three groups are noted in Table I. None of the 
group differences for age or IQ were statistically 
significant. 

The concept of creative thinking is in itself ambi- 
guous, and the psychometric assessment of this global 
capacity is open to many criticisms. However, we 
would defend our measurement of creativity on two 
grounds, Previous studies (Cropley, 1966, 1967; 
Cropley and Field, 1969) using the same test and 
scoring technique have demonstrated its association 
with other criteria of creative output. Ás an added 
check, we asked our High and Low C group subjects 
to complete a short questionnaire on any tangible 
signs than their achievements to date attested to 
creative output. The High C subjects reported a 
considerably larger number of awards than the Low C 
group (in the ratio 5:1), the majority of these 
awards being for achievements in the creative arts 
(e.g. published plays and poetry, patented inventions, 
musical compositions, etc.). 


Method of assessment 

Each subject in the three comparison groups was 
assessed on a series of three tasks, selected to provide 
information on specific aspects of cognitive per- 
formance. 


1. Lovibond Object Sorting Test. This test involves the 
sorting of 33 common objects within various cate- 
gories. It is essentially an ‘open-ended!’ test, since the 
instructions permit divergent thinking in the form 
of unusual and idiosyncratic sortings. Sortings are 
graded on a four-point scale denoting the degree of 
conventionality. Previous use of the test (Lovibond, 
1954; Payne and Hewlett, 1960) has indicated that 
schizophrenics tend to return a high score by employ- 
ing more unusual sortings. 


2. Chapman Card Sorting Test. This test has also been 
used in many previous studies of schizophrenic 
thinking. Essentially it involves the subject in sorting 
cards each of which bears the name of a common 














ТАВІЕ I 
Distribution of age and IQ. 
High creative Low creative Schizophrenic 
Age IQ, Age IQ, Age IQ 
Range 17-29 102—135 18-44 104-130 19-41 95-130 
Меап 20:93 115 21:6 I14 25:1 108 
S.D. 2°32 7:20 5:12 6-25 6-81 9°04 
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object, while ignoring distractor items which are 
either associated (though belonging to a different 
conceptual category) with the object name or totally 
irrelevant to it. Previous work (Chapman, 1958; 
Usdansky and Chapman, 1960) has demonstrated 
that schizophrenic subjects tend to incur a high 
number of associative errors through their inability 
to screen out the interference of the distractor items. 
Unlike the previous test this task requires a more 
convergent type of thinking for successful per- 
formance, there being only one correct sorting for 
each item. 


3. Dichotic Shadowing Task. This task was a modified 
version of the dichotic shadowing test used in a 
previous study by Payne, Hochberg and Hawks, 
1970, The apparatus employed here was a Revox 
stereo tape recorder, providing for the simultaneous 
presentation of material to both ears through a pair 
of stereophonic headphones. The material consisted 
of a specially prepared dichotic listening tape con- 
taining relevant information to be shadowed on one 
channel and irrelevant information to be ignored on 
the alternative channel. In one condition the relevant 
shadowing material consisted of lists of single four- 
letter words, and the irrelevant material of another 
list of words, matched for length. The lists were 
constructed from six pairs of words which were 
randomly repeated ten times; the presentation time 
for each list was approximately one minute. The words 
on the irrelevant channel were systematically varied 
in their degree of association with the relevant 
shadowed words so as to represent high and low 
degrees of association. In the second condition the 
relevant material consisted of meaningful English 
prose passages, while the irrelevant material was 
composed of lists of words, again varying in degree of 
association with the part of the relevant passage 
concurrently being presented. The passages were 
constructed so that six pairs of key words were 
repeated three times during the presentation of the 
passage; each passage lasting for approximately one 
minute. Association values were obtained from the 
book of ‘Queen’s Norms for Responses to 100 Words 
from the Kent-Rosanoff Word Association Test’ by 
A. Z. Arthur (1969). 

The material was presented in a monotonous tone 
at a rate of 50-60 words per minute for the lists of 
words and 90-110 words per minute for the prose 
passages. In condition one, the pairs of words were 
presented simultaneously on each channel. In condi- 
tion two, the words on the irrelevant channel were 
read at the rate of 50-60 words per minute, presenta- 
tion being controlled so that a given word coincided 
exactly with its partner on the relevant channel. The 
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choice of the ear used in shadowing was varied, so 
that half of the subjects shadowed with the right, and 
half with the left ear. The number of errors and the 
number of irrelevant words which interpenetrated 
into the shadowing of the relevant list was recorded 
for each subject. Each subject was also given a 
recognition task, which was administered at a 
constant interval after the completion of each shadow- 
ing task. The subject was presented with a card 
randomly displaying six words from the relevant 
channel, six words from the irrelevant channel and 
six words which appeared on neither channel; these 
last were used as a control for guessing. The number 
of words recognized by each subject was recorded. 

The task, therefore, provides a method of assessing 
the degree to which each subject assimilates the 
information in both the relevant and irrelevant (as 
indicated by performance on the recognition test) 
and the effect of the intrusion of irrelevant material 
on performance (as indicated by the score on the 
primary shadowing task). 


RESULTS 
The results for the three tests used are 
described separately below: 


1. Lovibond Object Sorting Test. The perform- 
ance of the three groups on this test is sum- 
marized in Table IT. 

As can be seen, the subjects in the Low C 
group tended to produce conventional sortings 
with fewer unusual or original sortings. In 
marked contrast, both the High G and the 
schizophrenic subjects tended to give an equal 
proportion of unusual sortings. The mean scale 
scores of both the High C and schizophrenic 
groups differed from that of Low C group 
beyond the o-1 per cent level. The results thus 
indicate that in an open-ended task of this type 
the performance of both highly creative and 
schizophrenic individuals is characterized by 








Taste П 
Lovibond object sorting test 
Mean scale score 
Group Range Mean S.D. 
Low creative 0-6 2:4 1°56 
High creative 19-40 23:7 7°51 
Schizophrenics 14-42 23-1 6:11 
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looser associations than that of low creative 
individuals. 


2. Chapman Card Sorting Test. The performance 
of the three groups on this test is summarized 
in Table III. 

Here the performances of both the High and 
the Low C subjects were characterized by very 
few errors, in comparison with the much higher 
error rate of the schizophrenic subjects. The 
significantly poorer performance of the schizo- 
phrenic subjects was clearly due to intrusive 
pressure of the associative distractor items. 

"The results of this test appear to indicate that 
high creative thinkers, unlike schizophrenics, 
have the ability to inhibit irrelevant but asso- 
ciated input where the nature of the task 
requires this. Their performance is thus in- 
distinguishable from that of the low creatives 
when the demand characteristics of the task 
call for one correct answer. 


3. Dichotic Shadowing Task. Error scores on 
the primary shadowing task were represented 
almost entirely by the number of interpenetra- 
tions into shadowing performance of words on 
the irrelevant channel. An analysis of variance on 
the resultant data indicated that the association 
value of the material was a significant factor 
in the task performance of all three groups 
(Е = 9:54, p < -005). In other words, all 
groups showed a tendency to switch from the 
reception of relevant to that of irrelevant 
information where the association between the 
two sources of information was high. 

Similarly, the material (words or prose) was 
also a significant factor in task performance 
(Е == 6:26; p < +025), all three groups showing 
a significantly higher tendency to switch 
channels where the material was in the form of 


Taste ПІ 


Chapman card sorting test 
Assoctated-minus-irrelevant error scores 








Group Range Mean S.D. 
Low creative 0-5 I'13 1514 
High creative 0—4, 088 0:93 
Schizophrenics 025 6-67 6-62 
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single words as opposed to prose. Presumably, 
the language constraints on the relevant 
channel, in the case of the prose, restricted the 
possibility of channel switching. Overall, switch- 
ing to the irrelevant material was significantly 
more prominent in the schizophrenics than in 
the other two groups (p < -oor), and the 
tendencies already noted (influence of words/ 
prose and high/low association) were more 
pronounced in these subjects. 

The performance of the high and low creative 
groups were not differentiated from each other 
except under conditions which maxiamlly 
encouraged switching (ie. high association 
words), where the high creative subjects tended 
to switch channels more frequently than did 
the low creative subjects (Е = 5-16; p < -05). 
Nevertheless, the performance of both groups 
was still differentiated from that of the schizo- 
phrenics at a highly significant level (p < соот). 
In other words, under optimal conditions to 
encourage switching, all groups show this 
tendency, while under minimal conditions to 
encourage switching, only the schizophrenics 
maintain this tendency. 

In the recognition test given after completion 
of the shadowing task, the number of control 
words (present in neither channel during initial 
presentation) was so small and constant between 
groups as to indicate that sheer chance selection 
was not an important factor in the recognition 
preference of any of the three groups. The 
number of items from the irrelevant channel 
recognized was recorded for each subject, and 
an analysis of variance was performed on the 
data. The results indicate that, as in the primary 
task, both association level and. material were 
important performance variables. All three 
groups showed an equal tendency to recognize 
more irrelevant items in words as opposed to 
prose passages and in high as opposed to low 
association conditions. Under minimally en- 
couraged conditions of interpenetration of the 
irrelevant material (i.e. prose and low associa- 
tion), however, a significantly higher number of 
items on the irrelevant channel was recognized 
by the high creatives than the low creatives 
(Е = 6:40; p < :025). The performance of the 
schizophrenic group fell between these two 
extremes. 
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CONCLUSIONS 

The results of this study indicate similarities 
in the habitual attentional strategies employed 
by creative and schizophrenic individuals, in 
that both groups appear to sample a wider 
range of environmental input than do other 
individuals. 'T'his widening of attention appears 
to be involuntary in the schizophrenic, resulting 
in a deleterious effect on performance. In con- 
trast, it would seem that the creative person 
can cope with this above average influx of 
stimuli, and can process it effectively without 
the risk of cognitive overload. In Lehmann's 
terms “The extraordinary sensitivity of his 
receptive apparatus is matched by an equally 
extraordinary performance of his central pro- 
cessing apparatus.' The creative individual also 
appears to differ from the schizophrenic in that 
he is characterized by a flexibility in his cogni- 
tive behaviour. Whereas the schizophrenic's 
performance is adversely affected by the widen- 
ing of attention in any given situation, the 
creative person can equally well adopt a 
different strategy in cases where efficient 
performance is contingent on a more convergent 
approach. 

The results might also be interpreted as 
being in support of one view of schizophrenia 
advocated by a number of researchers and 
most recently synthesized by Claridge (1972). 
After reviewing a wide range of studies of 
schizophrenic deficits, Claridge concludes that 
‘arguing from genetic, clinical and statistical 
evidence . . . there is little support from the 
traditional view of the schizophrenics as 
qualitatively distinct diseases. A view more 
consistent with available facts is that they 
represent, in an exaggerated form, cognitive 
and personality characteristics found distributed 
among the general population’ (Claridge, 
1972). 

The strategy of focusing attention on the 
central elements of a problem and excluding all 
peripheral events may be the most productive 
way to approach many problem-solving situa- 
tions. However, a readiness to assimilate a wider 
range of available input and to regard all infor- 
mation as potentially relevant may be a more 
advantageous strategy in approaching pro- 
blems which require original thinking for their 


solution. The apparent communality of atten- 
tional strategies between schizophrenics and 
creative normals may account for the resem- 
blances frequently noted between these two 
populations and may also partially account for 
the noted incidence of original and creative 
output in the kin of schizophrenics. The degree 
of voluntary control over the two types of 
attentional strategies would appear to constitute 
the main difference between our creative and 
schizophrenic subjects and may account for 
the wide differences in their productive output. 
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Some Personality Characteristics 
of Patients with Anorexia Nervosa* 


By D. E. SMART, P. J. V. BEUMONT and С. C. W. GEORGE 


Summary. Twenty-two female patients with anorexia nervosa were assessed by 
means of objective personality testing. The EPI, Leyton Obsessional Inventory, 
Cattell’s 16 PF and Raven's Matrices were used for this purpose. The personality 
profile that emerged was of a highly neurotic and introverted person with 
moderately severe obsessional features and average intelligence. 


INTRODUCTION AND METHOD 


The personality of patients suffering from 
anorexia nervosa has previously been described 
by means of detailed case histories and the 
analysis of clinical data, but there have been 
few reports of objective personality assessment 
on these subjects. In the present communication, 
we report the result of such an investigation. 

Twenty-two post-pubertal female patients, 
who were either currently being treated in a 
psychiatric ward of a general hospital or as 
out-patients were included in the study. Al 
had been under the consultant care of one of 
us (PB), and the diagnosis of anorexia nervosa 
had been made on criteria suggested by Russell 

‚ (1970). Clinical details of the patients are given 
in Table I. 


METHODOLOGY 


A battery of psychological tests was selected 
to provide a broad spectrum profile of per- 
sonality characteristics. It consisted of three 
personality inventories. Eysenck Personality 
Inventory (EPI) Form A (Eysenck and Eysenck, 
1964) measures two major dimensions of per- 
sonality, extraversion and neuroticism. Cattell’s 
16 Personality Factor Qnestionnaire (16 PF) 
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Taare I 
Clinical details of the patients 
(Means and range) 


Number 22 

Age (years) a 18 (13-26) 
Duration of illness (months) 28 (6-120) 
Highest weight* prior to illness .. 106 (82-154) 
Lowest weight* during illness 68 (50-80) 


* Expressed as a percentage of standard weight 
(Society of Actuaries, 1959). 


Form A (Cattell and Eber, 1962) measures the 
higher order factors of anxiety, extraversion, 
alert poise and independence, factorially de- 
rived from 16 specific traits. The Leyton Obses- 
sional Inventory (Cooper, 1970) assesses the 
number and severity of obsessional symptoms 
and traits. Resistance and interference scores 
reflect the intensity of distress caused by the 
symptoms and their intrusion upon other 
activities. 

In addition to these personality tests, Raven's 
Standard Progressive Matrices (Raven, 1956) 
was used as a measure of intelligence. 


RESULTS 


On the EPI, the patients were ‘significantly 
more neurotic (p < 0-001) and less extraverted 
(р < 0:02) than normal subjects, and their 
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scores were not distinguishable from those 
obtained by ‘mixed neurotic’ controls. On 
Cattell’s 16 PF they were significantly more 
anxious (p < 0-01), less extraverted (p < 0-001) 
and more independent (р < о :о1) than normals. 

Symptom, trait, resistance and interference 
scores on the Leyton Obsessional Inventory 
were all significantly higher than those of normal 
subjects (р < o-oor), but the symptom and 
resistance scores were significantly lower than 
in control ‘obsessional patients’ (р < 0-001), 
as was the interference score (р < 0:02). 
The anorexia nervosa patients’ trait score did 
not differ significantly from that of ‘obsessional 
patients’. 

The patients’ mean intelligence quotient on 
Raven's Matrices was 109°4-16°1. 


Discussion 


Most previous studies of the personality of 
patients with anorexia nervosa have been based 
on the analysis of clinical information and have 
resulted in conflicting reports. Some authors 


have stated that there is no characteristic 
personality structure in patients suffering from 
the condition (Blitzer, Rollins and Blackwell, 
1961; Thoma, 1964; Tissot, 1973), while others 
have emphasized the importance of obsessional 
traits (Rahman, Richardson et al, 1939; 
Parienté and Trillat, 1955) and of the ‘nearly 
uniform reports of special goodness and great 
achievements’ (Bruch, 1974; Crisp, 1965). 
Most authors, however, have distinguished 
striking and diverse personality features among 
anorexia nervosa patients. Kay and Leigh (1954) 
mentioned the presence of obsessional traits, 
dependence and shyness, hypochondriacal traits, 
food faddism, anxiety proneness and hysterical 
traits, and reported that only a quarter of their 
patients were stable. Lesser, Ashenden et al. 
(1960) divided their subjects into three groups. 
The first were histrionic and wilful, the second 
rigid and perfectionistic, the third apathetic, 
withdrawn and schizoid. Warren (1968), in a 
study of young girls with anorexia nervosa, 
noted that the majority of his patients were shy 
and reserved, half were conscientious and a 





























ТАВІЕ II 
Results of personality assessment (means and standard deviations) 
Anorexia Controls 
nervosa 
patients Normal subjects* ‘Mixed neurotics'* 
Eysenck Personality а 
Neuroticism is 2s 2s 15:64 6-1 9:1-- 4:8 14-44 5:5 
Extraversion 9:74 4:6 12:1d- 4:4 10:03 4:3 
Lie score 31+ 1°6 
Normal subjectst 
Cattell’s 16 PF 
Anxiety .. 6:84 2:8 5:5: 2:0 
Extraversion 3°84 2-8 5:54 2:0 
Alert poise 4°9+ 177 5'5 2:0 
Independence 6:9 2:6 5:54 2:0 
Normal women} *Obsessionals't 
Leyton Obsessional ке 
Symptom .. 21-o+10°'0 11°44 6:7 33:340 7'7 
Trait 91+ 4:6 5:1 3'5 11-O+ 3:2 
Resistance .. 17°2-Е14'7 7T'3:: б-т g6-o+11-2 
Interference 20:0+19:9 3:840 4:3 36:7-E18-4 


* Eysenck and Eysenck (1964); f Cattell and Ebert (1962); t Cooper (1970). 
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third showed definite obsessional traits. Other 
features reported were anxiety, hypochondriasis, 
excessive activity and ambition, and, conversely, 
apathy and lack of energy. Only one patient was 
manipulative or hysterical, and none was 
schizoid. Dally (1969) found that most of his 
patients had been markedly inhibited, de- 
pendent and obsessional during their childhood 
years and were often considered to be timid and 
shy. Others were attention-seeking, histrionic 
and demanding, and not infrequently both 
obsessional and histrionic features occurred in 
the same patient. Halmi (1974) reported that 
the majority of her patients were anxious and 
nervous and had obsessive-compulsive traits, 
while some were described as shy or timid. 

Comparison of these various studies with each 
other, and with our results, are of limited value. 
Personality characteristics subsumed under 
terms such as schizoid, obsessional and his- 
trionic vary considerably between authors. 
Terms have not been clearly defined and in 
many instances the data have not been quanti- 
fied. Furthermore, some authors have tended to 
concentrate on personality inadequacies and 
abnormalities in an attempt to ‘explain’ the 
cause of the disturbance rather than to describe 
patients in terms of traits recognized as im- 
portant in the general population. 

In the present study, personality question- 
naires with established theoretical bases have 
been used, and the sample has been described 
in relation to normals and to other controls. 
The personality profile which emerged differed 
from that of normal subjects in that our patients 
obtained higher neuroticism, anxiety and inde- 
pendence scores, were more introverted, and 
had marked obsessional features. They were of 
normal intelligence. 

The extent to which our subjects deviated 
from the norm was considerable and unexpected. 
In this context, however, it must be noted that 
our patients were a relatively ‘severe’ group (all 
had fulfilled strict diagnostic criteria of the 
condition) and that they were still in treatment 
at the time of the study. As King (1963) has 
pointed out, other neurotic symptoms develop 
during the course of an anorexia nervosa illness, 
and these factors may have affected our results 
on personality testing. The question of the effect 
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of psychiatric illness on measures of personality 
remains problematic. A further difficulty is that 
of age. Several of our patients were in early 
adolescence, and it is disputable whether at this 
age they should be assumed to have established 
personalities. Nevertheless, the study does pro- 
vide objective data concerning some aspects of 
personality in patients with anorexia nervosa. 
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Thyrotoxicosis and Lithium 


By RACHEL ROSSER 


Summary. Two cases are presented in which treatment with lithium was 
complicated by thyrotoxicosis. The underlying physiological mechanisms are 


discussed. 


Lithium suppresses thyroid function, so the early stages of thyrotoxicosis may 
be clinically undetectable. The symptoms and signs of thyrotoxicosis may be 
confused with the side effects of lithium, and if lithium is withdrawn severe 
rebound thyrotoxicity may occur. Furthermore, some of the side effects of 
lithium may be aggravated by thyrotoxicity. 

These cases provide further evidence of the importance of routine screening of 
thyroid function before starting treatment with lithium. 


Lithium is known to cause goitre (Schou 
et al., 1968) and clinical hypothyroidism (Crowe 
et al., 1973). In laboratory studies it has been 
shown to block the stimulating effect of TSH 
and inhibit 181 uptake in the early stages 
(Lazarus and Bennie, 1972), to impair coupling 
of iodotyrosines (Berens et al, 1970) and to 
interfere with release of hormone from the 
gland (Williams et al, 1971). Temple et al. 
(1972) and Lazarus et al. (1972) have advocated 
its use in the treatment of thyrotoxicosis, 
although others argue that it is too toxic a drug 
to be routinely used for this purpose (Hall and 
Evered, 1974). Estimates of the incidence of 
clinically significant complications vary. Schou 
et al. (1968) for example, reported goitre in only 
12 of 330 patients treated with lithium, and 
none of these was myxoedematous, though two 
patients had an abnormally low PBI. Villeneuve 
et al. (1973) reported hypothyroidism in 14:7 
per cent of their 149 cases. Most estimates lie 
between these two, but studies using special 
techniques show a much higher incidence of 
abnormalities. For example, Fieve and Plat- 
man (1968), using radioactive scanning, found 
abnormalities in the thyroid gland in 1o of a 
series of 19 patients treated with lithium (to- 
gether with various other drugs). Several studies 
have shown that the mean PBI is significantly 
lower and the mean 24-hour Г uptake 


significantly higher in groups of patients taking 
lithium compared with normal control groups 
(Rogers and Whybrow, 1971; Hullin et al., 1972; 
Cooper and Simpson, 1969; Sedvall ei al., 1968). 
Complications may develop both in patients 
with previously abnormal glands and in those 
who have no demonstrative abnormality of the 
thyroid gland (Crowe et al., 1973), but who may 
be vulnerable because of a dyshormonogenesis. 

In this paper two patients are described who 
developed thyrotoxicosis while being main- 
tained on lithium. These cases raise questions 
about the relation between affective illness and 
thyroid function, the modification of thyrotoxic 
symptoms by lithium and the manifestations of 
of the side effects of lithium in the thyrotoxic 
State. 


Case REPORTS 

Case 1 

A 64-year-old woman was admitted to hospital in 
a state of mania in April 1970. Her previous history 
and subsequent progress are summarized in Table I. 
She had a ten-year history of manic-depressive 
psychosis and before 1960 had for many years been 
subject to frequent severe fluctuations of mood. for 
which no treatment had been sought. She had been 
admitted to other hospitals for the treatment of 
depression in 1960, 1961, 1962, 1964 and 1965. On 
each occasion her depression had been slow to respond 


62 


THYROTOXICOSIS AND LITHIUM 











TABLE I 
Year Hospital admission Mental state Other observations Treatment 
1960 Depressed. two First episode of Maintained almost 
months treatment continuously on 
Manic one month tricyclic anti- 
1961 Ditto depressants 
1962 Ditto 
1964. Ditto 
1965 Ditto Never well for more 
1969 Manic three weeks than one week 
Depressed at discharge 
1970 Ditto Lithium started 
1971 January Hypomanic January 1970 
March Depressed 
First remission Continued taking lithium 
November Mood fluctuating Weight gain due to 
fluid retention 
Goitre 
P.B.I. 10:3 Lithium stopped 
1972 February Manic Floridly thyrotoxic 
March Mood fluctuating Single dose I^ 
Carbimazole 
Lithium started 
Euthyroid Lithium and 
Carbimazole stopped 
1973 January Manic Thyrotoxic Carbimazole 
March Depressed Lithium started 
May Fluid retention 
Hypokalaemia 
?Hyperaldosteronism Lithium stopped 
June Euthyroid Carbimazole stopped 
Second remission No medication 
1975 February Remains well No medication 





to various kinds of anti-depressant medication; after 
delays of several wecks she had been given ECT, 
and this was always followed by a period of hypo- 
mania lasting three to four weeks. She was first 
admitted to hospital in acute mania in 1969. 

During this ten-year period she was described as 
'never mentally normal for more than a weck'. Her 
mood fluctuated, being predominantly depressed for 
periods of three to eight weeks followed by euphoria 
for a few days. For most of this time she was main- 
tained on tricyclic antidepressants. At times she would 
become severely retarded or anxious and agitated or 
would manifest marked obsessional features and 
feelings of guilt. 

Her mother had been chronically unstable and 
had several episodes of in-patient treatment for 
depression. There was no other relevant family 
history. 

In view of the long history of disabling illness, 





treatment was started immediately with lithium in 
the form of slow-release lithium carbonate (Priadel) 
1,200 mg. daily. Within three wecks of starting tbis 
she became depressed, and severe fluctuations in 
mood continued to occur until February 1971; at that 
date she became stable and she remained well on 
Priadel 1,200 mg. until November 1971. This was 
her first remission in ten years. 

She then suddenly gained 14 lb. in weight, this 
being due to fluid retention—-possibly secondary to 
cardiac failure, and lithium was stopped as a pre- 
caution. A small goitre was noted at the time, but 
clinically she was euthyroid. Her PBI was 10:3 ug. 
рег 100 ml. but the significance of this was obscured 
by a history of high consumption of iodine-containing 
cough medicine in the weck before the test. 

After lithium was stopped her weight rapidly 
returned to the pre-treatment level and continued to 
fall. Lithium was recommenced for a fortnight, but 
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during this time a marked tremor of the fingers 
developed, and as this was thought to be a side effect 
of lithium the drug was again withdrawn. She then 
rapidly became agitated and suspicious and early in 
February 1972 had to be readmitted to hospital. She 
was anxious and tense with fine finger tremor, 
tachycardia and marked lid retraction. By the end 
of February she was floridly thyrotoxic. The PBI 
was 13:9 and 1131 uptake, serum thyroxine iodine, 
T3 resin uptake and free thyroxine factor were all 
raised. The test for thyroid antibodies was positive at 
a dilution of 1 in 10. 

In March 1972, she was treated with radio-active 
iodine and thereafter maintained on carbimazole 
5 mg. twice daily, She was again treated with lithium, 
and she remained fairly well until she relapsed into 
mania in January 1973 and stopped taking the 
prescribed medication. She soon became severely 
depressed, and on re-admission in March she was 
again thyrotoxic (PBI 11-1). When treated as before 
with carbimazole 5 mg. b.d. and Priadel 1,200 mg. 
each day she rapidly became euthyroid, with a blood 
concentration of lithium within the recognized 
therapeutic range (0:6-1:5 m.mol./l.). However, 
her mental state did not improve, and after six weeks 
she became anorexic, confused and somnolent. 
Initially this was attributed to an exacerbation of the 
depressive illness, but ataxia and nausea rapidly 
followed and the concentration of blood lithium was 
found to have risen to 2:4 m.mol./l. Renal function 
was not grossly impaired, so the rise in blood level 
was assumed to be due either to low dietary intake of 
sodium or to release of lithium from the tissues. The 
symptoms of lithium intoxication subsided rapidly 
when treatment with lithium was stopped, and her 
mental state became normal without further medica- 
tion. 

After four weeks treatment with lithium was recom- 
menced. During this period the PBI had risen from 
3:7 to 8-2, The anti-thyroglobulin titre was 1 : 25 
and the anti-microsomal test was positive. Free 
thyroxine was 54 (normal 40—110), resin uptake ratio 
0:9 (normal o:8—1:2) and free thyroxine index 5:3 
(4-14). On lithium she became euthyroid but fluid 
retention recurred and lithium was therefore again 
withdrawn at the end of May. In mid-June carbi- 
mazole was also stopped and she remained euthyroid. 

No attempt was made to re-institute treatment 
with lithium. She has remained euthyroid and her 
mental state has been normal apart from slight 
irritability for eighteen months without medication. 


Case 2 
A 21-year-old man, one of triplets all of whom have 


manic-depressive psychosis, had been reasonably well 
on lithium since 196g. In February 1974 he stopped 
taking this because he felt tired and mentally dull 
and suspected that his symptoms were side effects of 
lithium. In July 1974 he was admitted to hospital for 
treatment of thyrotoxicosis. He had lost weight and 
become nervous, increasingly tired and depressed. 
As a result, before his admission he had decided to 
take his lithium again (serum lithium was 0-8 
m.mol/l). He was hyperactive, with a moderate 
tremor and a regular pulse rate of 120. There was a 
firm, diffuse goitre. PBI was 16:0 ug./100 ml., serum 
T3 uptake 89 per cent (thyopac) and free thyroxine 
index 18-0. Thyroid auto-antibodies were not 
detected. 

He was treated with carbimazole 15 mg. four times 
daily initially, reducing to 5 mg. thrice daily, and 
lithium 500 mg. thrice daily. He rapidly became 
clinically euthyroid and in three months gained 
2 stones in weight. 

He was re-admitted to hospital in a state of mania 
in December, having stopped taking all medication, 
but he rapidly recovered when lithium and carbi- 
mizole were recommenced. 


Discussion 


These cases demonstrate the difficulties and 
importance of distinguishing between the signs 
of affective illness, of lithium toxicity and of 
abnormal thyroid function. Such diagnostic 
difficulties are now well recognized in cases of 
hypothyroidism but not in thyrotoxicosis, and 
the mechanism of action of lithium in the 
thyrotoxic patient is therefore of interest. 

The onset of thyrotoxicosis during treatment 
with lithium is in itself a little surprising. Both 
patients were mentally well on lithium, indi- 
cating that it had a stabilizing effect on their 
affective responses. Since stress may precipitate 
thyrotoxicosis (for discussion see Hadden and 
McDevitt, 1974) lithium might be expected to 
protect against the onset of this illness. The rapid 
development of florid thyrotoxicosis in the first 
patient when lithium was withdrawn could to 
some extent have been associated with the 
removal of such protection. 

The nature of the relationship between the 
remission of the long-standing affective illness 
and the treatment of the intercurrent episode 
of thyrotoxicosis in the first patient is not clear. 
The persistence of mental symptoms which had 
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been attributed to thyrotoxicity after the gland 
had been treated is well documented (Car- 
pelan, 1957), but in this case the reverse effect 
was observed. The patient’s affective illness had 
been believed to be the consequence of genetic 
predisposition and a previously vulnerable 
personality, but although she was not clinically 
thyrotoxic before 1972 her mental instability 
could conceivably have also been associated 
with a chronic instability of the thyroid gland 
predisposing to thyrotoxicosis. A study of some 
300 manic-depressive patients has shown that 
fluctuating thyroiditis is clinically undetected 
in about 10 per cent of these patients. Although 
this incidence of thyroiditis is' no higher than 
in a normal population, the marked and rapid 
changes in antibody titres are of interest (Crane 
and Rosser, to be published). Throughout her 
illness, until the remission in February 1971, this 
patient was frequently prescribed imipramine 
and amitriptyline. Tricyclic drugs can suppress 
the release of thyroid hormones (Fieve and 
Platman, 1968; Whybrow et al., 1972), and such 
an effect could have concealed some instability 
in thyroid function. 

Lithium could have complicated the diag- 
nosis of thyrotoxicosis in both these patients in 
various ways. 

Firstly, it could have delayed the develop- 
ment of the disease by suppressing the release 
of hormone from the thyroid gland. Lithium 
has such an effect on the normal gland, but it 
is much more marked on the toxic gland, even 
after treatment with radioactive iodine (Spauld- 
ing et al., 1972). The effects are observed clini- 
cally with slow-release preparations as well as 
with ordinary lithium carbonate (Crammer 
et al., 1974), and the rapid rise in PBI observed 
in this patient on the three occasions when 
lithium was stopped suggests that such a 
mechanism was operating. 

Secondly, the apparent extent of this sup- 
pression could have been accentuated by a 
post-lithium, toxic rebound. In the normal 
gland, a decrease in iodide concentration occurs 
when lithium treatment starts, followed in a 
few months by reversion to normal (Lazarus 
and Bennie, 1972). Probably the initial defect 
in jodide trapping is overcome by a compen- 
sating stimulation of the gland mediated by a 


rise in TSH secretion. Temple et al. (1972), 
arguing on the basis of the analogy between the 
escape of the response of the toxic gland to 
iodine and to lithium, suggest that the accumu- 
lation of more hormone in the goitrous gland 
results in a rise in the rate of release of total 
hormone, despite a decrease in the fractional 
rate of secretion. On withdrawal of lithium, 
therefore, a transient rebound thyrotoxicity 
might be predicted, due to the response of the 
goitrous gland to the raised level of TSH. 
Temple et al. showed that after cessation of 
treatment with lithium the response of the 
rates of iodine release and hormone dis- 
appearance ranged from ‘no recovery’ to rates 
which did exceed pre-lithium levels. There is 
some evidence that such a rebound accentuated 
the apparent thyrotoxicity in the first patient 
described here, since the PBI fell gradually in 
the month following the final withdrawal of 
lithium from 8-2 ug/100 ml to 6-6 ug/100 ml. 

Thirdly, it is also possible that lithium 
‘damped down’ some of the manifestations of 
thyrotoxicosis. Adrenergic blockers, including 
combined а and В blockers and also B blockers 
alone, have been shown to suppress many of 
the symptoms and signs of thyrotoxicosis,’ 
including anxiety, nervousness, neuromuscular 
weakness, fatigue, tachycardia, hyperactive 
tendon reflexes and impaired glucose tolerance 
(Review, Granville-Grossman, 1971). Lithium 
may increase the uptake of nor-adrenaline at 
nerve endings, thus decreasing the amount 
available to adrenergic receptors (Colburn et al., 
1967). Lithium could possibly therefore suppress 
the symptoms of thyrotoxicosis by having either 
a general anti-excitatory effect or a specific 
B-blocking action. 

Fourthly, some of the symptoms and signs of 
thyrotoxicosis could have been attributable to 
the side effects of lithium. The second patient 
believed that his fatigue, which was probably 
due to the onset of thyrotoxicosis, was caused 
by the lithium, and presumably stopping 
lithium merely aggravated the situation. In the 
first patient, the goitre and tremor were initially 
considered to be due to lithium, although it is 
said that the tremors are distinguishable. 
Furthermore, the true weight loss from thyro- 
toxicosis was concealed by fluid retention 
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resulting in an apparent gain in weight. This 
fluid retention appeared to be a side effect of 
lithium, perhaps mediated by an effect on the 
kidneys, but subsequently there was peripheral 
circulatory failure with prominent oedema, 
probably as a consequence of the action of 
lithium on thyroxine-sensitized tissues, The 
occurrence of this particular complication, 
which proved intractable and recurrent, high- 
lights the importance for clinical practice of 
the effects of lithium in thyrotoxic patients. 
The diagnosis and management of this patient 
could have been simplified had thyroid function 
been screened before starting treatment with 
lithium and had the significance of the first 
raised PBI been investigated before an attempt 
was made to re-institute lithium treatment. 


CoNCLUSION 


These case histories illustrate the importance 
of screening thyroid function before starting 
maintenance treatment with lithium, as recom- 
mended by Crowe et al. (1973), and of remain- 
ing alert to the possible development of abnor- 
malities during treatment. The likelihood of 
hypothyroidism is now well recognized, but the 
special problems arising in the diagnosis and 
management of thyrotoxicosis in the patient 
taking lithium are not widely discussed. The 
possible severity of some of the side effects of 
lithium on thyroxine-sensitized tissues, the risk 
of transiently increased toxicity when lithium 
is stopped, and the possibility of the early 
symptoms of thyrotoxicosis provoking the 
patient to stop taking medication, are reasons 
why it is particularly important not to miss the 
diagnosis of early thyrotoxicosis. The diagnosis 
is complicated by the similarities between some 
of the signs of lithium side effects and of thyro- 
toxicosis, by the suppression of hypersecretion 
of thyroid hormones by lithium, and possibly 
by the suppression by lithium of some of the 
peripheral manifestations of thyrotoxicosis. 
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The Daily Rhythm of Plasma Tryptophan and Tyrosine 


in Depression 


By PEKKA NISKANEN, MATTI HUTTUNEN, TAPANI TAMMINEN 
and JUHA JAASKELAINEN 


Summary. The study dealt with the level of and diurnal alterations in the 
concentration of tryptophan, free tryptophan and tyrosine in the blood plasma 
of 20 inhibited depression patients and 10 healthy controls. 

The results suggested that there was no distinct relationship between either 
the total plasma tryptophan or plasma tyrosine level and depression. On the 
other hand, the free plasma tryptophan level was, at all the times of day at which 
measurements were made, either significantly or almost significantly higher in the 
patients than in the controls. It was further found that the results of measurement 
were related to the patients! clinical improvement, as measured by the Hamilton 
test, in such a way that after four weeks of treatment the free plasma tryptophan 
level in ‘poorly improved’ patients continued to be significantly higher in com- 
parison with the controls, whereas the values for the ‘well improved’ patient 
group did not differ greatly from the corresponding values for the control group 
any longer. 

Itmay be hypothesized that the rise in the free plasma tryptophan in depressive 
patients might represent an effort made by the peripheral body to compensate for 
the slowed-up serotonin metabolism of the brain, whereby the tryptophan 
mobilized from the periphery would serve as a sort of ‘endogenous antidepressant’ 


provided by the organism itself. 


INTRODUCTION 

When efforts have been made to identify 
possible biochemical causes of psychic disorders, 
the biogenic amine metabolism of the brain has 
for several years been one of the most central 
objects of interest and research. Regarding 
depression, a number of hypotheses have been 
advanced, according to which this disorder 
would at least in part be due to disturbances in 
the biogenic amine metabolism of the brain 
(Coppen, 1967; Curzon, 1969; Shopsin et al., 
1974; Mendels and Frazer, 1974). 

Tyrosine and tryptophan are precursors of 
the catecholamines and serotonin of the brain. 
The part played by the plasma tryptophan level 
in the regulation of the synthesis of the indole 
amines of the brain has particularly been subject 
to increasing interest now that the level of the 
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free plasma tryptophan has been shown to affect 
directly the rate of synthesis of the serotonin 
of the brain (Fernstrom and Wurtman, 1971; 
Knott and Curzon, 1972; Gessa et al., 1972). 
Interest in the alteration of the plasma trypto- 
phan level in depression has further been 
increased by observations concerning the possible 
antidepressant and hypnotic effects of trypto- 
phan (Coppen et al., 1967; Glassman et al., 
1969; Wyatt et al., 1970; Hartmann et al., 1974). 
Plasma tyrosine and tryptophan levels in 
depressive patients have been investigated in 
several studies. It should be stated, by way of a 
summary, that in previous studies either no 
changes in the plasma levels of these amino- 
acids have been found or they have been 
observed to be somewhat lower in the patients 
as compared with controls (Birkmayer et al., 
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1970; Benkert et al, 1971; Klempel, 1972; 
Riederer et al, 1973; Coppen et al, 1973; 
Ambrozi et al., 1974). 

In deeply depressed patients diurnal changes 
often occur, in the sense that in many patients 
the clinical symptoms are often at their worst in 
the morning. In our own study, therefore, we 
tried to investigate the diurnal changes of 
plasma tyrosine and tryptophan levels occur- 
ring in depressive patients and controls and to 
find out how the possible changes in the plasma 
levels of these amino-acids were related to the 
improvement of depression over a treatment 
period of one month. 


PATIENTS AND METHODS 

The series of subjects consisted of 20 depressive 
patients who were under treatment at the research 
unit of the Psychiatric Clinic of the University of 
Helsinki. Of the patients, 11 were men and g were 
women; their mean age was 45:0 years. All the 
patients in the series were clearly inhibited, and their 
clinical condition was serious enough to necessitate 
hospital treatment. Only in three patients had the 
symptoms lasted for over a year, so that the series 
consisted of relatively acute cases. Of the patients, 
16 were considered to be suffering from psychotic 
(endogenous depression); in the rest of the cases the 
depression was regarded as neurotic, Nine patients 
had received either neuroleptics or antidepressants 
before the beginning of the study; one further 
patient had received lithium. Before the research 
programme was started, however, all the patients 
were for at least three days completely without 
medication. ; 

For each patient the investigation lasted for a 
month, during which the determinations of the 
diurnal plasma concentrations and the clinical ratings 
were carried out twice. The first day of examination 
was the one immediately following the ‘wash-out’ 
period of three days or more, while the second was 
four weeks later. On each day of examination, the 
following schedule was followed: at 8 a.m., 12 noon, 
4 p-m, 8 p.m. 12 midnight, 4 a.m. and 8 a.m. 
samples were taken for the determination of the 
total plasma tryptophan, free tryptophan and 
tyrosine. 

As soon as the sample was taken, blood was collected 
into heparinized tubes and immediately centrifuged, 
and the plasma was frozen with CO; and stored until 
the tryptophan determination by the method of 
Denckla and Dewey (1967). Tryptophan was deter- 
mined on whole plasma and also on 0-4-0°5 ml. of 
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plasma ultrafiltrate prepared by centrifuging 1:0 ml. 
of plasma in a 'CF5o Diaflo’ membrane cone 
(Amicon) at 800 g. for go min. at room temperature 
(Knott and Curzon, 1972). Plasma tyrosine was 
determined using the spectrofluorometric method of 
Waalkes and Udenfriend (1957). 

At the time of the study the following detailed 
dietary schedule was followed: 8 p.m. on the day 
preceding examination, a complete fast began, yet 
the patient was permitted, on that day as well as 
later, to take in non-caloric drinks (soda-water) 
freely. On the day of examination the patients had 
a cup of tea with two slices of toast and butter at 
8 a.m. and 8 p.m. immediately following the sample- 
taking. Lunch and dinner had precisely the same 
composition, consisting of a hamburger, two small 
potatoes, an orange, a slice of toast and butter. 
Lunch was served immediately following the sample- 
taking at 12 noon and dinner immediately following 
the sample-taking at 4 p.m., and on both occasions 
it was seen that the patient consumed the whole of 
the meal. On all other days, the patients were per- 
mitted to eat freely, and they were also allowed to 
move about without limitations, 

Apart from ordinary clinical examination, the 
patients were examined by Hamilton’s 20-variable 
depression form, which was filled in for each patient 
on each of the two days of examination before the 
12 noon sample-taking. During the four-week investi- 
gation programme the patients received amitriptyline 
(average daily dose, 166 mg.) or sulpiride (Dogmatil) 
(average daily dose, g80 mg.) for treatment. 

The control series consisted of 10 members of the 
ward staff, one half of them being men and the other 
half women. The mean age of the controls was 40°3 
years. The controls were examined in the same way as 
the patients, except that the diurnal assays were 
made and the Hamilton test administered only once. 


RESULTS 


The results concerning the total plasma 
tryptophan suggested that neither its level nor 
its diurnal alterations were related to de- 
depression (Fig. 1). By contrast, the free plasma 
tryptophan level was at every time of day 
either significantly or almost significantly higher 
in the patients than in the controls (Fig. 2). 
The difference was most marked at 4.00 p.m. 
(р < -or). Moreover the free plasma trypto- 
phan level was lower at the end than at the 
beginning of the four-week investigation. This 
difference, too, was most distinct at 4.00 p.m., 
when it was alo statistically significant 
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Го. 3.— Daily rhythm of mean plasma-tyrosine before and after treatment in de- 
pression compared to controls. Data are presented as means. The standard errors 
were 10—15 per cent of the means. 


(р < от). Thus during the treatment the free 
plasma tryptophan levels of the depression 
patients had fallen and approached the corre- 
sponding values found for the controls. The 
plasma tyrosine level, too, was higher in the 
patients than in the controls at all times of day 
(Fig. 3). The difference, however, was not 
statistically significant, and thus the finding 
can only be considered symptomatic. Also, the 
plasma tyrosine level showed a slightly de- 
clining tendency during treatment, but the 
difference was not statistically significant. 

The mean Hamilton test score of the de- 
pressive patients was 25 at the beginning and 
16 at the end of the treatment. The patients 
were classified according to the treatment 
results in two groups in such a way that those 
who scored at least 10 points less at the end 
than at the beginning of treatment were re- 


garded as well improved (8 patients) and those 
whose score had fallen by less than то points 
as poorly improved (10 patients). The controls’ 
Hamilton test results showed that depressive 
symptoms were not discernible in them. A 
comparison of the well and the poorly improved 
groups revealed that there was no significant 
difference between them either in the diurnal 
total tryptophan or in tyrosine values. On the 
other hand, the free plasma tryptophan levels 
were higher for the poorly improved than for 
the well improved patients at all times of day 
(Fig. 4). It is true that the difference was not 
statistically significant, but it was very com- 
patible with the observation that there was a 
significant difference in this respect between the 
poorly improved patients and the controls 
(Fig. 4). This difference was most distinct at 
12 midnight (р < -o1). The free tryptophan 
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proved depressed patients compared to controls. Data are presented as means-- 
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level of the well improved patients, again, was 
quite near to the corresponding level of the 
controls. 

Analysis of the possible bearing of the 
subject's sex on the results revealed the follow- 
ing. There were no appreciable differences 
between men and women in the total plasma 
tryptophan or tyrosine levels. On the other hand, 
the free plasma tryptophan level of the female 
patients was higher than that of the male 
patients. In the 8 a.m. determination this 
difference was almost significant, the values for 


the female and the male patients being 0-128 
mg./100 ml. and 0-127 mg./100 ml. respectively 
(p < +05). A difference in the same direction 
was found with the controls, the values for 
women and men being 0:120 mg./roo ml. and 
0:093 mg./100 ml. respectively. 

The levels of the amino-acids concerned and 
the diurnal alterations in them were also 
investigated, taking into consideration the 
drugs the patients were receiving for treatment. 
Differences were not, however, found between 
the amitriptyline and sulpirid groups. 
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Discussion 

Our results showed that, compared with the 
values for a group of controls, the free plasma 
tryptophan levels of patients who were inhibited 
and suffering from grave depression were 
definitely and statistically significantly higher. 
This finding is distinctly in conflict with the one 
reported, for example, by Coppen et al. (1973), 
who found that diminished free plasma trypto- 
phan values were obtained for depressive 
patients in the morning. Unlike our study, 
however, that of Coppen et al. was exclusively 
concerned with female patients; but this does 
not explain the differences in the results, 
considering that in our study the free tryptophan 
values of women were particularly high. On 
the other hand, there may have been differences 
between the two studies in the nature and 
severity of the patients’ depression, and these 
may account for the conflicting results. Our 
results were obtained with a series of patients 
who were all suffering from inhibited and grave 
depression, and different results might perhaps 
be obtained with depressive patients who are 
either less gravely ill or agitated. The conflicting 
findings reported in the literature may be 
explicable in this way. 

The reliability of our own findings was 
enhanced, we feel, by the fact that our results 
were based on a very large number of measure- 
ments made on a clinically quite homogeneous 
group of patients. It should be emphasized that 
free plasma tryptophan level was significantly 
or almost significantly higher for the patients 
than for the controls according to each of the 
seven determinations carried out at various 
times of day. As we see it, our observation finds 
further substantiation in the finding that in 
cases where the patient’s depression improved 
there was a tendency for the free plasma trypto- 
phan values to approach the level of the controls 
and that according to the follow-up findings 
the values were higher for the poorly improved 
than for the well improved patients. Finally, the 
fact that, contrary to what was obtained in 
several other studies concerning the plasma 
amino-acids in depressive patients, the patients’ 
and controls’ diet at the time of examination 
was strictly controlled may possess a significance 
of its own. 


It is, of course, difficult to conclude from the 
present study whether the high free plasma 
tryptophan values observed in patients suffering 
from inhibited depression are a secondary 


. phenomenon (due, e.g. to stress, diminished 


motor activity, dietary changes, etc.) or whether 
they are perhaps of even more central signifi- 

cance in the psycho-biological vicious circle of 
depression. It should be recalled that tryptophan 
has been maintained to have antidepressant 
properties on the one hand and mild hypnotic 
properties on the other. Provided it does have 
such properties, our findings may be taken as 
the starting point for various kinds of specula- 
tion. It might be hypothesized that the rise in 
the free plasma tryptophan in depressive patients 
might represent an effort by the peripheral body 
to compensate for the slowed-up serotonin 
metabolism of the brain, whereby the trypto- 
phan mobilized from the periphery would serve 
as a sort of ‘endogenous antidepressant’ provided 
by the organism itself. On the other hand, it 
could be argued equally well that the observed 
rise in the free plasma tryptophan values may 
be one of the aetiological factors responsible 
either for depression or for certain of its symp- 
toms. Such symptoms might include, e.g. 

inhibitedness and fatigue, and this, again, 

might be explained on the basis of the hypnotic 
properties tryptophan is supposed to possess. 
Further research is of course necessary in order 
to find answers to these questions. 
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Psychosocial Consequences of Therapeutic Abortion 


King’s Termination Study ITI 


Ву Н. 5. GREER, SHIRLEY LAL, S. C. LEWIS, 
Е. М. BELSEY and К. W. BEARD 


Summary. A follow-up study is reported of a consecutive series of 360 women 
who underwent termination of first trimester pregnancies by vacuum aspiration. 
Each patient received brief counselling before termination. Follow-up exam- 
inations were carried out by means of detailed, structured interviews at 
three months and between 15 months and two years (mean: 18 months) after 
termination. Outcome was assessed in terms of psychiatric symptoms, guilt 
feelings, and adjustment in marital and other interpersonal relationships, sexual 
responsiveness and work record. Compared with ratings of psychosocial adjust- 
ment before termination, significant improvement had occurred at follow-up in 
respect of psychiatric symptoms, guilt feelings and interpersonal and sexual 
adjustment; there was no significant change in marital adjustment. Adverse 


psychiatric and social sequelae were rare. 


INTRODUCTION 

Medical opinions on the controversial topic 
of legal abortion still depend, all too often, 
upon emotional rather than factual considera- 
tions. In particular, there is a paucity of 
detailed, systematic data about the psycho- 
logical and social sequelae of abortion. Of the 
handful of follow-up studies of aborted women 
in Britain, those of Clark e£ al. (1968), Todd 
(1972), and Hamill and Ingram (1974) were 
based solely on postal enquiries. Only two com- 
prehensive studies in which large groups of 
patients were actually interviewed have been 
reported, one from London (Pare and Raven, 
1970), and the other from Aberdeen (McCance 
et аі, 1973); both were begun before the 
Abortion Act came into force in 1968. Since 
that time, legal abortion has become available 
to a much wider range of women, about whom 
very little is known. The present study deals 
with a particular group of women whose 
psychological and social adjustment after abor- 
tion has not been reported so far in this country, 
viz. women with early pregnancies (less than 
twelve weeks) terminated since the Abortion 
Act by means of vacuum aspiratien. 
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METHOD 

A consecutive series of women who underwent 
termination of first trimester pregnancies at King’s 
College Hospital between April 1971 and April 1972 
was studied. The sample comprised 95 per cent of 
referrals for termination of first trimester pregnancies 
during this period. Termination (T.O.P.) was carried 
out in every case by the vacuum aspiration method. 
The technique, management of patients and gynaeco- 
logical sequelae have been described in an earlier 
paper (Lewis et al., 1971). Before T.O.P., patients 
received brief counselling (Beard et al., 1974), and 
information concerning tbeir current psychosocial 
adjustment was obtained. The required data were 
elicited by means of detailed, structured interviews 
and psychological tests; these took place less than 
one week before T.O.P., but after the gynaecologist 
had agreed to termination. The same investigator 
(S.L.) conducted the follow-up interviews three 
months after, and again between fifteen and twenty- 
four months after termination. Follow-up was carried 
out by asking patients to attend hospital for inter- 
view; if two successive letters brought no response, 
every effort was made to trace patients by visiting 
their last known address or by contacting their 
general practitioners. | 

Psychosocial adjustment was examined in terms of: 
(a) psychiatric symptoms assessed clinically and by 
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the Hamilton (1967) Rating Scale for Depression, 
(b) neuroticism and extraversion as measured by the 
Eysenck Personality Inventory (Eysenck and Eysenck, 
1964), (c) feelings of guilt about the abortion, and 
(d) social adjustment in the areas of marriage, other 
interpersonal relationships, sexual responsiveness and 
work record. Social adjustment was measured on 
three-point rating scales devised for each area. A 
previous study of a different population had shown 
these rating scales to have a high inter-rater relia- 
bility (Greer and Cawley, 1966). In the present study, 
all ratings were made by one of us (S.L.). The criteria 
upon which the ratings were based may be sum- 
marized as follows: 

Marital adjustment was recorded as ‘satisfactory’ 
where the usual feelings towards the spouse could be 
described as positive (i.e. ‘love’, ‘fondness’, etc.), 
where there was no serious, prolonged marital 
disturbance as evidenced by major, recurring con- 
flicts, frequent/constant friction or other gross dis- 
satisfaction with the marriage, and where separation 
had never been seriously considered. ‘Unsatisfactory’ 
adjustment was recorded where the usual feelings 
towards the husband were indifferent (i.e. ‘couldn’t 
care less’, ‘no feelings’) or negative (i.e. active dislike), 
where there was evidence of serious marital dis- 
turbance as above, or where separation was desired or 
intended or had actually occurred. Between these 
extremes, marital adjustment was rated as ‘mediocre’. 

Interpersonal adjustment (excluding husband/boy- 
friend) was assessed on: (i) ability to make friends— 
both superficial (acquaintances with whom patient 
gets on well) and close (with whom patient shares 
mutual affection and trust), (ii) adaptation to social 
situations, (iii) relations with first-degree relatives, 
and (iv) relations with others—i.e. more distant 
family, neighbours, work colleagues, etc. A ‘satis- 
factory’ rating indicated the ability to form superficial 
and close friendships and disturbance in no more than 


was recorded where patients could form either super- 
ficial or close friendships but not both, and where 
there was evidence of disturbance in up to two other 
areas. ‘Unsatisfactory’ adjustment indicated an in- 
ability for forming either close or superficial friend- 
ships, and disturbance in at least two other areas. 
Sexual adjustment was coded as ‘satisfactory’ if 
intercourse was usually/always enjoyable with orgasm 
at least one in three times on average. A rating of 
‘mediocre’ was made where intercourse was only 
enjoyable on a minority of occasions, or, if enjoyed 
usually, orgasm had never or very rarely been ex- 
perienced. ‘Unsatisfactory’ adjustment indicated 
complete absence of orgasrh and no enjoyment from 
intercourse or active dislike and avoidance of it. 


Work record was assessed on different criteria for 
housewives, employees/self-employed and students 
respectively. Housewives work record was rated 
according to whether they were managing the 
household efficiently: ‘satisfactory’; with considerable 
difficulty: ‘mediocre’; or were frequently incapable 
of managing the household: ‘unsatisfactory’. For 
employees or self-employed women, a ‘satisfactory’ 
rating indicated both efficiency and some job 
satisfaction, ‘mediocre’ indicated difficulties in coping 
with work or lack of interest/dislike, and ‘unsatisfac- 
tory’ was recorded where there was evidence of 
frequent job changes (not due to redundancy or 
other external factors) together with inefficiency or 
marked dislike of the various jobs. The work record of 
students was rated ‘satisfactory’ where they had 
passed examinations always or nearly always and 
showed interest in their studies, ‘mediocre’ where 
they failed up to one-third of examinations or ex- 
pressed lack of interest/dissatisfaction, and ‘unsatis- 
factory’ where they failed more than one-third of 
their examinations, or disliked their studies sufficiently 
to consider giving them up. 


RESULTS 


A total of 360 women were studied. Their age, 
marital state and social class distributions, 
extraversion and neuroticism scores on the 
EPI, and data relating to contraceptive know- 
ledge and practice have been published in the 
second report of the King’s Termination Project 
(Beard et al., 1974). In the present report we 
compare measures of psychosocial adjustment 
before T.O.P. with those obtaining (a) three 
months, and (b) 15 months to two years (mean: 
18 months) after termination. Three months 
after termination of pregnancy, 91 per cent of 
the original sample (326 patients) were inter- 
viewed. At the final follow-up 15 months to 
two years after Т.О.Р. we were able to trace 
only 217 patients (60 per cent), one of whom 
had died. Comparisons between the traced and 
untraced patients revealed that the latter group 
contained a higher proportion of single girls 
with tertiary education, born outside the 
United Kingdom. It proved impossible to trace 
many of these girls, as they had left London. 
Cases in which information was considered 
insufficient or unreliable were excluded from 
calculations. For this reason, as well as because 
ratings were not applicable to all patients in 
every area (e.g. marital adjustment), the totals, 
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differ in various tables. Because of limitations of 
space, only the main results are set out fully in 
tabulated form. 


Occurrence of psychiatric symptoms 

The occurrence of all psychiatric symptoms 
which were sufficiently distressing for patients 
to seek and obtain medical help was recorded. 
Although 42 women received treatment of some 
kind for psychiatric symptoms up to 2 years 
following T.O.P. (usually as out-patients from 
general practitioners or psychiatrists), two- 
thirds of these women (28) had in fact received 
psychiatric treatment before Т.О.Р., including 
6 who had made suicidal attempts. The pro- 
portion of patients requiring treatment for 
psychiatric symptoms fell significantly (p «0 01) 
from 29 per cent (63/216) before T.O.P. to 
19 per cent (42/216) following T.O.P. (Table I). 

The 42 patients who received treatment for 
psychiatric symptoms after T.O.P. were asked 
whether they considered these symptoms to be 
connected or not connected with the T.O.P. 
Only 4 patients (9:5 per cent) felt that their 
symptoms were connected with the abortion, 
25 patients (59:5 per cent) said that their 
symptoms were not connected, and 13 (31 per 
cent) were not sure. 


Severity of depression 
As a further measure of psychiatric morbidity, 
the degree of depression was measured, using 
the Hamilton Rating Scale (1967). Com- 
parison between the mean scores before Т.О.Р. 
:and three months later (Table II) shows a 


Tantra I 
Psychiatric symptoms requiring treatment 





Up to 2 years after Т.О.Р. 








Before Symptoms Symptoms Total 

T.O.P. present absent 
Symptoms 

present 28 (67%) 35 (20%) 63 
Symptoms 

absent 14 (33%) 139 (80%) 153 
Total 42 (100%) 174 (100%) 216 





Significant decrease in the presence of symptoms, 
р < о-о: (McNemar test, X*- 8-16, 1 df). 


highly significant improvement at follow-up 
(р < -oooor). 


Feelings of guilt 

Patients’ guilt feelings about the abortion 
were rated on a four-point scale: considerable, 
moderate, minimal and none. As many as 37 per 
cent experienced considerable or moderate 
guilt feelings before T.O.P., but at three months 
follow-up this proportion had dropped signifi- 
cantly (p <0-00001) to 13 per cent (Table IYI). 
Eighteen months after T.O.P. only 7 per cent 
still experienced considerable or moderate guilt. 
Included among the patients who experienced 
considerable guilt were a small number who 
actually regretted the termination. This applied 
to 9 patients at three months follow-up and to 8 
of these patients 18 months after Т.О.Р. 


Social adjustment 

Assessments of marital relationships, other 
interpersonal relationships, sexual adjustment 
and work record were made according to the 
criteria outlined earlier. Before T.O.P., marital 
relationships were rated as satisfactory in 75 per 
cent, mediocre in 12:5 per cent and unsatis- 


Taare II 
Hamilton rating scale for depression 


3 months Significance 
after of 
T.O.P. 





Before 


T.O.P, difference* 





Mean scores 
(п = 326) 11°67+6°18 4°98+3°95 p«0-00001 





* Wilcoxon matched-pairs signed-ranks test. 


Taste III 
Guilt about T.O.P. 








Degree of Before 3 и тырк уаш 
guilt T.O.P. POP.  change* 
Considerable 
or 
moderate 120 (37%) 402 (139%) 
Minimal р <0:00001 
ог попе 206 (63%) 284 (87%) 
Total 326 (100%) 326 (100%) 








* McNemar test, X? == 53°9, 1 df. 
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factory in 12:5 per cent. Similar results were 

found at follow-up three months and 18 months 
7 later, suggesting that T.O.P. was not a major 
factor influencing marital harmony. A signi- 
ficant improvement in other interpersonal relation- 
ships had recurred three months after T.O.P. 
when the proportion of patients with satisfactory 
adjustment had risen from 62 per cent before 
T.O.P. to 77 per cent (Table IV). 

There were 183 patients who reported 
changes in their interpersonal relationships 
since T.O.P. In 87 per cent (159 patients) the 
change was for the better, whereas the remaining 
I3 per cent (24) reported worse adjustment. 
Nearly all (95 per cent) the patients whose inter- 
personal relationships had improved attributed 
this improvement to the abortion; by contrast, 
only 50 per cent of those whose relationships 
became worse connected this with T.O.P. 


Sexual adjustment 

Sexual adjustment, too, improved significantly 
(p «:0:00005) after T.O.P. The proportion of 
women whose adjustment was rated as satis- 
factory rose from 59 per cent before T.O.P. 
to 74 per cent at three months follow-up 
(Table V). This improvement was maintained 
up to two years after T.O.P. 


Work record 

Ninety-six per cent of our patients resumed 
their normal daily work activities shortly after 
T.O.P.; the remaining 4 per cent had obvious 
difficulties in coping with their work during 
most of the three months following T.O.P. The 
ability to resume normal daily activities after 
T.O.P. was significantly correlated with ratings 
of work record before T.O.P. (Table VI). 


Tase IV 
Interpersonal relations 








Interpersonal 3 months Significance 
relations: 2o after of 
ratings po T.O.P. change 
Satisfactory 191 (62%) 237 К) 
Mediocre 93 (30%) 51 (17%) р<о:оооо 


Unsatisfactory 23 (8%) 19 (6%) 


307 (100%) 307 (100%) 





Total 
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Taste V 
Sexual adjustment 

Sexual 3 months Significance 
adjustment Lgs E after of 

rati петт T.O.P change 
Satisfactory 159 (59%) 199 (74%) 
Mediocre Во (30%) 44 (16%) p<o-00005 
Unsatisfactory 29 (11%) 25 (9%) 


Total 268 (100%) 268 (100%) 





Taste VI 
Work record 





Resumption of normal 
Work record activities after T.O.P. 








before 

T.O.P.: Without Some "Total 

ratings interrup- — interrup- 

tion tion 

Satisfactory 207 (98%) 4 (2%) аі (100%) 
Mediocre/ 

unsatisfactory 89 (92%) 8 (8%) 97 (100%) 
Total 296 (96%) та (4%) 308 (100%) 








X! = 7:16, 1 d$ p < o-or. 


Eysenck Personality Inventory Scores and 
psychosocial adjustment 

The relationship between Extraversion (E) 
and Neuroticism (N) scores obtained on the 
Eysenck Personality Inventory before Т.О.Р. 
and clinical ratings of psychosocial adjustment 
three months after T.O.P. were analysed. No 
significant correlations were found in respect 
of sexual adjustment and work record. However, 
the E and N scores before T.O.P. were signi- 
ficantly correlated with post-abortion marital 
adjustment, interpersonal adjustment, and the 
presence of psychiatric symptoms requiring 
treatment. As shown in Table VII, lower 
Neuroticism and higher Extraversion scores 
were associated with satisfactory marital and 
interpersonal adjustment ratings and with the 
absence of psychiatric symptoms, though the 
association between the latter and extraversion 
just fails to reach statistical significance. 


Discussion 
The present study highlights the formidable 
difficulties of following up a large series of 
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ТАвгв VII 
EPI scores before T.O.P. and subsequent psychosocial adjustment 











Neuroticism Extraversion 
Psychosocial outcome R Mean Significance Mean Significance 
score of difference score of difference 
Psychiatric symptoms: 
Absent — .. Sie 147 14°16-+4°36 t = 9:41 14°25+3-82 t= 1°55 
Present .. е a 36 16-g2+4'23 p < 0'0005 13°17 43:58 Not significant 
Marital relations: 
Satisfactory es ў, 87 14°38+4°62 Zz = 2:79 13°524+3°37 t= 1:79 
(Mann-Whi 
U test) 
Mediocre/unsatisfactory .. 17 17:59-4-2:83 р < 01002}  I1:944-2:99 р < 0.05 
Interpersonal relations: 
Satisfactory ad 2s 210 14*1043-4:50 t = 2°39 14°40+3'44 t = 2:93 
Mediocre/unsatisfactory .. 64 15:632-4:36 р < оо: 12:91-4'00 р «0:005 





women after Т.О.Р. There are obvious reasons 
why these women do not welcome being followed 
up for any prolonged period; the enthusiasm 
of investigators in tracing their patients must 
be tempered by an acknowledgement that some 
patients simply do not wish to be followed up. 
In the case of studies conducted in London, 
such as ours, these difficulties are compounded 
by the fact that a sizeable proportion of patients 
whose pregnancies are terminated in the capital 
come from other parts of the British Isles or have 
no fixed abode and therefore cannot be traced 
and interviewed. As a result, our follow-up rate 
dropped from gr per cent three months after 
T.O.P. to 60 per cent after an interval of 15 
months to two years. As noted previously, the 
patients who could not be traced at the last 
follow-up examination differed in some respects 
from those who were interviewed. The charac- 
teristics in which they differed (ie. marital 
state, educational level, country of birth) were 
found not to be related to any of the measures of 
psychosocial outcome; hence it is likely that the 
present outcome results apply to the whole 
sample. Nevertheless, it would seem prudent to 
regard any conclusions drawn about outcome 
15 months to two years after Т.О.Р. as tentative 
only. 

To what extent is our sample of patients 
representative of women with early pregnancies 
currently undergoing legal abortion in Britain? 


No precise answer is possible, since the factors 
which contribute to the referral and selection of 
women for T.O.P. are many, varied and often 
unknown. The present study was carried out 
several years after the introduction of the 
Abortion Act. The great majority of patients 
were aborted on the grounds that continuation 
of the pregnancy would involve risk of injury to 
the mother’s mental health or to that of her 
children. This provision under the Act was inter- 
preted liberally, i.e. any risk, however small, 
was considered sufficient to warrant Т.О.Р. 
providing such risk appeared to be greater than 
that ensuing from T.O.P. itself. Accordingly, 
our patient sample represents 95 per cent of all 
women with first trimester pregnancies referred 
for T.O.P. during the period of study. 

An important source of error in psychological 
studies of women referred for possible T.O.P. is 
that patients! responses are likely to be coloured 
by their wish to influence the doctor's decision 
regarding T.O.P. In the present study, this 
error was avoided by conducting the psycho- 
logical interviews and tests after patients had 
been accepted for termination. 

Our results demonstrated that legal abortion 
undertaken before the twelfth week of preg- 
nancy by means of vacuum aspiration and 
accompanied by brief counselling carried only 
minimal risk of untoward psychological and 
social sequelae up to two years afterwards. 
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Indeed, we found evidence of significant im- 
provement following T.O.P. in respect of fre- 
` quency and severity of psychiatric symptoms, 
feelings of guilt, interpersonal relations and 
sexual adjustment. 

To verify these findings further similar follow- 
up studies are required. 

However, notwithstanding differences in the 
patient samples and in methods of assessing 
outcome, the present results agree closely with 
both those of Pare and Raven (1970) who 
found ‘remarkably little psychiatric disturbance’ 
following T.O.P., and those of McCance et al. 
(1973) who reported ‘dramatic reductions’ in 
depression and other disturbances between the 
time of referral for T.O.P. and follow-up 
approximately 18 months later. To our know- 
ledge, no contrary findings have been reported 
` in Britain. Several years ago, when considering 
various possible justifications for the Abortion 
Act, Sir George Godber suggested that *. . . the 
greatest gain could be in relief from distress not 
measurable in statistical terms’ (Godber, 1969). 
In the present sample of women, we have been 
able to observe such relief and to document it 
statistically. 
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The Outcome of Adolescent School Phobia 


By IAN BERG, ALAN BUTLER and GABRIELLE HALL 


Summary. A hundred-and-twenty-five school phobic youngsters had been 
treated in a psychiatric in-patient unit for young adolescents of secondary school 
age over a seven-year period; a hundred of them were reviewed on average three 
years after discharge. About a third of cases were found to have improved little; 
they had persistent severe symptoms of emotional disturbance and continuing 
social impairment. Another third had improved appreciably and were 
affected by neurotic symptoms rather than social impairment. The remaining 
third had improved substantially or completely. School attendance difficulties 
had remained in about half of all cases. Subsequent difficulties in going to work 
were less pronounced. The best predictor of outcome was clinical state on 
discharge. High intelligence also emerged as a significant predictor of poor 
outcome. Five girls and a boy had already developed severe and persistent 
agoraphobic difficulties when reviewed. It was found that severe school phobia 
in early adolescence resembled adult affective disorders in some clinical features 


and in outcome. 


INTRODUCTION 

This is a report of a follow-up study carried 
out on youngsters previously treated for school 
phobia in a hospital in-patient unit. One- 
hundred of them were reviewed about three 
years after discharge. The features of many of 
these cases have been described previously 
(Berg, Nichols and Pritchard, 1969; Berg and 
McGuire, 1971; Berg, Butler and McGuire, 
1972; Berg and McGuire, 1974; Berg, Butler 
and Pritchard, 1974; Berg and Collins, 1974). 
It seems likely that youngsters who suffer from 
school phobia are more prone to agoraphobia 
or other neurotic disorders in later life (Berg, 
Marks, McGuire and Lipsedge, 1974; Tyrer 
and Tyrer, 1974). 

The aim of the investigation was to see how 
disturbed, in terms of psychiatric symptoms and 
failure to make a satisfactory adjustment, these 
school-phobic children remained throughout 
the period of follow-up, and to relate outcome 
to some clinical features ascertained at the 
time of discharge. 


PROCEDURE 
The sample 


Efforts were made to contact all cases of school 
phobia that had been treated as in-patients at High 
Lands Adolescent Unit in the years 1965 to 1972 
inclusively. There were 125 children in all. Thirty 
of the 100 successfully reviewed cases attended out- 
patient clinics, where the youngster was interviewed 
by a psychiatrist (I.B.) and the mother was seen by 
a psychiatric social worker (A.B. or G.H.). The 
other 70 were visited at home by one or two of the 
three social workers attached to the Unit where the 
mother was interviewed usually in the presence of 
the youngster. 

Of those 25 who could not be reviewed, five could 
not be traced or had moved away from the district 
and the remainder refused further contact. A ques- 
tionnaire was sent to the last-known general practi- 
tioner of these 25 cages that could not be followed-up 
directly. The questions were: 1. Did he/she continue 
to attend school normally after he/she left the Unit? 
2. Was there any subsequent difficulty with work? 
з. Did he/she attend a psychiatist? 4. Did he/she 
come to you for nervous problems? For purposes of 
comparison the same questionnaire was also sent to 





For many years, the typical insidious mental deterioration of old age 
has been mistakenly attributed to arterial disease. This concept has 
now been challenged’. Hydergine treats the primary defect: impaired 
metabolic activity in the neurone. Pharmacological studies have 
shown that Hydergine-conserves key agents associated with neurona 
metabolism, improves the energy balance of the cell and normalises 
the EEG. Clinical results are consistent with these findings 


Hyder gi ne in mental impairment in the elderly 


acts directly to improve cerebral metabolism 


1 Lancet, 2, 207, 1974 Each tablet contains as active principle 1.5 mg of the mesylates 0! dihydroergocornine, dihydroergocristine. and i!ihydroergokryps Á 
tine in equa! proportions. HYDERGINE is a Registered Trade Mark. Further information. inrlidina nro n mime 


Donmiinre s аа 


ri haloperidol in doses as high as 200mg 
daily, is a safe and effective agent for use 
in the rehabilitation of монсу 


hospitalised psychotics.”” 
HALDOL длр. (Adequate 
Individualised Dosage) 
...à new dimension in the 
treatment of chronic 
schizophrenia. 





30,000 chronic schizophrenics still remain permanently 
hospitalised in Britain." Many of these patients have never shown 


the capacity to respond to phenothiazines at either conventional adequate, individually 






























































or high doses; they remain unresponsive and withdrawn, often тис oe the 

obsessed by their delusions or hallucinations. р рге ане d 

Recently it has been found that Haldol (haloperidol) when used in chemotherapeutic regimen 
* excess of the traditional dosage levels can be significantly for chronic treatment 

effective, regardless of age or chronicity, in such patients." resistant psychotics’? 

Those experienced with Haldol therapy at dosage of between 

30mg and 200mg or more daily, testify to its remarkable safety at 

these levels and that it does not cause a significantly higher 

incidence of extrapyramidal reactions than at traditional doses. 

Haldol ALD. (Adequate Individualised Dosage) represents a new | 

dimension in the treatment of chronic schizophrenia. Many € Those experienced with 

patients previously considered to be ‘treatment resistant’ respond high dose haloperidol 

beneficially to Haldol АЛО. The impact of witnessing and therapy testify that it is 

participating in the improvement and release of a large number of remarkably safe and that it 

‘hopeless’ patients over a short period of time was evident in the | does not cause a 

changed attitudes by the staff toward those patients remaining. ; significantly higher 


__ incidence of extrapyramidal 
j reactions than low dose 
therapy??* 









. Adequate Individualised Dosage (A.1.D.) 


Initial dosage should be based on the severity of symptoms, age, 
weight, health, previous response to neuroleptic drugs,and - 
concomitant disease states. It is important to increase dosage 
progressively until maximum control of symptoms has been 
achieved. Thereafter dosage may be reduced gradually to the 
lowest effective maintenance level. 


A dosage form for every need for convenience in sic | 
individualizi К ack of hypotensive | " 
individualizing dosage: side-effecke madethis | 
M (Haldol) an especially useful 1 
agent in the older age 


group»? 








4 tablet strengths 0.5mp, 1.5mg, 5mg and 10mg 











Tasteless oral liquid Clear colourless, tasteless 

C eed odourless liquid containing 2mg haloperidol BP. 
per ml, especially suitable for the patient unable 
or unwilling to-swallow tablets. 


"A — Arapid acting injection Ampoules containing 


5mg haloperidol BP. in Iml aqueous solution. - 











= V Anescalating number of 
| atients have been and are 


: | i ed with gradual 
HALDOL (haloperidol) | е оош 
parenteral haloperidol to 


discovered-researched-developed doses ranging from 30mg to 
















































































































































by Janssen 200mg or more daily*** 
Jata sheet and further information is available from: 
Ja Janssen Pharmaceutical Ltd., 
5 Janssen House, Marlow, 
Bucks. SL7 1ET 
Rl е at us «On the basis of 15 years of 
, Howard, lames $, : Dis. Nerv, Syst 7, Man, Pang L, Chen, CH, : : ini 
35458-463 1974) Pyschosomatics 1459-63 (197 31 world wide clinical И 
2, Mina (NAMM) Information Bulletin 8. Oldham, A.f Batt, М. Acta Psychiatrica experience with haloperidol 
April 1975 Scandinavica 47:369 (1 H 1 
3, Howard, James S. and Schmidt, KT, : 5, Smith, GR, Taylor, CW, Linkous, P, : it can be confidently 
Psychosomatics M355-361(197 3: Psychosomatics 154-138 1974) asserted that this 
4 Nery, Syst. 10. Min-Min Tsuang et ak Journ. af the Am, neuroleptic is a safe and 
Я 972 Geriatric Soc, 19:393-600 197 1 ff 1 d $95 
5. Reschke, RW. : Dis. Nerv, Syst. 11. А.А. Sugarman et a Amer. |. Psychiat. effective rug 
35112-1115 (1974) 12071190 (1964; | 
>. Rubin, Ra: Alabama }. Med. Sciences 12, Lapolla A. et al Int Neuropsych, 





$414 (1971) 568:Aug 1967 





0. TRADE MARK 


Wellcome 





BY IAN BERG, ALAN BUTLER AND GABRIELLE HALL 81 


a random sample of 25 of the hundred youngsters 
_ reviewed. There were 12 replies in the first group 
and 15 in the second. 


Reliability 

A standard form* was completed during the 
interview. It covered psychiatric symptoms and 
adjustment. A picture of the clinical state over the 
interval since discharge was built up retrospectively. 
The proportion of time ill (incapacitating symptoms 
with marked social impairment), slightly improved 
(marked symptoms with mild or moderate social 
impairment), much improved (mild or moderate 
symptoms with minimal social impairment) and 
well (absence of symptoms and normal social adjust- 
ment) was estimated and recorded as described by 
Kerr, Roth, Schapira and Gurney (1972). 

Two of the social workers carried out 19 joint 
interviews in the youngsters’ homes. One asked the 
questions and both made independent ratings. In 
15 instances the severity/duration estimates outlined 
above were identical. In three cases one duration 
category was different. In only one rating was 
severity of disturbance grossly disparate between the 
two estimates.. 

The psychiatrist’s ratings of the youngster and the 
social worker’s ratings of the mother were also 
compared in 25 instances. Fifteen ratings were 
identical. In seven cases slight duration differences 
were present. In three there were differences of 
severity; the children tended to underestimate their 
difficulties. The composite r was 0-9. 


Analysis of data 

The data derived from the responses of mothers to 
the follow-up interviews was converted into three 
variables measuring improvement in a positive 
direction and positively correlated. This was done in 
the way described by Kerr, Roth, Schapira and 
Gurney (1972). The first variable was well scores, 
the second was well plus much improved scores, and the 
third was well plus much improved plus slightly improved 
scores. Percentages of time spent in the clinical states 
corresponding to these variables were changed into 
integers on ап cight-point scale (о per cent = 1, 
1-10 per cent = 2; 11—25 per cent = 3; 26-50 per 
cent = 4, 51-75 per cent = 5; 76-90 per cent = 6, 
91-99 per cent == 7, 100 per cent = 8). The results 
were punched on cards for analysis on the Leeds 
University I.C.L. 1960A computer using a standard 
system of programs (Hamilton, McGuire and Good- 
man, 1965). The data on the three variables described 
were correlated and subjected to a principal compo- 


* Copies of this form are available from I.B. on request. 


nent factor analysis. The first general component 
account for 61 per cent of total variance was the best 
weighted combination of outcome ratings measuring 
improvement. Standardized component scores were 
converted into whole number subscale scores lying 
along a nine-point scale (—1:2 to —оО.8 = 1, 
—0*7 to —0:9 = 2, —0:2 to +0'2 = 9, +0°9 to 
40:7 = 4, +0°8 to +1-2 = 5, 4-1:3 to 4-177 = 6, 
+1°8 to +2:2 = 7, --2:3 to +2'7 = 8, +2°8 to 
+3:2 = 9). Items of information available at the 
time of discharge (namely age, sex, social class, full 
scale IQ and length of stay in hospital) were then 
used to carry out a multiple regression analysis with 
the outcome subscale as the criterion. 


RESULTS 
Cases not reviewed 


Comparisons between the тоо followed-up 
cases and those 25 who were not able to be seen, 
revealed no significant differences as far as age, 
sex, social class, length of stay in the Unit and 
full scale IQ were concerned. Comparisons 
between the 12 cases not reviewed and the 15 
youngsters reviewed, using questionnaire data 
obtained from general practitioners, are shown 
in Table I. 


TABLE I 
Frequency of difficulties after discharge: comparison of 
12 cases not reviewed and 15 cases followed-up, on 
replies to a questionnaire sent to the general practitioners 
of 25 cases not reviewed and a random sample of 25 
taken from the 100 youngsters reviewed 








Subse- ee 
School quent S 
aw doctor 
atten- work hia f 
dance atten. PSycnia- 9E 
problem dance Bet Ma pues 
problem propier 
Cases not 
reviewed 3 2 2 5 
n = 12 
Савез 
reviewed 3 3 2 6 
n = 15 





Clinical outcome 

For the sake of convenience, the 100 cases 
reviewed are described in four groups of de- 
creasing severity. There were no significant 
differences (P > 0:05) between mean ages on 
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interview (which varied between 16 and 17:5 
years) or mean durations of follow-up (which 
varied between 2:5 and 3:5 years) of the four 


groups. 


Group 1 comprises 17 youngsters who were 
rated as ill some part of the follow-up period. 
This was the worst affected group. Two of them 
were rated as ill all the time and six were found 
to be ill over 50 per cent of the time. None of 
this group had managed to resume regular 
attendance at an ordinary day school. Only 
nine had worked relatively normally for at 
least six months. Most stayed in the house a 
great deal and had few or no friends. Four girls 
and a boy had suffered from persistent and 
marked agoraphobic symptoms; two of these 
had received out-patient treatment over a long 
period. Five others had received psychiatric 
treatment. Two had been admitted to hospital 
with depressive conditions; one of them had 
been given ECT. Two youngsters with severe 
schizoid personality traits had also been admit- 
ted to psychiatric hospitals; one had been 
diagnosed schizophrenic. The fifth, a girl, had 
an incapacitating neurotic illness with obses- 
sional features; she had received out-patient 
psychiatric treatment. 


Group 2 comprises 18 youngsters who were 
never considered disturbed enough to be rated as 
ill but who were found to be only slightly 
improved for more than 50 per cent of the time. 
Half of those who were of school age 
during the follow-up period had marked school 
attendance difficulties. Of those past school- 
leaving age, a quarter were unable to work 
normally for a span of at least six months. Two 
thirds of the group had very limited social 
contacts. A third stayed in excessively. Two 
girls had received regular psychiatric treatment 
as out-patients; in one case this was for marked 
and persistent agoraphobic symptoms. Three 
girls had predominantly depressive symptoms, 
one girl had obsessional symptoms and four 
youngsters had mainly anxiety symptoms. 


Group 3 comprises 38 youngsters who were 
not sufficiently disturbed to be categorized as 
either ill or slighily improved more than half the 
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time. Eleven were slighily improved less than 
50 per cent of the time and 27 were in the much 
improved category more than 50 per cent of the 
time. Half the group had school attendance 
difficulties. About one in ten had work problems. 
Between a quarter and a fifth had very limited 
social contacts and stayed in excessively. Two 
thirds had persistent neurotic symptoms, in- 
cluding those of anxiety, depression and 
obsessions. Two had received out-patient psy- 
chiatric treatment. 


Group 4 comprises 27 youngsters who were 
well all the time (n = 17) or over 50 per cent 
of the follow-up period (n = 10). A fifth of the 
group had some school attendance difficulties. 
Less than a tenth had problems going to work. 
Even fewer had either difficulties with staying 
in or limited social contacts. Some depressive 
problems occurred in three youngsters, anxiety 
symptoms in two and obsessional difficulties in 
two. None had received psychiatric treatment. 


Course 

The proportion of youngsters considered well 
doubled from 18 per cent at discharge to 38 per 
cent after four years. However, the proportion 
of cases categorized as ill remained at just over 
10 per cent throughout the follow-up period. 
There were no significant sex differences in 
these respects (Fig. 1). 

Just 50 per cent of the тоо successfully 
followed-up cases did not change over the 
follow-up period. Of these, 17 (13 boys and 
4 girls) were rated as well, 21 (13 boys and 8 
girls) were much improved, 10 (5 boys and 5 girls) 
were slightly improved and 2 (both girls) were ill 
all the time. 


Prediction of outcome 

The outcome subscale had a mean value of 
3:2, standard deviation 2:0. The multiple 
correlation coefficient R was 0-49. It was found 
to be highly significant (P < o-oor) using both 
the L criterion (x? = 26, df — 5) and the 
Е ratio (Е == 6:2, df 5/94) as described by 
Hope (1968). A comparison between the 
variance accounted for by the regression and 
the remainder was also highly significant 
(Е == 5:9, P < o-oor). 
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Fig. 1 


The multiple regression analysis was repeated, 
excluding full scale IQ from the list of predictor 
variables since it correlated —o-41 with the 
outcome subscale criterion. This reduced R to 
0:27 and the regression was no longer significant 
(P > 0-05). The difference between the analysis 
using five and that using four predictor variables 
was tested as described elsewhere (Berg, 
Collins, McGuire and O'Melia, 1975). This 
showed that full scale IQ was a highly significant 
(Е = 20:1, Р < 0-001) predictor of outcome 
(mean outcome score on those with FS IQ up 
to and including 105 (n = 60) was 3-8, mean 
outcome score on those with higher FS IQs 
(n = 40) was 2:3, F = 17:0, P < 0:001). It 
was negatively associated with the outcome 
subscale scores. 


Discussion 
Previously, 21 of the 125 school phobic 
youngsters admitted to High Lands were 
reviewed about a year after discharge (Berg, 


1970). This provided an opportunity to discuss 
differences between school phobia occurring in 
relation to primary school and that affecting 
youngsters of secondary school age. It also 
provided an opportunity to outline the results of 
other follow-up studies of school phobics, 
particularly those involving older children and 
those admitted to hospital for treatment 
(Rodriguez, Rodriguez and Eisenberg, 1959; 
Hersov, 1960; Warren, 1960; Weiss and Cain, 
1964; Coolidge, Brodie and Feeney, 1964; 
Warren, 1965). The findings in the previous 
study were in keeping with those referred to in 
the literature. The clinical outcome of the 
hundred cases described here was also similar 
to that reported in other investigations in that 
about a third improved little (groups 1 and 2), 
a third improved appreciably (group 3) and a 
third improved substantially or completely 
(group 4). It was also similar in that a half were 
either unable to return to school or had marked 
attendance difficulties when they did so. Like- 
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wise, those who reached school-leaving age had 
less difficulty going to work than they had 
attending school; as was found in a comparable 
group (Capes, Gould and Townsend, 1971). 

It has been argued as a result of retrospective 
studies of adults with agorapbobic and other 
affective disorders (Berg, Marks, McGuire and 
Lipsedge, 1974; Tyrer and Tyrer, 1974) that 
more school phobic youngsters develop these 
disturbances in later life than would be expected 
on the basis of chance. The finding that six 
youngsters had already developed severe and 
persistent agoraphobic difficulties in the present 
study, nine others had been treated by psychia- 
trists, and at least a third of the group had 
severe symptoms of emotional disturbance and 
definite social impairment is in keeping with 
the view that school phobia is likely to lead to 
psychiatric problems in later life. 

The outcome with the school-phobic young- 
sters was similar to that of a group of affective 
disorders in adults, using the term to include 
all disturbances ‘in which a mood change of 
anxiety or depression was primary and pre- 
dominant’ (Kerr, Roth, Schapira and Gurney, 
1972). The proportion of school phobics whose 
clinical state did not change during the period 
of follow-up was the same as the proportion in 
adult affective disorders. The proportions of 
cases in each group in the four improvement 
categories on discharge, and at the end of the 
follow-up period, were very similar. 

Except for the fact that five out of the six 
youngsters who had become frankly agoraphobic 
by the end of the follow-up study were girls, 
there was no evidence of sex differences in out- 
come. It was previously found that, among 
school phobics, girls had more difficulties in 
using buses or going into town, and tended to 
stay at home more excessively than boys (Berg 
and McGuire, 1971), thus suggesting that they 
were more subject to agoraphobic difficulties. 
Neurotic conditions of younger adolescents, 
including school phobia, occur about equally in 
boys and girls, whereas affective disorders of 
adult life predominate in women (Rutter, 1972) 
with at least three women to two men in the case 
of agoraphobia (Marks and Herst, 1970). 

The best indicator of outcome was clinical 
condition on discharge, since half the cases did 
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not change during the follow-up period. The 
fact that the outcome was worse in the brighter 
children was unexpected. It suggests that school 
factors may be relevant to the problem of 
secondary school phobia. Previous studies of 
educational attainment did not support this 
view (Berg, Collins, McGuire and O’Melia, 
1975). It seems likely that patients with severer 
problems were kept in hospital longer than 
others; beneficial effects of hospital treatment 
may have been masked because of this. Length 
of stay in the Unit was thus not related to 
outcome, 

From the replies received from general 
practitioners, the cases not reviewed appeared 
very similar to the ones actually followed up. 

Affective disorders in adults include acute 
conditions in which agoraphobic symptoms may 
appear for the first time only to disappear when 
the illness clears up. They also include more 
chronic disturbances in which acute affective 
disorders are superimposed on persisting states 
of anxiety and agoraphobic symptoms (Kerr, 
Schapira, Roth and Garside, 1970). The 
follow-up study reported in this paper suggests 
that a similar state of affairs may exist in 
adolescents who develop school phobia suffi- 
ciently severe to warrant hospital admission. 
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School Phobia in the Children of Agoraphobic Women 


By IAN BERG 


Summary. As part of a survey of agoraphobic women in the general population, 
it was found that school phobia occurred in their children to a greater extent than 
would be expected. The average incidence in children aged 11 to 15 was 14 per 
cent. ‘The women with school phobic children had had school phobia themselves 


to an undue extent. 


Previously, the incidence of past school 
phobia in agoraphobic women was investigated 
by a survey of members of a nationwide agora- 
phobic correspondence club (Berg, Marks, 
McGuire and Lipsedge, 1974). The question- 
naire used included items concerned with the 
children of the women surveyed, inquiring into 
school phobic difficulties. 'This paper examines 
the findings. 


PROGEDURE 

The questionnaire: its construction, distribu- 
tion, analysis and its reliability, was described 
and discussed in detail in the previous paper. 

School phobia was assumed to have been 
present when mothers answered ‘yes’ to the 
question: ‘Has the child ever completely refused 
to go to school for longer than one or two days 
since starting Junior School at 7?” 

The relationships between answers to this 
question and other possible indicators of school 
phobic difficulties were looked at comparing 
frequencies and using x? tests. The relevant 
items were concerned with staying off school for 
*several weeks at a time over several years with 
pains, chest trouble or sickness', reluctance in: 
travelling by bus, going into shops alone, 
travelling away from home, playing out and 
separating from mother. 

Mothers who had a school phobic child were 
compared with an equivalent number randomly 
selected from mothers who had non-school 
phobic children in the same age range, 7 to 15. 
The comparison involved 34 adult fears and 
21 non-phobic problems as well as fears and 


other difficulties affecting them in the past. 
Groups of agoraphobic women had been com- 
pared using these variables in the previous 
investigation (Berg, Marks, McGuire and 
Lipsedge, 1974). Analyses of variance were 
used. 


Computations were carried out on the 
University of Leeds, 1906A I.C.L. computer 
using amongst others, a standard set of pro- 
grams (Hamilton, McGuire and Goodman, 


1965). 


RESULTS 

Six-hundred-and-ninety-seven of the 786 
women surveyed were married and 583 of 
them had at least one child irrespective of age. 
Two-hundred-and-ninety-nine had at least one 
child aged 7 to 15. 

Looking at the women with a child between 
7 and 15 inclusively (Table I), the overall 
incidence of school phobia in their children was 
7 per cent (boys 5 per cent, girls g per cent). 
When their children of secondary school age, 
її to 15 inclusively, were considered, the 
overall incidence of school phobia was 14 per 
cent (boys 11 per cent, girls 16 per cent); this 
varied between 6 per cent and 1g per cent, the 
highest incidence was at age 12. There were 
significantly more school phobic youngsters of 
secondary school age than of primary school age 
(x^ = 5:3, p < 0:05). Affected siblings of both 
sexes were roughly evenly distributed through- 
out the nine age groups. There was a significant 
excess of school phobic girls in sibships of two 
compared to boys (x? = 8:1, p < 0-01). 
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TABLE I 
Two-hundred-and-ninety-nine agoraphobic women with at least one child aged 7 to 15: Frequency of school 
phobia in their children 
Sibship of one Sibship of two Sibship of three or more 
Number Number Number 
Number of women Number of women Number of women 
of women witha of women witha School of women witha School 
with a school with a school phobic with a school phobic 
child phobic child phobic sibling child phobic sibling 
this age child this age child this age child 
this age this age this age 
Oppo- рро- 
( aa ) Boys Girls Boys Girls Boys Girls Boys Girls peas n Boys Girls Boys Girls pens Е 
7 10 7 o о 11 7 о о o 2 7 I о о І о 
8 2 и 1 о 12 16 о о І І 9 3 o o I o 
9 19 18 о о 14 6 o 5 2 I 5 2 o I o o 
10 8 8 o о 18 8 о І 1 1 3 5 о о о о 
11 6 5 о о 8 16 І 2 I I 8 12 о о 1 І 
12 3 10 1 2 її 9 I 4 I І 3 I 1 I 1 ї 
13 6 mn I о її 5 I I о 2 8 7 1 o o o 
14 10 9 o 2 7 4 o о 1 о І 3 о о о о 
15 7 10 І о 8 i1 2 2 2 I 6 5 o o o о 
Total 75 84 4 4 соо 82 5 15 9 10 50 39 2 2 4 2 


There were significant associations ( x? > 6-6, 
р < 0:01) between the occurrence of school 
phobia in a child and the various other indi- 
cators of school phobic difficulties, concerned 
with missing school, travelling, going into shops, 
leaving home, playing out and separating from 
mother. These associations were not affected 
by the age at which school phobia occurred. 

Comparisons between women with a school 
phobic child and those without (Table II) 
showed that the former had more current fears 
and other problems and more fears when they 
were children than the latter. These differences 
either involved a history of previous school 
phobia, attendant difficulties in childhood or 
adult fears, notably of being sick and of dark- 
ness, which were found to be associated with a 
history of school phobia (Berg, Marks, McGuire 


and Lipsedge, 1974). 


COMMENTS 


The answer ‘yes’ to the question: ‘Has the 
child ever completely refused to go to school 


for longer than one or two days since starting 
Junior School at 7?’ seemed to be valid as an 
indicator of school phobia, as the affected child- 
ren had associated problems characteristic of 
this condition, such as staying home a lot, diffi- 
culties leaving home and problems travelling 
and going into shops. There was also a higher 
frequency of the problem in the early teenage 
years (Berg, 1970). 

It was found previously (Berg, Butler and 
Pritchard, 1974) that mothers of school phobic 
adolescents had an increased incidence of 
psychiatric disorder, about half of the 20 per 
cent affected suffered from an affective dis- 
turbance. This suggests that the greater inci- 
dence of school phobia found in the study 
reported here compared to what would be 
expected in the general population (Rutter, 
Tizard and Whitmore, 1970; Miller, Barrett, 
Hampe and Noble, 1971) is probably related to 
maternal psychiatric disorder in general, rather 
than to agoraphobia in particular. 

The greater number of school phobic girls 
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SCHOOL PHOBIA IN THE CHILDREN OF AGORAPHOBIC WOMEN 


Taste II 


Twenty-eight agoraphobic women with a school phobic child aged 7 to 15 compared to a random sample of 28 of those 
without: those with a history of school phobia and those without 





Random 
Fears and Mothers sample of 
other problems with mothers 
(which showed school without 
significant differences) phobic school 
in the histories of children phobic 
agoraphobic women n =28 children 
n = 28 
11. Having a bath .. T ‘6 4 
14. Seeing others being sick or 
being sick oneself i 9 3 
22. Speaking or = to an 
audience . Е .. 2:6 1:9 
27. Strong winds i 5s -7 `2 
28. Darkness . го МИ `9 kf 
33. Spiders .. 1:2 4 
57. Did school phobia occur? “4 1 
59. Fears asa child ofthedark 1-8 `9 
бо. Fears as a child of leaving 
parents 1-3 pic! 
63. Fears as a child of school 1:0 `2 
24. Thunder and lightning.. — 1-1 -6 
25. Sight of blood I'4 i) 


13. Talking to people not 
known well A 











Mothers Mothers 
with without 
school school 
phobic phobic 
children children 
Total Signi- ^ minus minus Total Signi- 
mean ficance those those mean ficance 
who had who had 
school school 
phobia phobia 
themselves themselves 
п=18 n-25 
4 "05 7 "2 4 05 
05 `9 3 "05 
* 2 . 05 — — — — 
„ 4 . 05 
5 01 6 E `8 "05 
8 ‘Ol — — ait pate 
+2 ‘Or = m 
`3 or 1:7 `9 1-2 05 
Ж 8 “OL `9 5 Е 05 
6 'оот 6 1 `2 "OI 
‘g Borderline — — — — 
‘1 Borderline — — mE — 
x" "0 8 Ө 5 *05 





found in family sizes of two confirms several 
other studies that have shown daughters of neur- 
otic women are more likelv to be neurotic than 
sons (Rutter, 1972). 

Some of the features of adult agoraphobia, 
particularly the preference for being in familiar 
surroundings, are quite typical of school phobia 
(Leader, 1974). The greater number of fears and 
other problems shown by the women who had 
school phobic children were almost entirely 
accounted for by the fact that they had suffered 
from the same problem when young themselves 
or had some of the features of those who had 
(Berg, Marks, McGuire and Lipsedge, 1974). It 
would thus appear that agoraphobic women 
who have had school phobia themselves are not 
only characterized by an earlier onset of sub- 
sequent agoraphobia and a severer psychiatric 
state as far as symptoms, not specifically agora- 


phobic, are concerned, but also by a tendency 
to have school phobic children. 
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Book Reviews 


AMERICAN HANDBOOK 


American Handbook of Psychiatry, Volume II: 
Child and Adolescent Psychiatry, Socio- 
Cultural and Community Psychiatry. Edited 

„by Gzratp Cartan. New York: Basic Books. 
Second Edition. 1974. Pp. xi 4-858. Index 22 рр. 
Price £11.25. 

The first and third volumes of this new edition of 
the American Handbook were reviewed in a recent 
edition of the Journal, while volumes IV to VI have 
yet to appear in this country. This second volume is 
on the same ambitious scale, with 66 contributions. 
It begins with Child Psychiatry, a topic which is so 
important that it deserves more than the 200 pages 
allotted to it in this six-volume work. The contents of 
the thirteen chapters in this section range widely; 
among the best are those by Ackerman and Behrens 
on family diagnosis, and by Eisenberg and Wender 
on minimal brain dysfunction, together with Minu- 
chin's lively description of structural family therapy 
and Cooper's practical account of the treatment of 
parents. 'There are however some curious omissions, 
for example, encopresis is not listed in the index, 
while enuresis has seven index entries but none to a 
systematic account of the condition. Nor is there a 
chapter on the psychological effects of chronic illnesses 
such as epilepsy and diabetes—surely an important 
topic for the child psychiatrist. As in the other two 
volumes, the approach is predominantly psycho- 
analytic. Although many topics are related to the 
extensive sections on human development in Volume 
I, the cross-referencing is not adequate. Despite 
these criticisms the section can be recommended as a 
valuable source of knowledge about current American 
child psychiatry, and it avoids one of the more 
annoying features of the volumes on adult psychiatry: 
the five chapters on treatment are conveniently next 
to those on the clinical phenomena, not separated in 
another volume. 

Section 2 reviews the psychiatry of adolescence. 
There are thirteen chapters, including Anthony's 
on psychotherapy for adolescents, Hilde Bruch's on 
eating disorders, and Beatrix Hamburg's balanced 
contribution on coping in early adolescence (one of 
the few that attempts to relate biological data to 
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psychodynamic ideas). Other topics include drug 
problems, residential treatment, delinquency, and the 
important and rather neglected issue of depression in 
adolescence. Several go to undue length to make 
sensible but rather straightforward points; the chapter 
entitled ‘Thinking about Health and Mental Health’ 
(sic) has the least to say in the most words. 

The section on Sociocultural Psychiatry is the most 
successful. Among the authors of its ten chapters are 
such well known figures as Leighton, the Dohren- 
wends, Gruenberg, Wittkower and Brody. Most of 
the chapters are concerned with ‘critical issues’ 
rather than systematic coverage of the field, a policy 
which may account for some of the unevenness in the 
quality of the chapters. Like the preceding section, 
this suffers from its over-written chapters (c.g. that on 
the important subject of the black minority groups), 
but on the whole it reaches a high standard. 

The last and longest section, with twenty chapters, 
is about community psychiatry. This broad and 
difficult topic is covered by a series of articles which 
consider a number of rather practical issues concern- 
ing the delivery of psychiatric care to the community. 
It makes interesting reading for those working outside 
the United States and it is a sharp reminder of the 
great differences in the delivery of health care 
between that country and our own. The contribu- 
tions, which are somewhat repetitious, consider the 
organization of mental health care nationally and 
within local communities; they deal with the ideas 
behind community health programmes and with 
practical advice for those engaged in the work; they 
consider programmes for different social organiza- 
tions—schools, colleges, industry; and for different 
client groups—drug abusers, alcoholics, and the 
suicide prone. In the midst of all this there is a 
very worthwhile chapter on the social breakdown 
syndrome by Gruenberg. 

This volume continues the style and approach of 
the two that have been reviewed already, and like 
therm. it is a considerable work. It would hardly be 
possible to produce a volume on this scale without 
some faults, and it contains much that is good. It will 
certainly add to the reputation of the Handbook. 
On the evidence of these three volumes, it is clear 
that the larger hospital libraries will do well to acquire 
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this new edition of the Handbook, expensive though 
it is; but it must be seen as adding to, rather than 
replacing, those standard texts which give a more 
systematic coverage of the clinical phenomena of 
psychiatry in children and in adults. 


MICHAEL GELDER. 


PSYCHOLOGY 


Psychology. Ву R. Brown and R. J. HERRNSTEN. 
London: Methuen. 1975. Pp. 762. Price £6.00. 


Major textbooks in psychology are not so much 
books written by authors as vast negotiated com- 
promises between various institutional forces in 
professional psychology. Thus the present volume, 
in spite of the protests of the authors that they are 
going to do something original, is a remarkable 
reflection of the single dominant gene that governs 
the inheritance of textbooks, All the traditional 
topics of learning, memory, sensory psychology, 
animal psychology, intelligence, the unconscious and 
so forth are given their exact and due weight. 
There may be serious argument in psychology 
whether animal psychology actually has anything 
meaningful to say about human behaviour, but in 
a textbook of this kind animal psychology is in- 
evitably set out in all its glory complete with illustra- 
tions and with pages on well-nigh unusable concepts 
such as ‘aggression’, 

Still, in terms of the marginal differences between 
textbooks, this volume gets good marks. It does not 
limit itself to the narrowest kind of academic psy- 
chology but includes a reasonable coverage of ideas 
in the field of normal psychology and current psycho- 
therapy. It treks from Skinner to Sartre and back 
again. Further, it is to the credit of the authors 
that they do not suffer from the obsessive desire of 
many psychologists to show the world how good they 
are at statistics; only six pages of the book are devoted 
to an exposition of statistical method. The authors 
admit that in spite of our long adherence to the 
experimental method much of psychology is still 
highly arguable, even if it is often afraid to enter the 
argument. The writing has escaped the worst excesses 
of American jargon(ism), and illustrations and 
experimental descriptions are clear and concise. 

For the psychologist it is one more useful book of 
reference. For the non-psychologist it is a sort of 
handy bedside book to dip into when sleep is slow 
in coming. A small dose will stimulate thought, a 
larger dose will help sleep to arrive. 


D. BANNISTER. 


Helplessness: On Depression, Development 
and Death. By Marti Е. P. SELIGMAN. 
University of Pennsylvania: W. H. Freeman 
and Company. 1975. Pp. 250. Reading. Price 
£4.70 (cloth), £2.40 (paper). 


Psychiatrists turning to colleagues working in 
related fields in their efforts to understand affective 
illness have had to choose between the arcane com- 
plexities of psychoanalysts and the fatuous naivety 
of learning theorists. Dr. Seligman is a cognitive 
psychologist and a learning theorist who has come 
to work in a department of psychiatry after a thorough 
apprenticeship in the animal laboratory. He has 
written an extremely good book. It is completely 
free of the tedious interdisciplinary polemic that so 
often disfigures books written by behavioural psycho- 
logists about psychiatry, and the author realizes that 
both his discipline and ours are stil in a fairly 
primitive state: more in need of thoughtful synthesis 
than of destructive sniping. 

Dr. Seligman's thesis is that an animal in a 
traumatic situation which he cannot control will 
learn to be helpless, and will eventually develop a 
state of inert passivity which is the paradigm for 
states of depression in man. It is essentially a cognitive 
theory: an individual’s expectancy that he is helpless 
and cannot control events decreases motivation to 
learn control and interferes with such learning. In a 
traumatic situation an animal will be in a state of fear 
as long as it is uncertain about the controllability of 
the situation, but eventually it will enter a profound 
depression. It is of interest that his theory predicts the 
correlation that can be demonstrated between anxiety 
and depression in community-based studies. 

The book reads very well: an unusual and buoyant 
amalgam of experiment, poetry and anecdote, with 
only occasional lapses into American whimsy with 
such phrases as ‘magic moments’ and the ‘dance of 
development’, The central argument about un- 
controllability and learned helplessness is applied to 
a wide range of conditions, including maternal 
deprivation, child development, institutionalized 
helplessness and even voodoo death and the evolu- 
tionary value of mood. It easily incorporates the 
‘giving-up, given-up’ syndrome into the general 
theory of the aetiology of states of minor depression, 
and is altogether such an attractive synthesis that 
one is disciplined to find fault with it. Indeed, why did 
it take so long for the theory to be formulated? 

One reason must surely be Brady’s ‘executive ape’ 
experiment, which showed that the animal with 
responsibility for lever-pressing to avoid shock 
developed ulcers, while the yoked ape receiving 
similar and uncontrollable shock did not. Your 
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reviewer has incorporated these experiments into 
undergraduate and postgraduate teaching for many 
years, usually linking them to the epidemiological 
evidence that there are higher rates for peptic ulcers 
in executives and foremen. Dr. Seligman points out 
an ingenious flaw in Brady’s design, and demonstrates 
different results with rats. But on a point of such 
importance one would have thought it would be 
worth while to repeat the experiment with monkeys. 
In summary, this is the best book on the aetiology 
of minor affective disorder that has so far come my 
way, and it deserves to be widely read. The book 
begins and ends with a reference to Dr. Seligman’s 
father. The author has written a book of which his 
father would have had good reason to be proud. 
Davi GOLDBERG. 


Silent Language. By MACDONALD CRITOHLEY. 
London: Butterworths. 1975. Pp. 231. Index 
8 pp. Illustrated. Price £9.50. 

This book is about communication through gesture, 
sign language and pantomime, and includes descrip- 
tions of occult sign languages, the symbolism of 
manual gestures, the hand signs of cinema usherettes 
and the communication systems of the Incas. It is 
attractively produced and well illustrated. The 
publication of the author’s earlier book The Language 
of Gesture coincided with the outbreak of the Second 
World War and it has long been out of print. The 
present volume is a revised and expanded version of 
the earlier work and includes some more recent 
material, such as a summary of the work of Bird- 
whistell. But this is not the report of experimental 
studies such as might be produced by an ethologist. 
The book’s tendency to become an attractive com- 
pendium is balanced by Dr. Critchley’s style and 
authority, particularly in the sections dealing with 
the neurology of communication disorders. 

The scientific value of the work is limited by the 
lack of a full bibliography for the many sources 
quoted, but there is a short list of recommended 
reading to aid the serious student; the latter is not 
likely to be deterred by the incorrect spelling of 
Irene Mawer (correctly quoted in the text) or by the 
incorrect title given to Darwin’s classic The Expression 
of the Emotions in Man and Animals on page її. 

The book tends to ooze culture and good breeding 
in a manner no longer fashionable and does not 
shrink from sweeping value judgements. The term 
‘vulgar’ appears frequently in an early section, but all 
is made clear when volubility is identified as charac- 
teristic of the Latins and Celts, while the relative 
immobility of the Nordic peoples is described in 
more positive terms as ‘poised’. This book should be 
of interest to all in the communication business. It is 


not intended to be a clinical textbook, but it may well 
stimulate activity in an important and relatively 
neglected area of study. 


Max HARPER. 


SUICIDE 


Suicide and Attempted Suicide. Public Health 
Papers No. 58. Edited by Erren M. Broose. 
Geneva: World Health Organization. 1974. 
Pp. 127. No index. Price Sw. fr. 8. 


The fashionably short title of this book is mis- 
leading: the contents are quite confined in scope. 
It is really two books, and the first part gives the 
results of a study on the reliability of national suicide 
statistics. When we read that reported death rates 
per 100,000 population from suicide and self-inflicted 
injury are 1-8 in Ireland and 24:5 in Czechoslovakia 
our automatic reaction is to suspect that the figures 
are counting different things. In particular we might 
guess that what is called suicide in Czechoslovakia is 
called something else in Ireland (p. 15). If we add to 
suicides the deaths from all ‘other’ accidents the 
variance reduces dramatically—the rates become 
28:4 and 60:9 respectively. Taking two more 
adjacent countries (p. 16), suicide rates in Norway 
and Denmark are 8-2 and 20:8, and their total rates 
become 45:8 and 45:4. 

The WHO study investigated three factors in- 
volved in the reported rates for suicide: ‘(a) the degree 
of certainty required before a death is described as 
suicide; (b) the method used in classifying an un- 
natural death; (c) the qualifications of the persons 
responsible for the decision’. The report provides a 
great deal of information on these matters, and 
explicitly recognizes that ‘there are often good reasons 
for not wanting to arrive at a true verdict, so that the 
deceased person may be buried with full religious rites, 
the relatives may not be left with feelings of guilt, and 
widows may not lose their husbands’ insurance money’ 
(p. 42). 

In an experiment designed by Kessel, identical case 
studies were rated by coroners or equivalent officers in 
eight countries. One Danish Avedslaege reported suicide 
nearly twice as often as another on the same case 
material (p. 47). Evidence is produced to show that 
a lot of this type of variation derives from the need 
to conform to strictly legal criteria for the verdict of 
suicide. When the same subjects rated the case 
papers on balance-of-probability rather than on 
beyond-reasonable-doubt, there was little difference 
in their assessments. 

They conclude, “То construct epidemiological or 
sociodemographic theories about suicide will remain 
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a hazardous occupation until the statistics can be 
improved’, Among their recommendations are a 
- standard definition of suicide (hoping for benefits 
like those that ensued on a standard definition of 
stillbirth) and a space on the death certificate for 
stating whether the death was ‘probably’ suicide 
(p. 67). 

Part 2 of the book is the report of a WHO working 
group on suicide and attempted suicide in young 
people. It is, of course, in the younger age groups that 
attempted suicide and similar behaviour is such a 
problem. The report is a very readable review of the 
literature, including that on prevention studies. 

As a whole the book is a valuable addition to the 
suicide literature. Unfortunately, at least on this 
reviewer's copy, the binding was poor enough to 
allow the book to come to pieces on the second 
reading. It is customary to end a review by giving 
an opinion as to whether the book should be acquired 
by psychiatric libraries. In this case they should—but 
it may be necessary for them to re-bind their volumes 
fairly promptly. 

R. G. Pnurzsr. 


Adolescent Suicide. By Ахрвё Ham. Translated 
by А. M. Saerman $мттн. London: Tavistock 
Publications. 1974. Pp. xiii+307. Index 3 pp. 
Price £6.00. 

This is a translation of a work by a French psycho- 
analyst who clearly speaks from the vantage point of 
an extensive clinical experience in the treatment of 
attempted suicide in adolescents. The work is divided 
into four parts. Part I deals with definitions and 
incidence. The first section of this is relatively un- 
instructive—rather too much space being devoted to 
Durkheim’s theory, which is too general to be of 
much explanatory value. The statistics are carefully 


collected and comments are shrewd. Perhaps the ` 


most significant pointer to emerge is that both 
successful and unsuccessful attempts show a marked 
rise in early adolescence. Although the adolescent 
suicide is more often unsuccessful than the adult, 
recidivism is not uncommon and rates of death by 
suicide in the 15-24 age-group are not much less 
than those for the total population. 

Part П is quite brief and is concerned with the 
attitudes of adults to adolescent suicide and in 
particular with the threat that they sense and the 
defences they are liable to set up. This analysis is 
penetrating but suffers from lack of case material. 
The same criticism applies even more strongly to 
Part ITI, entitled ‘Suicidogenic Factors’ and to 
Part IV, ‘Hypotheses and Conclusions’. The former 
is devoted in large part to psychoanalytic specula- 


tions, which might have appeared more convincing if 
supported by detailed clinical evidence. 

The last section deals partly with the variety of 
functions served by the suicidal act—including the 
‘cry for help’, and partly with indications for treat- 
ment. The writer is careful to point out the dangers 
of both over- and under-interference. His counsel is 
doubtless wise, but it is difficult to see how it can be 
helpful to a less experienced clinician, who surely 
needs representative case material to refer to if he is 
to be helped in making these difficult and important 
decisions. 

E. A. Lunzer. 


LITHIUM 


Lithium Research and Therapy. Edited by F. N. 
Jounson. London: Academic Press Inc. 1975. 
Pp. xxv-+556. Index 13 pp. Price £13.50. 

Although the effectiveness of lithium ion (in the 
form of simple salts of lithium) in the treatment of 
mood disorders was discovered some twenty-five 
years ago, the clinical use of lithium was hampered 
by problems of acute toxicity. Advances both in 
pharmaceutical technology and in therapeutic 
methods have, however, now largely solved this 
problem, and lithium therapy is being used success- 
fully and with increasing frequency in psychiatric 
practice. 

This book attempts to bring together the most 
up-to-date information available regarding lithium 
therapy. The results and implications of work cur- 
rently being undertaken on the clinical use of lithium 
salts are discussed at length, together with their 
effects upon physiological and biological systems. 

The first part of the book contains information 
relating to the practicalities of lithium treatment 
procedures, including detailed discussions on its use 
in various mood disorders, and the problems and 
methods of patient management. The second part is 
research-oriented and deals with the pharmaco- 
kinetics of lithium salts and with the results and 
implications of behavioural studies which have been 
carried out in the laboratory. The ways in which 
these studies give insight into the fundamental 
physiological and biochemical nature of those mood 
disorders which lithium appears capable of correcting 
provide a most valuable and interesting aspect of this 
latter section of the book. 

Most of the contributing authors are well-known 
in this field, and although the book is of the nature 
of a reference volume it should be essential reading 
for all those actively concerned with the use of 
lithium in therapy and research. All psychiatrists will 
find it useful, and so will psychologists and pharmaco- 
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logists interested in the chemical basis of mood dis- 
orders and the means whereby its fundamental 
processes may be beneficially affected by the lithium 
ion. 

Т. К. Wrrson. 


SCHIZOPHRENIA 


Abnormalities in Parents of Schizophrenics. 
Ву S. К. Ніввсн and J. P. Lerr. Maudsley 
Monograph No. 22. London: Oxford University 
Press. 1975. Pp. iv4-200. Index 8 pp. Price 
65.50. 

This book follows Ше general pattern of the 
Maudsley Monograph series. A scholarly review of 
the literature is followed by a very detailed account 
of an important investigation. Here, the review of 
the literature on psychological abnormalities in the 
parents of schizophrenics is masterly and worth the 
price of the book. The numerous studies are con- 
sidered in logical order, and each section ends with 
an admirable critical summary. A final chapter 
considers in turn the various qualities attributed to 
schizophrenics’ parents in the literature and ends 
with a brief statement of what has been definitely 
established. 

Following the best traditions of Maudsley scepti- 
cism, the authors are not convinced that very much 
has been established. They allow that schizophrenics’ 
parents suffer more than their fair share of psychiatric 
illness and of marital discord. Also mothers are 
unusually concerned about and protective of their 
schizophrenic children both before and after the 
onset of the illness, but the schizophrenics in turn 
experience more than their fair share of physical 
ill-health or disability in childhood. What is cause, 
what is effect? The various logical possibilities are 
lucidly discussed. 

The authors have a keen nose for methodological 
deficiencies in the literature; their strictures are 
sometimes lightened by humour. Of course we all 
kmew already that some of the more famous studies 
were non-blind, uncontrolled, open to numerous 
sources of bias and error and conducted on small 
samples of subjects who may not have been schizo- 
phrenic anyway! Nevertheless such studies are 
valuable if they throw up new ideas that can be 
tested. 

The most important section of the review, Chapter 
V, describes in detail the work of Wynne and Singer, 
who claim that specific abnormalities of communica- 
tion and language can be demonstrated in the parents 
of schizophrenics, abnormalities which may predis- 
pose their children to develop schizophrenia. Over 
several years at NIMH they have attempted to 
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demonstrate the abnormalities in controlled studies 
by means of reproducible psychological tests, in 
particular a modified form of Rorschach for which a 
detailed scoring manual has been constructed. A 
‘deviance’ score is constructed from the Rorschach 
responses. The most notable finding of this impressive 
work is that ‘deviance’ scores discriminate very 
precisely between the parents of schizophrenics and 
the parents of neurotics and normals. 

Part II of the book describes how the authors 
attempted to replicate these findings on the parents 
of schizophrenics in London. Every precaution was 
taken to collect an unbiased sample of undoubted 
schizophrenics and of non-schizophrenic psychiatric 
patients. Allowances were made for differences in 
intelligence, social class and so on. Valiant, and 
ultimately probably successful, attempts were made 
to master the interviewing and the scoring tech- 
niques, including a visit to Dr. Singer and frequent 
correspondence with her and Wynne. Dr. Singer’s 
patience and co-operativeness shine through the text. 

The results are well known. Hirsch and Leff found 
a significant difference in deviance scores in the 
expected direction, but the difference was largely 
confined to fathers and might be explained by the 
increased verbosity of the London schizophrenics’ 
fathers. Moreover, there was a considerable overlap 
between the schizophrenic and control parents. 

Why was the attempt at replication only partly 
successful? The authors are convinced that they 
mastered the scoring technique—on the same tran- 
scripts they achieved an acceptable correlation with 
Singer’s scores. Their conclusion seems reasonable: 
their sample of schizophrenics differed from the 
NIMH one. The usual problems of diagnostic 
differences and of selection suggest themselves. For 
me the main difference is that the London schizo- 


_phrenics suffered from acute illness, the NIMH 


patients largely from chronic, unremitting illness. 
Are the NIMH patients chronically ill because of 
their parents’ deviant communication or do their 
parents develop more deviant speech the longer their 
children are 1? As the authors say, in a larger 
context, 'these issues can only now be resolved by a 
fresh study designed to answer the questions which 
our work has raised’. 
J. L. Стввомѕ. 


LEUCOTOMY 
Lessons of Leucotomy. By AsmLey Rosin and 
Duncan MacDoNaArp. London: Henry Kimp- 
ton. 1975. Pp. 94. Index 5 pp. Price £2.25. 
This useful monograph reviews historical, anato- 
mical, technical and clinical aspects of psycho- 
surgical procedures. 
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The authors aim to draw conclusions of general 
. relevance, and the chapter on methodological 
^ considerations in the study of psychiatric treatments, 
in particular, concisely fulfils this aim. More specific- 
ally, using information only from clinical trials which 
made some attempt to use controls, they hope to 
assist the clinician *to relate the treatment responses 
of groups of patients to the individual he is treating’. 

Plenty of lessons emerge. Failure to appreciate the 
variability of chronic illnesses; breathtaking lack of 
understanding of the importance of non-specific 
factors; vague outcome criteria; and inadequate 
controls; the price paid for these has been high and 
has almost certainly included thousands of un- 
necessary operations. 

The evidence presented amply supports the 
authors' plea for properly controlled trials, and this is 
the important point. But it fails them in their aim of 
assisting the clinician faced with individual decisions, 
unless they are invariably to be negative. Nor is the 
clinician likely to be encouraged to seek the missing 
answers himself, as is also the authors’ hope, by the 
failures here exposed. Perhaps more space might 
have been devoted to ways in which poorly designed 
trials can obscure treatment success as well as failure, 
and to encouraging the conscientious clinician to 
try to refine the questions to be posed, rather than to 
attempt to answer them himself. 


Davin ÁBRAHAMEON. 


MISCELLANEOUS 


The Prognosis of Narcotic Addiction. By K. 
Smarr. London: Butterworths. 1975. Pp. 
xiii 4-132. Price £3.95. 

This little book is much more modest than would 
appear from Professor Rees’s Foreword. Its modesty 
in fact confers some of its utility. Professor Singer is in 
the particularly difficult position that this study was 
planned and carried out by others; his alone is the 
analysis and interpretation. Such a long follow-up (to 
nine years in some cases) on about 300 subjects is 
unusual and of value, even though the sample comes 
from Hong Kong. The author regrets, as we all must, 
the absence of a control group; and does not com- 
ment upon the strange decision to use as a test of 
neuroticism the almost unknown Willoughby test of 
1934. (The compiler of the index serves the author 
badly in implying that this test is in fact a test of 
addiction.) Incidentally. Professor Singer’s own 
definition of addiction is personal to say the least: 
‘habitual use of narcotics other than by medical 
prescription’ (page 23). One also wonders why, 
although his own evidence (as he points out from 
р. 104 оп) tends to support the ‘maturing out’ 
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hypothesis, he rejects this in his summary. Some of 
the predictors of good outcome (increasing age, 
longer duration of habit, low income and addicted 
parents) are surprising and confirm one’s belief that 
generalization to Western populations would be 
difficult from this sample. 

But the value of the book lies in its largely self- 
critical methodological approach. A consideration of 
this would serve to introduce any relatively new 
recruit to this difficult field. Though it contains a 
lot of material, comparisons with other samples are 
probably of less importance. 


С. К. B. Joyce. 


Creative Divorce Through Social and Psycho- 
logical Approaches. By К. E. Harpy and J. С. 
Curr. Springfield, Illinois: Charles C. Thomas. 
1974. Pp. xiii -|- 172. Index 3 pp. Price $12.95. 

Divorce seems to be increasing on an unprece- 
dented scale. It can be argued that marriages have 
always broken down to an equivalent degree but 
that only now are the divorce laws and social condi- 
tions able to give adequate expression to this reality. 
Be that as it may, the numbers of divorced can be 
counted in millions. In the United States it is esti- 
mated that some 15,000,000 people have been 
divorced, and in this country it is predicted that by 
the end of the century between five and ten million 
adults will be involved. 

One way of looking at divorce is as a dissolution of 
bond or attachment, and much of the dynamic 
psychology which is associated with the work of 
John Bowlby applies to the emotional state of a 
couple involved in the process of marital breakdown. 
The feelings of loss, anger, isolation and guilt, and 
the psychiatric states of anxiety and depression 
escalating to suicidal gestures and suicide are seen 
commonly during the breakdown period. 

The subsequent outcome for the divorced varies, 
depending on sex and on age at termination of the 
marriage. Men and women share similar problems of 
loneliness, isolation and the need to reconstruct their 
lives, but they also have different challenges as, for 
example, the frequent need for the wife to return to 
work as well as look after her children. The need of 
children to maintain contact with both parents poses 
problems if the parents cannot heal sufficiently the 
wounds that led to the break-up. 

This book, which is primarily for counsellors and 
has the American scene in mind, gives constructive 
and helpful advice on many of these problems facing 
the newly divorced. Psychiatric teams of doctors, 
social workers and psychologists are facing exactly 
the same issues in this country, and the advice offered, 
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suitably modified for cultural differences, is a useful 
adjunct to one of the most rapidly expanding social 
pathologies of our age. 

J. DOMNIAN. 


Overview of the Psychotherapies. Edited by 
Семе Usp. New York: Brunner/Mazel. 1975. 
` Pp. xx 4-204. Price U.S.$8.50. 

This book may be glibly labelled yet another 
Conference Report, but to do so would give a wrong 
impression of what is rather an unsual series of papers. 
After an introduction which reads like a somewhat 
eulogistic book review, the rest is divided into three 
parts. Part I consists of an edited and attenuated 
transcript of a video-tape interview of a woman 
depressed after the death by suicide of her older 
sister. The second is a series of reports on this inter- 
view by practitioners selected, it would seem, as 
protagonists of different modes of therapy. It is here 
that the interest of the book is greatest. The dynamic 
psychotherapist reports on the general features of a 
patient that would determine suitability for a psycho- 
therapeutic approach. He then assesses the video- 
tape interview with these principles in mind and 
comes to the conclusion that ‘If I were responsible 
for this patient I should want first and foremost to 
see her on an adequate dosage of antidepressant 
medication . . . if this did not prove effective I should 
seriously consider electric shock treatment’. A paper 
on learning therapies examines group treatment 
from the behavioural point of view, while a second 
paper describes more specifically the handling of this 
particular patient by the behavioural approach. 
Other papers deal with group therapy and psycho- 
pharmacology, the latter in a rather limited way, and 
finally there is a paper on psychotherapy of marital 
partners (which ignores the initial video-tape inter- 
view). 

The third part of the book is of interest for a 
different reason. It is a lecture given by Dr. Joseph 
Zubin on receiving an award by the American 
College of Psychiatrists for contributions to the study 
of schizophrenia. It is in essence an American view 
of the U.S./U.K. diagnostic project, discussing the 
importance of a biometric approach to the study of 
diagnosis and therapeutic intervention, particularly 
in schizophrenia. 

On the whole the book has no unity of purpose, 
and there is considerable uneveness in the approach 
to the original patient. One can see that if the editor 
had been tough and restricted the original concept of 
the book it would have been too small, Enlarging it 
to encompass a really thorough overview of the 
psychotherapies would have meant a considerably 
larger hook than we have here. So we are back to the 
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opening sentence. This is another Conference Report, 
and like so many it has several interesting papers to 
offer which in my opinion make it well worth reading 
if you can borrow it. 


С. Р. SEAGER. 


Ceremonial Chemistry. The Ritual Persecution 
of Drugs, Addicts, and Pushers. By Tuomas 
Szasz. London: Routledge & Kegan Paul. 1974. 
Pp. 230. Index 13 pp. Price £4.95. 

The blurb tells us that Thomas S. Szasz is ‘one of 
the leading figures in contemporary psychiatry’. In 
his latest book he certainly establishes his position as 
unique. He is by now unchallengeably and quintessen- 
tially the Club Bore. Here he is rambling on again, 
totally predictable and working to a formula as 
stereotyped as that of a burnt-out seaside comic, 
wrapped in his own righteousness to keep out the cold, 
warmed by a conviction of everyone else’s perfidy, 
and suffering from a slight sniffle of persecution. 

What a pity! Some years ago Szasz seemed to have 
ideas worth pause. The kindest explanation of his 
decline is that he never had more than one book in 
him, but that his publishers urged him to give them 
another. The present book needs every possible 
excuse made for it—especially by those who retain 
an affection for the author of The Myth of Mental 
Illness. However, anyone who suggests to Dr. Szasz 
that he hasn’t bothered to acquaint himself with the 
history of the matters on which he pontificates or 
modestly to acquaint himself with the facts today runs 
the risk of being attacked by him as a Nazi. 

What is so sad about Szasz’s decline is not his now 
obvious lack of scholarship but the not nearly so 
obvious subtlety with which he compounds minor 
distortion with slight inaccuracy not worth bothering 
about, throws in the outrageous paradox, which we 
gladly let pass, amusingly denigrates all other club 
members until... 

‘Between 1966 and 1971, Jaffe was the psychiatrist 

employed by the State of Illinois to administer that 

state's “drug program"; that is, he persecuted 

“addicts”? on behalf of the Illinois State govern- 

ment.’ 

Addicts are in quotes, but not persecuted. It is 
when quotation marks begin to be used in this 
manner that one senses that it is best to leave the 
room rather than prolong the discussion. As we leave 
the room the Bore, of course, goes chuntering оп... 
‘the factual or scientific aspects of this subject are 
negligible’ . . . ‘amphetamines are not dangerous’... 
‘what mankind now needs, more than anything else, 
is moderation and temperance in all important 
things’ . . . ‘the verminization of the human being, 
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begun by the Health Ministry of National Socialist 
Germany, is thus continued . . . through the American 
War on “drug abuse" ’ . . . ‘the pioneering eighteenth- 
century "'alienists" managed the first factories for 
manufacturing madmen’... ‘concealed behind the 
war against marijuana and heroin is the war for 
tobacco and alcohol’... for Jaffe to contribute a 
chapter on Drug Addition to Goodman and Gilman, ‘is 
this not like a Nazi writing about Jews or a Jew about 
Nazis?” 
Close the door gently. 
GREFITH EDWARDS. 


Specialized Futures: Essays in Honour of Sir 
George Godber. By YAN Cearr et al. London: 
Oxford University Press. 1975. Рр. xiii-|-295. 
Price £6.00. 

The inept title all but conceals the fact that this 
volume consists of ten essays on the future of their 
specialties by ten youngish specialists. Many are 
stimulating and well written, especially perhaps the 
sections on general medicine, geriatrics and psy- 
chiatry. Others do not wholly avoid the kind of flat 
obviousness to which those who would peer into the 
future are prone. Multidisciplinary teams abound— 
in orthopaedics and rehabilitation, in casualty 
departments, geriatrics, mental handicap and, of 
course, in general practice. 

Dr. Colin Godber’s vision of the future of psy- 
chiatry is idiosyncratic and may seem unattractive to 
many people. He sees the bulk of simple psychiatry 
being carried out by primary care teams with a larger 
component of social workers. The psychiatrists in the 
specialist multidisciplinary team, ‘no longer the 
central figure of clinical responsibility', should 
concentrate on medical matters, advice and educa- 
tion of colleagues and *withdraw from any major role 
in psychological methods of treatment'—in favour of 
clinical psychologists and perhaps lay psychothera- 
pists. His views on these and others themes—per- 
sonality disorder, compulsion, children, mental 
handicap, the old—enliven a thoughtful though 
controversial contribution. 

ALAN MARTEN. 


Stress Without Distress. By Hans SELYE. London: 
Hodder and Stoughton. 1975. Pp. xvii+119. 
Glossary, bibliography and index 34 pp. Price 
£2.75. 

Dr. Selye has written this volume of guidance for 
the layman and claims that it is compatible with, and 
independent of, any religion, philosophy or political 
system. His thesis is altruistic egotism, which to some 
readers may suggest a modern variation on the theme 
‘blankets and soup to the poor’. 


Turning to stress, he contrasts it with distress, and 
defines the former as a non-specific response of the 
body to demands made on it. The age-old basis of 
Cannon’s ‘fight or flight’ emerges as an essential 
stimulus to living. Nevertheless, the author has a 
kindly word for the constitutional loafer! 

Another essential aspect of his philosophy is that of 
attaining the love of one's neighbour. He proceeds to 
tell his readers that they must learn to avoid tension, 
frustration, insecurity and aimlessness, all damaging 
stressors. Alas—a consummation devoutly to be 
wished, but a cursory glance around the world reveals 
greed, violence, lawlessness and bestial misconduct, 
and these erect well-nigh insuperable barriers against 
Dr. Selye’s delightful, simplistic and homespun 
philosophy. This book is friendly, amiable and 
readable. There is an excellent glossary of scientific 
terms and multitudinous references to his topic. The 
price is reasonable. 


Н. C. Весагк. 


Europe’s Inner Demons: An Enquiry Inspired 
by the Great Witch Hunt. By Norman Сонм. 
London: Sussex University Press and Heinemann 
Educational Books. 1975. Pp. xvi+-292. Index 
8 pp. Price £4.50. 

Norman Cohn’s earlier books, The Pursuit of the 
Millenium, an account of millenanianism in medieval 
society, and Warrant for Genocide, a history of the 
persecution of the Jews, provided interesting and 
important studies of alarming aspects of human 
behaviour: the spread and persistence of persecutory 
ideas, the choice of scapegoats and the importance 
of social setting. This new book traces the history of 
beliefs about witchcraft and effectively disposes of 
some of the persistent myths, such as Margaret 
Murray’s influential belief in the persistence of a 
real organization of witches as a remnant of earlier 
pagan beliefs. Prof. Cohn demonstrates the very 
frequent occurrence from pre-Christian times of 
specific allegations, such as erotic orgies and the 
eating of young children, and shows how they were 
exploited, sometimes as calculated policy, in religious, 
political and social controversy. He concludes with 
a brief and tentative chapter of what he calls psycho- 
historical speculation. 

While this book is perhaps less interesting than its 
predecessors, it is nonetheless a fascinating account. 
Once again one is disappointed that the author 
makes relatively little attempt to extract from his 
descriptive history a general conclusion about social 
or psychological factors. 


RQicHARD Mayou. 
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The Dream in Psychoanalysis. Revised Edition. 
By Leon L. ALTMAN. International Universities Press. 
Price $12.50. 

Love, Guilt and Reparation and Other Works 
1921-1945. By MzLANIE Kunm, The Hogarth Press. 
Price £6.50. 

Envy and Gratitude and Other Works 1946-1963. 
By MzrANrIE Krem. The Hogarth Press. Price £6.00. 

The Nature and Treatment of Depression. Edited by 
Freperia Е. ЁтАСН and Suzanne С. Dracom. 
John Wiley. Price £11.25. 

Changing Patterns of Psychiatric Care. By Ber- 
NARD L. Bloom. Human Sciences Press. Price $15.95. 

The Selected Papers of Ernst Kris. Foreward by 
Anna Freup. Yale University Press. Price £11.00. 

Forensic Psychiatry: A Practical Guide for Lawyers 
and Psychiatrists. Edited by Ковевт L. Saporr. 
Charles С. Thomas. Price $14.50. * 

Textbook of Psychiatry for Medical Practice. By 
CnanLzs К. Horuina. Blackwell Scientific Publications. 
Price £10.85. 

Borderline States in Psychiatry. Edited by Jonn E. 
Mack. Grune & Stratton, Price £7.00. 

The Care of Patients: Concepts and "Tactics. By 
Maok Lipkin. Oxford University Press. Price £5.25. 

International Journal of Psychoanalytic Psycho- 
therapy. Volume 4. Edited by Roszrr LANGS. 
Jason Aronson. Price $20.00. 

Diagnostica Psichiatrica Parte Speciale. and Edition. 
Edited by Acostino Ковіко. Idelson Napoli. No price 
stated. 

Mental Handicap. Postgraduate Psychiatry Series. 
By GonpoN DurroN. Butterworth. Price £6.00. 

Revolution in Psychiatry. By Ernest Beaker. Collier- 

Macmillan, Price £1.50. 

Nature of Psychodynamic Interpretation. 
By Nen. M. Cuesutre. John Wiley. Price £5.95. 
Theories of Group Processes. Edited by Cary L. 

Cooper. John Wiley. Price £7.95. 

The Experience of Anxiety: A Casebook. and Edition. 
Ву Манан. J. GorpsrEIN and James О. PALMER. 
Oxford University Press. Price £3.00. 


The 
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Exceptional Infant. Volume 3. Assessment and 
Intervention. Edited by В. Z. FRIEDLANDER, 
Grauam M. STERRITT and Gimvin Е. Kirx. Brunner] 
Mazal. Price $17.50. 

Ciba Foundation Symposium 33. Parent-Infant 
Interaction. Participants M. A. Horer, К. С). BELL, 
A. Baewrovm and J. Вомтвү. North Holland Publishing. 
Price $21.95. 


Learning to Play, Playing to Learn. Prepared by 
Еш M. Bowsr, Kenpra BznsAMIN, Amy FINE, 


Joy CanLsoN and others. Human Sciences Press. Price 
$4.95. 

Rationale for Child Care Services: Programs vs 
Politics. Vol. т. Edited by STEVANNE AUERBACH 
and James A. RivALDo. Human Sciences Press. Price 
$12.95. 

Behavior Therapy with Children II. Edited by 
AwrHOoNY M. Graziano, Aldine Publishing. Price 


$19.95. 


HISTORICAL 


Stanley Royd Hospital, Wakefield: A History. 
By A. І. AsuwonTH. Available from The Curator, 
Stanley Royd Hospital, Wakefield. Price тор. 

Mental Disorder in Earlier Britain. By Basi, CLARKE. 
University of Wales Press. Price £10.00. 


DRUGS AND ALCOHOL 


Selected Bibliography on Detection of Dependence- 
Producing Drugs in Body Fluids. By T. L. 
Curuscren and M. Caruscrer. World Health Organiza- 
iion. Price Sw. Fr. 15.00. 

Drug and Alcohol Dependence: An International 
journal on Biomedical and  Psychosocial 
Approaches. Vol. 1. No. 1. Published under the 
auspices of the International Council on Alcohol and 
Addictions by Elsevier Sequoia SA. Subscription 
Sw. Fr. 115.00. 

Addictions Can Be Cured: The Treatment of Drug 
Addiction by Neuro-Electric Stimulation. By 
MARGARET A. PATTERSON. Lion Publishing. Price 


£42.95. 


SPECIAL REPORTS 


Report of the Committee on Mentally Abnormal 
Offenders. HMSO. Price £3.95- 

The Alternative Services. Their Role in Mental 
Health: A Field Study of Free Clinics, Runaway 
Houses, Counseling Centers and the like. By 
Raymonp M. Grasscor, Jaws К. Rayan, Cum- 
FORD B. Китев and ANprew W. КАМЕ. American 
Psychiatric Association. Price $8.00. 

Whose Discretion? Fairness and Flexibility in the 
Penal System. Annual Report 1974-1975. The 
Howard League for Penal Reform. Price 40р. 

A Human Condition. The Mental Health Act from 
1959 to 1975. Observations, Analysis and 
Proposals for Reform. A MIND Special Report. 
By Larry О. Gost. Edited by Anne Ross. National 
Association for Mental Health. Price £1.95. 


Many of these books will be reviewed at a later date. 


08 


Brit. J. Psychiat. (1976), 128, 99-104 


Correspondence 


Letters for publication in the Correspondence columns should be addressed to: 
The Editor, British Journal of Psychiatry, 17 Belgrave Square, London, SW1X 8PG 


PSYCHIATRY AND THE CONCEPT OF 
DISEASE 
Dear Sir, 

Professor Kendell (Journal, October 1975, 127, 
рр 305-15) has given us a lucid synopsis of the deve- 
lopment of the concept of disease and the criticisms 
made of the use of this concept in psychiatry. How- 
ever, the argument of the entire piece appears to 
contain several flaws. 

He seems to believe that to define disease is in 
some way to describe the proper area for medical 
concern. Yet medicine is not restricted to dealing 
with diseases; as he himself points out; no-one would 
deny the right, indeed the duty, of medicine to be 
involved in childbirth, yet equally no one would 
wish to consider it a disease. Similarly the physician 
who refused to treat post-herpetic neuralgia or 
psoriasis on the grounds that they do not fulfil 
Scadding’s (1967) criterion of disease would rightly 
be considered. heartless if not negligent. 

Does then this definition indicate a minimum 
area within which medicine must operate? This 
may at first appear so, but applied strictly—as it 
must be to serve any purpose—the definition is 
equally valueless for this purpose. As Kendell points 
out, family planning is an important part of con- 
temporary medicine. Yet sterilization fulfils his 
criterion of disease; it is a deviation from the norm 
placing the individual at a biological disadvantage 
(at least in Kendell’s terms), the inability to repro- 
duce. Should then sterilization be considered an 
iatrogenic disease? Similarly, it is not only the 
behaviour of schizophrenics or homosexuals that 
reduces fertility, but also that of all who voluntarily 
refrain from procreation. Should we therefore con- 
sider a vocation to the religious life as a mental 
illness? 

The attempt to define a biological disadvantage 
independently of social factors is also doomed to 
failure, for the selection which determines whether 
a statistical abnormality is advantageous or dis- 
advantageous depends upon the environment, and 
this surely must include the social milieu. 

Further, because a condition confers a ‘biological 
disadvantage’ does it necessarily follow that a 
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medical practitioner is ‘better equipped to under- 
stand and treat it’ than anyone else? The removal of 
biological disadvantage is not the primary concern 
of medicine, at least not as Kendell defines biological 
disadvantage. It is rather to prevent and relieve 
suffering and to prevent premature, avoidable death. 
Why, then, is a biological disadvantage necessarily a 
medical responsibility ? 

Surely what medical practitioners are particularly 
equipped to do is to approach a problem in a parti- 
cular way; to bring their biologically-oriented train- 
ing to bear on it; in fact to apply the ‘medical modet'. 
In certain situations this may be the only conceivable 
approach, as in a case of bronchopneumonia, broken 
leg or childbirth. In others it may be one of several 
possibilities; for example anxiety may be treated by 
drugs or psychotherapy. There may be other cases 
where an alternative approach may clearly be more 
suitable—perhaps a spider-phobia. 

There will, no doubt, be areas of disagreement 
between those who think like Eysenck or Laing and 
those who favour the medical model. Is this not 
analogous, however, to the differences of opinion 
between proponents of medical and of surgical 
treatment for certain conditions, and to the often 
even more vexed question of ‘to treat or not to treat’? 
Certainly it is more fruitful to concentrate on this 
more practical question than to chase the wild goose 
of a simple definition of disease, whether it is designed 
to include or to exclude mental illness. 


Peter D. Toon. 
King’s College Hospital Medical School, 
London, S.E.5. 
Dear SR, 


The interesting article by Professor Kendell 
(Journal, October 1975) gives a thoughtful and 
realistic account of the difficulties which attend the 
various solutions suggested by different writers. His 
solution, which essentially entails acceptance of 
Scadding’s ‘biological disadvantage’ criterion, does 
not in the least conflict with my own position, 
although Kendell maintains that the ‘presence of a 
lesion’ criterion is implicit in my reasoning. I was 
not concerned so much to try to solve this ancient 
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mystery as rather to point out that there are 
difficulties attending the psychiatric practice of 
treating different types of psychiatric problems as all 
equally ‘medical’. Kendell, in fact, lends strong 
support to my arguments, as expressed most recently 
in my Methuen pamphlet on The Future of Psychiatry, 
by concluding that the functional psychoses would, on 
his criterion, be ‘diseases’, while neuroses and ‘the 
ill-defined territory of personality disorder’ cannot 
(at least as yet) be so regarded. That, of course, was 
the basis of my argument in that pamphlet (and 
earlier in my Handbook of Abnormal Psychology); that 
psychiatry was in fact split in two parts, one medical, 
dealing with what might justifiably be called ‘diseases’, 
and the other behavioural, dealing with behavioural 
maladjustments and constituting a psychological- 
educational rather than a medical problem. The 
argument about ‘lesions’, although important, pro- 
bably distracts attention from the major difference. 
Kendell’s arguments would seem to support my 
position, although only implicitly. 


Н. J. Еуѕемск. 
Institute of Psychiatry, 
De Crespigny Park, 
Denmark Hill, 
London, SE5 ВАР. 


SUBJECTIVE AGE IN CHRONIC 
SCHIZOPHRENIA 
Dear Sm, 

We read with interest the recent article by Crow 
and Mitchell (Journal, April 1975, 126, p 360), and as 
we were in the process of testing a random sample of 
psychiatric in-patients in connection with another 
project we decided to obtain subjective ages on these 
patients as well. As a result, subjective ages were 
obtained from 144. patients in the various wards of 
Harlem Valley Psychiatric Center, Wingdale, New 
York. Responses from four of these patients were 
eliminated because of vagueness or extremeness (e.g. 
“30 to 40 years old’, ‘1,000 years old’). 

The subjective age-distribution obtained is quite 
similar to that obtained by Crow and Mitchell 
(Table). 

Crow and Mitchell conducted additional analyses 
on those patients who reported themselves to be 
five or more years younger than they really were. 
They found that 27 per cent of their sample fell in 
this category, with a mean true age for these patients 
of 59 years and a mean duration of stay of 26 years. 
Corresponding figures in our series were 28 per cent 
of the entire sample, with a mean true age of 53 years 
and a mean duration of stay of 18 years. 

Among their patients whose subjective age was five 
or more years younger than their real age Crow and 
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Mitchell attached particular diagnostic importance 
to those whose subjective age was within five years 
of their age upon admission. They found 26 patients 
(12 per cent) in this category, while we found 12 
(9 per cent). 

Our results are very similar to those of Crow and 
Mitchell, despite the fact that the composition of the 
two samples differed. Their sample consisted of only 
chronic, male schizophrenics, while ours consisted 
of males and females, schizophrenics and a few non- 
schizophrenics, and short-term and long-term patients. 
Interestingly, although our sample was more varied, 
of the 12 subjects in the critical group (ie. those 
who reported their ages to be five or more years less 
than their actual age and within five years of their 
age at admission) 11 were diagnosed as schizo- 
phrenics and 10 of these were males. 

JAwzs M. 5мттн. 
WirLiAM Т. OswALD. 
Office of Clinical Research, 
Harlem Valley Psychiatric Center, 
Wingdale, N.Y. 12594, U.S.A. 


TABLE 
Comparison of ноо subjective age studies 





Crow-Mitchell Smith-Oswald 





Males .. f m 220 7 
Females . Р ae ° 69 
Mean age (years) 49 
Mean length of stay (yrs) 19 15 





Distribution of subjective 
ages 

I, Correctly коны 

age Я 
II. Subjective age 

within 5 years of 
actual age x 
Subjective age 25 
years below actual 
age ; 
Subjective age 2 5 
years above actual 
age es . 6 3 II 8 


8o 36* 51 


ш. 


бо 27 39 


Iv. 


* Based on a sample of 220. 


SCHIZOPHRENICS’ FAMILIES 


Dear SIR, 

The use of a controlled family study (Stephens 
et al, Journal, August 1975, 127, pp 97-108) to invest- 
igate the schizophrenic ‘spectrum’ appears to have 
potential for clarifying the diagnostic boundaries of 
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schizophrenia. However, the finding of more per- 
sonality disorder in the families of the schizophrenics 
is one with which we wish to take issue. 

Although the risk of schizophrenia in the parents 
of schizophrenics is usually less than that for siblings, 
the parental risk from the Stephens data is less than 
that seen in the general population, and much less 
than that seen in the siblings. It has been our ex- 
perience that when both parents and siblings are 
interviewed their risks for schizophrenia are similar 
(Tsuang et al, 1974). An explanation for the Stephens 
results may lie in the frequent diagnosis of schizoid 
and paranoid personality disorders in the parents. 

We take particular issue with the classification of 
the schizoid (ii) subgroup as a ‘personality disorder’. 
The authors characterize people with this disorder 
as ‘rambling, vague, unrealistic, . . . eccentric and 
solitary in their personal life’. Certainly there are 
difficulties in diagnosing schizophrenia in the 
absence of delusions, hallucinations or clear thought 
disorder; however, a suspicion of schizophrenia 
would appear justified in relatives with ‘schizoid 
subgroup (ii)’ characteristics. To us, it would appear 
appropriate to use the term ‘suspected schizophrenia’ 
for these relatives, and to include them in the analysis 
as ‘schizophrenia’. In the long run, we feel that a rose 
by this name not only smells sweeter but is more 
precisely named. 

Interestingly enough, even if the schizophrenic 
group is broadened along the above lines there may 
yet remain an excess of personality disorder and 
heavy drinking in the parents and siblings of schizo- 
phrenics. 

Data from this Department suggest a possible 
explanation for such an excess. In an analysis of 
psychiatric illness in the parents and siblings of 260 
process schizophrenics (Fowler et al, unpublished), 
psychiatric disorders in siblings—schizophrenia, alco- 
holism, affective disorder—were viewed according to 
the psychiatric disorders in the parents—no psychia- 
tric illness, schizophrenia, alcoholism, other psy- 
chiatric illness. Only the following statistically 
significant associations were noted: (1) schizophrenia 
in siblings with schizophrenia in parents; (2) alco- 
holism in siblings with alcoholism in parents; (3) 
affective disorder in siblings with other psychiatric 
illness in parents (Table). These data suggest that 
alcoholism and probably affective disorder are trans- 
mitted independently of schizophrenia in these 
families. 

In addition, 49 per cent of the parents with 
schizophrenia have psychiatrically ill spouses, alco- 
holism being the most common diagnosis. This 
reinforces a previous finding that schizophrenics 
frequently marry alcoholic and personality-disordered 
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individuals (Fowler and Tsuang, 1975). Thus our 
data suggest that alcoholism and some personality 
disorders in the families of schizophrenics are more a 
function of the selective mating of the schizophrenic 
parent(s) than a biological variant of schizophrenia. 
Ricwarp C, Fowrxn. 


Mino T. TsuANo. 
Depariment of Psychiatry, 
University of Iowa, 
Тоша City, Iowa 52242, U.S.A. 
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TABLE 
Parental illness and schizophrenia, alcoholism and affective 
disorder in the siblings of schizophrenics 
Ilness in siblings 
Illness Schizo- Alco- Affective 
in parents phrenia holism disorder 
+ = + = + == 
No illness .. 6 325 4 327 6 325 
Schizophrenia 6** 27 I 32 2 31 
Alcoholism. . о 34 5** 29 2 32 
Other psychiat. 4 118 з 119 9* 113 
16t 504 13 507 19 бо 
* P< -05. 
** P < .001. 


+ Both parents of one sibling with schizophrenia are ill; 
therefore, the sibling is counted twice. 


PERSONALITY AND DEPRESSIVE ILLNESS 


Dear Sir, 

I wish to draw attention to a fundamental mis- 
conception in the paper by Serra and Pollitt (Journal, 
September 1975, 127, p 211). It is an error which has 
underlain and largely negated the value of un- 
countable previous research reports and which will 
no doubt persist into the foreseeable future. 

In their paper, the authors attempt to show that 
the psychic symptoms of depressive illness are largely 
determined by the underlying personality structure; 
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by contrast they consider that other symptoms are 
basic to the disease process of depressive illness and 
are not modified by personality. In the latter group 
are insomnia, changes in appetite and weight, 
decrease (or increase) of libido and diurnal mood 
variation. 

Unfortunately for their case, the authors selected 
the Maudsley Personality Inventory as the measure of 
personality. This questionnaire is a very poor indi- 
cator of personality when completed by a sick person, 
for its component scales are constructed from a mixture 
of trait and state items, and the manner in which 
these items are completed is heavily influenced by 
illness. The almost universal finding of falling N scores 
and rising E scores on recovery from depressive illness 
attests to this, as does the finding in the authors’ own 
paper of a high correlation between the MPI scores 
and the severity of illness as determined by the Beck 
Depression Inventory. The finding of lower, but still 
significant, correlations between the N and E scores 
and the various sub-groups of the Beck Inventory 
which deal with psychological symptoms merely 
reflects a coincidence of items. Conversely, the lack of 
significant correlations between the MPI and the 
authors’ ‘functional shift’ symptoms is related to the 
virtual absence of such items in the MPI. 

The authors state: “These findings as a whole 
suggest that the Beck Depression Inventory may be 
measuring personality factors reflecting the under- 
lying illness process rather than estimating the illness 
itself.’ With probably greater justification this state- 
ment could be inverted to read that the Maudsley 
Personality Inventory, far from measuring underlying 
personality, is a measure of the sickness itself. The 
production of personality trait measures based upon 
self-rating and unaffected by illness has so far defeated 
all who have attempted it, possibly because they have 
failed to consider the methodological problems 
involved. Spielberger, in his State-Trait Anxiety 
Inventory, probably comes nearest to a solution to 
the problem by the technique of repeated rating of 
much the same set of items to indicate the individual’s 
view of his present state as opposed to his usual (pre- 
morbid) state; however, even this refinement will fail 
to distinguish basic personality from illness in a large 
proportion of the chronically sick. 

Until better instruments are devised, research of the 
type undertaken by the authors must rely upon 
techniques for assessing personality other than those 
based upon self-rating. 

Finally, I wish to point out that the authors have 
misrepresented my own contribution to this field of 
inquiry (Snaith et al, 1971, Psychological Medicine, x, pp 
239-47). In that paper we studied patients who had 
recovered from depressive illness, and using a battery 
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of self-rating questionnaires, including the MPI, we 
found no significant correlations between the scores 
and any of the features of the illness which we were 
considering. 


Stanley Royd Hospital, 
Aberford Road, 
Wakefield, Yorkshire, WFr 4DQ. 


R. Р. SNAITH. 


A POSSIBLE NEW TREATMENT OF 
WEIGHT LOSS IN AFFECTIVE DISORDERS 
AND ANOREXIA NERVOSA 

DEAR Sm, 

Impressed by the reports of the efficacy of intra- 
venous chloripramine infusions in the treatment of 
various affective disorders (1, 2, 3,), I began using 
this method of treatment in 1971 (4). Since then, I 
have treated some 700 cases in this way, including 
cases of anorexia nervosa and four cases of ‘dumping 
syndrome’ following partial gastrectomy. 

Increase in weight as a side effect of tricyclic drugs 
is well documented, and the beneficial effect in 
anorexia nervosa of the infusion treatment, both on 
the illness itself and on the associated loss of weight, 
was described by Lopez Ibor (5). My experience 
is in agreement with these observations. 

I have tried various combinations of drugs in 
association with the infusions in an attempt to increase 
its efficacy, and a noticeable improvement occurred 
with a combination of glucagon, diazoxide, and 
adenosine triphosphate (ATP). This improvement 
was apparent in mood as well as in weight, and 
glucagon or diazoxide were not used unless the latter 
effect was required. No controlled study has yet been 
done of the effect on weight, but the improvement 
was so apparent that I think it of value to report the 
method. To increase the blood sugar, glucagon is 
given intramuscularly in doses of 1 mg daily for 
7 days or 10 mg on the rst and 8th day of treatment, 
or diazoxide 50 mg orally daily, especially in *dump- 
ing’ syndromes. Glucagon, like the catecholamines, 
stimulates the formation of 3" 5’ cyclic adenosine 
monophosphate (cyclic AMP) (6). In addition to 
this, ATP is given daily in divided doses totalling 
12 mg orally. It cannot be added to the chloripramine 
infusion, as it causes an unidentified deposit to 
appear (7). 

This combination of tricyclic antidepressive, 
glucagon and ATP, has been used in 40 patients with 
no ill effects. The reason these drugs were chosen was 

„because of the reports that in depressive states they 
were found to be at subnormal levels (8—12). 
Glucagon, by its action on the cell-bound enzyme 
adenylcyclase, has a considerable influence on the 
homeostasis of ATP (13). Munch (14) has reviewed 
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the variety of roles which adenylcyclase plays in the 
body; this enzyme indeed would appear to be a vital 
link between cyclic AMP and many of the somatic 
symptoms linked to depressive and other psychiatric 
states (15). 

P. M. O'FLANAGAN. 
Winwick Hospital, 
Winwick, 
Warrington, WAz 8RR, Cheshire. 
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INTRACELLULAR LITHIUM AND 
CLINICAL RESPONSE 


Dear Sir, 

The letter from Dr Cazzulo et al reporting their 
findings regarding clinical response to lithium 
carbonate (Li) treatment and the RBC Li—plasma 
Liratio (Journal, March 1975, 126, p 298) was read by 
us with interest. There are two important differences 
between their studies and our original report that 
low RBC Li—plasma Li ratio are associated with a 
good response (Mendels and Frazer, 1973). 

Firstly, they appear to have studied the pro- 
phylactic efficacy of lithium salts rather than their 
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antidepressant effects, as was the case in our study. 
Our own observations suggest that these may be two 
distinct actions of Li, since we have seen a number 
of patients who do not show an antidepressant 
response but who do seem to benefit from the pro- 
phylactic action when maintained on Li therapy. 
As we have reviewed in detail elsewhere (Mendels, 
1973; 1975), it appears that a larger proportion of 
patients with a bipolar primary affective disorder 
show an antidepressant response to Li than of patients 
with a unipolar primary affective disorder. It has been 
suggested that bipolar and unipolar patients benefit 
equally from the prophylactic effects of lithium 
(Schou, 1973), but this may not be the case. In a 
recent report Hullin et al (1975) suggest that patients 
with unipolar primary affective disorder actually do 
better on Li maintenance than bipolar patients. 
Secondly, we have noted that the ratio is more 
variable among out-patients than among in-patients. 
Our report on the association between high RBC 
ratio and antidepressant response to Li was based on 
a group of in-patients. Variability in the ratio was 
less in these patients than in the out-patient groups 
studied by Cazzulo ei al and recently by ourselves. 
Cazzulo et al also report that the RBC Li—plasma 
Li ratio does not distinguish between bipolar and 
unipolar patients. Certainly the ratio overlaps 
between bipolar and unipolar patients and by itself 
cannot be used as a diagnostic criterion. However, 
the data reported by Cazzulo et al show that their 
unipolar patients had a mean ratio of о:44 0:04 
(x+SEM) and the bipolar group a mean ratio of 
о:бо-о:04 (р < 0:025, Student's t test). We have 
found a similar difference between these patient 
groups in a recently completed study. A group of 
out-patients were treated with Li during a depressive 
episode (all diagnosed as primary affective disorders) 
(Feighner, J. P. et al, 1972). They were seen at one- 
to two-week intervals for a period of two months, 
when their clinical status was rated and blood 
samples were obtained on the morning of their clinic 
visit for plasma and RBC Li level determinations 
(Frazer et al, 1972). At the end of two months the 
mean RBC Li-—plasma Li ratio was computed for 
each patient. The ratio value for the first week on Li 
for each patient was omitted from the calculations, 
as this period was frequently one of changing Li 
dosage in order to achieve adequate plasma main- 
tenance levels and might not accurately reflect the 
truc ratio. We also omitted from the calculations a 
few values which were taken on days when patients 
admitted having taken their morning Li dose before 
their blood sample was drawn for lithium determina- 
tion. There were three to six values for each patient. 
The mean ratio for the bipolar group is 0-61-L0-04 
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SEM and that for the unipolar group is 0+ 38-+-0-04 
SEM (р < 0':0005 level, Student's t test). These 
values are in excellent agreement with those reported 
by Cazzulo et al. The significance of this difference 
is not yet clear; however, it is compatible with our 
observations that the antidepressant response to Li is 
more frequent among bipolars and that the anti- 
depressant response is often associated with high 
RBO Li—plasma Li ratios. 


T. А. КАмзЕҮ. 
A. FRAZER. 
W. L. Dyson. 
J. Мемовіз. 
Department of Psychiatry, 
University of Pennsylvania School of Medicine and 
Veterans Administration Hospital, 


University and Woodland Avenues, 
Philadelphia, Pennsylvania 19104, U.S.A. 
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THE NEW CHRONICS 
Dear Sm, 
There is concern about the continued accretion 
of ‘new chronic patients’ in mental illness hospitals 
(1). We have carried out a survey of patients admit- 


CORRESPONDENCE 


ted and remaining continuously for twelve 
months or more in a mental illness hospital of 950 
beds (2:1 per thousand population). At the end of 
1973 there were 531 who had been admitted before 
November 1967, although this number had fallen 
from 719 in the previous two years. The number 
admitted after December 1967 had stabilized by 
1971 at between 180 and 200. This number, which is 
remaining fairly constant, perhaps represents the 
number of new chronic patients in mental illness 
hospitals, and it is equivalent to about o:4 per 
thousand population. These patients are mainly in 
the older age groups and over half of them are over 
the age of 65; 64 per cent of the whole group are 
women. However, there were 60 patients under the 
age of 55. The death/discharge rate is about 35 per 
annum, and as the total remains constant this 
number represents the admissions rate, which is 
equivalent to 0-07 per thousand population per year. 

We also examined the potential dispersal of this 
group. If there were ideal community facilities and 
sufficient general hospital geriatric services about one 
quarter (0:1 per thousand) would still require pro- 
longed in-patient care in a mental illness hospital. 

'The estimates in this study are in line with those 
discussed by the Tripartite Committee in 1972 (2). 
Achievement of reduction of numbers depends in 
particular on development of professionally super- 
vised residential accommodation for the mentally ill 
in the community. But many of these hostels would 
resemble villas and supervised open wards in existing 
mental illness hospitals, and patients might be at a 
disadvantage because they would be isolated from 
the rehabilitation facilities which only a large institu- 
tion can provide. 

Joun Lz Gassicke. 
Joseru A. FURNESS. 

St George’s Hospital, 
Morpeth, NEG! 2NU, 
Northumberland. 
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The Parkinson syndrome is complex and 
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disagreement over its classification апа 
treatment 

Artane* (benzhexol) is still one of the 
most versatile antiparkinsonism drugs 
available after twenty years of clinical use 

When levodopa is indicated, 
concomitant administration of Artane often 
improves therapeutic results 

Artane also protects from distressing 
drug-induced extrapyramidal effects where 
levodopa is ineffective 

Side effects, an important 
consideration in any long term treatment, 
are comparatively few. This makes Artane 
one of the most acceptable drugs available 
for the treatment of Parkinsonism 

The economical-price also makes 
Artane an attractive alternative when the 
routine management of the condition is 
being considered 


A\rtan 


anhparkinson drug 


Full information is available on request 
Gader) Lederle Laboratories 
EE Adivision of Cyanamid of Gt Britain Ltd 
Fareham Road Gosport Hants PO13 0А5 
Presentation: Tablets 2mg and 5mg, Sustets 5mg 
* Trademark 








Mere 
GEY 


Anafranil is the most recent 
addition to the Geigy range 
of psychotropic drugs. 

In addition to its use in 
depression, where it has 
proved to be effective both 
by the oral route and by 
intravenous infusion (in the 
more seriously depressed 
patient), Anafranil is Бесоті! 
established as a leading drug 
treatment for obsessional an 
phobic disorders. 

We will be pleased to 
forward further information 
relating to the use of 
Anafranil in the treatment of 
depression and phobic and 
obsessional disorders on 
request. 


Anafranil is 3-chloro-5-(3-dimethylamınopropyl) -1 
11-dihydro 5H dibenz [b. i] azepine 
(clomipramine) hydrochlonde 


Detailed literature describing any Geigy product 
will be supplied on request 


Geigy Pharmaceuticals, 
Macclesfield, Cheshire SK10 2LY 


aE 





Anafranil’ 
fin depression 


"The most striking finding however, 
was the number of patients who 
showed spectacular improvement and 
who had been ill for considerable 
periods of time. By and large this aroup 
were of a chronic grumbling type who 
C ant medica 
4 yet ‹ did not reward the 
Dy getting better, 














iment of 






er read al tt 
унату, Mox 














“The E e MALA on 


proved 




















ive 
ssant 
infusion 
| ramine was sis ustically 
signifi at їп favour af the last 
mentioned treatment. Patients оп 
clomipramine as a group n i fewer 


treatments ar 
rapidly than 
having electi 





ito 


;Qunt 


a. 


< more 








ive therapy. 





4255 


of 57 patients) s 


respons 








good or good 
some i impro 





that intravenc 
be offered as an alte 
treatment.” 


“Oral group: 78 per cent showed a 
very good or good response and 96 p 
cent improved to some extent. This 
favourably with the 
s obtain: ed YO other 




























Anafranil’ 
obsessional/phobic 
disorders 





"Clomipramine has the two distinct 


properties of being an anti- "depressive 
and an anti-obsessional drug." 


nent of 






с, do not respond always 
or flooding 















at clomipramine not 
suits in severe and 
ve states, but it is 
'eatment of choice in 
sive disorders and 











Baca 3 Bra wW 
to exert a ben fi 
onses in 
ot sional 


out doubt it app 
al effect on neurotic 
bene io phon and 















viii BRITISH JOURNAL OF PSYCHIATRY, FEBRUARY 1976 





Lucy Trent - secretary = 
needs one Prothiaden 
capsule three times daily 






Ys 
= 
b 

P 


Joan Smith - housewife — 
home most of day. 
Finds 2 capsules of 
Prothiaden 3 times daily, 
as prescribed, very 
convenient 


Ron White ~ 

bus conductor ~ out all day. 

Finds the prescription of 

a single night-time dosage of 
Prothiaden preferable to 
three times daily dosage. 


eer ap the flexible antidepressant 
Ce Japsules containing dothiepin hydroe hh orid 
Full information a ailable on re quest from 


The Crookes Laboratories Ltd., Basingstoke, Hants. 












University of Bristol 


Departments of Mental Health and 
Extra-Mural Studies 


PSYCHOTHERAPY 
WORKSHOP 


June 20th-25th, 1976 


This workshop Is Intended for those 
mental health professionals and general 
practitioners who have a few years ex- 
perlence, and now seek further training 
and insight Into the processes of psycho- 
therapy. £55.00 resident membership. 


Further particulars and application forms 
' from: The Assistant Director, Depart- 
ment of Extra-Mural Studies, University 
of Bristol, 32 Tyndall's Park Road, 
Bristol BS8 1HR. 


1974 and 1975 issues of 
The British Journal of Psychiatry 
are available from 


HEADLEY BROTHERS LTD, 
Derr BJP, 
ASHFORD, 
KENT 


Earlier back issues are available 
from 


WM Dawson & Sons LYD, 
Cannon House, 
FOLKESTONE, 
KENT 


BRITISH JOURNAL OF PSYCHIATRY, FEBRUARY 1976 ix 
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HARROW-ON-THE-HILL 
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Telephone: 01-864 0221 


'This is a mini hospital of 7o beds of which 
16 are devoted to the care of the aged. Over 
the past to years the facilities in the Clinic 
have been steadily added to and existing 
ones improved. In 1974 a 16-bedded wing 
was built, each room with bathroom ensuite 
and every modern convenience, including 
colour television. 


Despite rising costs we plan to kecp fees 
within-the framework of BUPA and PPP. 
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Current applications of MAO inhibitors 








Over the past few years there has been 
Increasing awareness that MAO Inhibitors have 
important therapeutic functions. Recent studies 
on phenelzine, for example, have shown It to 
have a useful anxiolytic effect in phobic patients. 
Phenelzine has also been shown to produce a 
'striking Improvement! when combined with 
amitriptyline In patients refractory to either of 
these drugs alone. 


Phobias 


One of the most frequently used MAO Inhibitors, 
phenelzine, was recently the subject of a 
double-blind trial in chronic agoraphobia and 
social phobia.! 

Matched patients received 30-90 mg pheneizine, 
or a placebo, daily for 8 weeks. Phenelzine was 
found to produce significant improvement 
overall, versus placebo, and over an 8 months' 
follow-up, alleviation of symptoms was 
maintained in patients remaining on phenelzine. 
The authors suggest that phenelzine has an 
anxiolytic action in phobic patients, and that 
genetically determined biochemical factors 
influence the rate of response to the drug. They 
conclude, therefore, that treatment of the 
unresponding patient should continue for more 
than four weeks, particularly in phoblas of less 
than ten years' duration. 


Nardi! 


Combination therapy 


in refractory depression 


Another study? employed phenelzine In 
combination therapy in ten atypical neurotic 
depressives, all of whom Included anxiety in 
their symptoms and six of whom were phobic. 
All had proved refractory to MAO inhibitors and 
tricyclic antidepressants when given alone, and 
ECT, either falling to respond or relapsing 
regularly. The group of patients was given 
combined therapy of phenelzine 15 mg three 
times a day and 50 or 75 mg amitriptyline daily 
for a period of six weeks. Striking improvement 
resulted, and was sustained during follow-up 
ranging from 7 to 24 months. Side effects during 
treatment were no greater than have been 
recorded for amltriptyline or phenelzine 
administered alone; the author stresses that itis 
sequential treatment with these two drugs, 
rather than simultaneous administration, that 
produces severe reactions. 

It is Interesting that about a dozen refractory 
depressives who were referred for the study but 
not included in the trial, had never been given an 
MAOI, and on being given one, responded?. This 
fact perhaps serves to Indicate the neglect this 
valuable class of drugs has suffered In an area 
of mental illness where effective psychotropic 
agents are relatively scarce. 


valuable in refractory depression 
and phobic anxiety 


References: 1. Psychopharmacologla (Berl.) 32: 237 (1973) 2, Brit. J. Psychiat, 124: 265 (1974) 
3. Colloquium on MAOI therapy, London 1974 (Warner) p 4. 

Nardll tablets each contain 15 mg phenelzine (as Phenelzine Sulphate BP). 5 
Further information available on request. ЭЕ 
William А. Warner and Co, Ltd., Eastleigh, Hants. SO5 3ZQ. Tel: Eastleigh 3131. CA 
Nardil Is a registered trade mark. N Z| 
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Homicide in the West of Scotland 


By HUNTER GILLIES 


Summary. Between 1953 and 1974 the author made psychiatric examinations 
for the prosecution of 400 persons, 367 males and 33 females, accused of the 
murders of 307 victims, 194 males and 113 females. The 367 males were accused 
of 273 murders, 172 male and тот female victims, and the 33 females were 
accused of 34 murders, 22 male and 12 female victims. 

The salient features amongst the accused were maleness, youthfulness, the 
causal importance of alcohol, the rarity of suicide after murder and the high 
percentage of psychiatrically normal persons: in these last two respects the 
picture differed from that reported in England and Wales. The normality of 
these Scottish accused was further shown by the finding that in the decade 1965 
to 1974 no material psychiatric abnormality was seen in 90 per cent of the males 


examined 


INTRODUCTION 


‘There can be little doubt that murderers are 
as a group severely abnormal from the psychia- 
tric point of view’ (Hill, 1963). ‘Over one-third 
of murders are committed by persons in an 
abnormal mental state, many of whom commit 
suicide’ (Gibson and Klein, 1969). Schizo- 
phrenia, psychopathic personality or personality 
disorder were diagnosed by Driver, West and 
Faulk (1974) in 41 per cent of 66 persons found 
guilty of murder or manslaughter. These three 
findings referred to England. The picture in the 
West of Scotland is different, for almost 90 per 
cent of men accused of murder are mentally 
normal and subsequent suicide is rare: in many 
respects the situation is closer to that in the 
United States andin the U.S.S.R., though murder 
by groups of teenagers is common in Scotland. 
_ Surveys of the psychiatric state of persons 

accused of murder are few because it is difficult 
for one psychiatrist to collect a large series. ‘The 
writer has been instructed by Procurators Fiscal 
to examine most persons accused of murder in 
the Glasgow area during the last 21 years, and 
this paper will deal with the first 400 of these. 
'The examinations were carried out within a few 
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days, sometimes within a few hours of the charge 
being made. The first aim was to find if the 
accused was sane and fit to plead and if so 
whether or not responsibility was substantially 
diminished from psychiatric causes. So an 
examination in depth was not essential, and 
conclusions could be reached after one inter- 
view even in the exceptional cases where the 
accused was reticent about his background and 
about the crime. Although the 400 accused, 
367 male and 33 female, were at first charged 
with murder, it would not be correct to deseribe 
them all as murderers, since reduced charges, ; 
abandonment of proceedings and acquittils’” 
were common, as shown in Tables VIL;IX;? ` 
XVII and XIX, and one woman had her 
conviction quashed by the Appeal Court. 
During the period of the survey there were 
relevant changes in the law: first, the Homicide 
Act, 1957, introduced to England the Scottish 
doctrine of diminished responsibility in cases of 
murder; secondly, there began in 1965 a five- 
year temporary suspension of capital punish- 
ment for murder under the Murder (Abolition 
of Death Penalty) Act, 1965; and thirdly, this 
suspension was made permanent in 1969. 
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Tue Marg ACCUSED 
Mental state 
Table I shows that 82 per cent were mentally 
nornial, though this description includes heavy 





Tase I 
Mental state of male accused 
N % 
"Normal — .. a " 302 82 
Personality disorder E 26 7 
Mental deficiency 
(subnormality) .. vs 1I 3 
izophrenia SE E 10 3 
Psychotic depression 4 I 
Epileptic psychosis Ў 2 I 
Chronic alcoholism à 8 
Alcoholic psychosis 2 
Organic brain disease 1 3 
Anxiety neurosis I 
Total 367 тоо 


drinkers and men who were intoxicated at the 
time of the crime. The trend is to an even larger 
proportion of mentally normal persons: thus, of 
the 363 accused (335 males, 28 females) exa- 
mined during the decade 1965 to 1974 there 
were 300 males (go per cent) and 15 females 
(54 per cent) who showed no material psychia- 
tric abnormality. The same trend is apparent in 
England and Wales, and the findings contrast 
with those of West (1963) for men who through- 
out their lives persistently commit offences 
against property: 88 per cent of these showed 
severely deviant personalities and at least one- 
third had a history of severe mental disorder. 
_ Personality disorders included mild anomalies 
Žas well as severe psychopathy. The label of men- 
.tal deficiency (subnormality) was usually res- 
tricted to those whose intelligence quotient was 
70 or less. Premature discharge of schizophrenics 
has not offered the problems that in the London 
area have exercised Rollin (1974). The rarity of 
depressives, presumably one factor making for 
the rarity of subsequent suicides, is difficult to 
explain, though it may be related to the ease of 
admission to hospital. Chronic alcoholism is 
common in Scotland but, as elsewhere in the 
world, it is not responsible for much violent 
crime and it featured only eight times amongst 
the men. A history of previous psychiatric 
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treatment was given by 50 men and of suicidal 
attempts by 21 men. 


Age 

All over the world violence and murder are 
linked with the young male, hormonal and social 
influences being involved. In this series the 
ratio of males to females was 11 to 1. Two- 
thirds of the normal male accused fell into the 
range 15 to 24 years (Table IT). Predictably, 








Tase П 
Age distribution of male accused 
Normal Abnormal 
Years ———— 

чмо N % 
10—14 " $5 6 2 о о 
15-24 es .. 200 66 24 37 
25-34, vs M 61 20 19 29 
35-44 m is 22 7 15 23 
45-54 EP sx 10 3 3 5 
55-04 2: S 3 I I 2 
65-74. NS € о 0 3 5 
Total 302 99 65 ror 
Range 11 їо бо yr. 16 to 67 yr. 
Mean 24-0 yr. 41:1 yr. 


There was a significantly higher (р < :001) propor- 
tion of accused between the ages of 10 and 24 years in 
the normal group compared with the abnormal group. 


the three accused over 65 years were psychotic. 
There were 197 males who acted alone (135 
normal, 62 abnormal) and 170 who acted with 
others (167 normal, 3 abnormal). 


Religion 

The Catholic Directory for Scotland (1974) 
shows that in 1973 Roman Catholics constituted 
about 30 per cent of the general population of 
Glasgow, but over the period 1953 to 1974 they 
were 47 per cent of the normal male accused and 
43 per cent of the abnormal male accused 
(Table III). The explanation must lie in the 
larger numbers of Roman Catholics, often of 
Irish ancestry, who have to live in the socially 
and economically deprived areas of the city. 
Scott (1973) found a high proportion of Irish- 
men in a group of men in Brixton Prison 
charged with the fatal battering of children. 
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Tase ПІ 
Religton of male accused 


Normal 
N % N % 








Protestant . . 157 52 36 55 
Roman Catholic .. 144 48 28 43 
Sikh А i o о I 2 
Muslim I о о 
Jewish o о о 
Total 302 roo 65 тоо 





There was a very significant difference (p < +001) 
between the percentage of Roman Catholics in the 
normal accused (48 per cent) and the percentage of 
Roman Catholics in the general population of 
Glasgow (30 per cent). There was also a significant 
difference (p < +025) between the percentage of 
Roman Catholics in the abnormal accused (43 per 
cent) and the percentage in the general population. 


Jewish people, who in 1973 constituted 1:5 per 
cent of the Glasgow population, did not feature 
among the accused, and there were only two 
Jewish victims. 
Alcohol 

There were 213 males (58 per cent of 367) 
intoxicated at the time of the crimes: 54. were 
accused of killing females, and 159 of males. 
There were no murders linked with drug 
addiction, though violence in the area has 
occurred in association with lysergic acid 
diethylamide. 


Previous offences 

There was a history of previous offences of 
violence in 142 (47 per cent) of the 302 normal 
accused and in 29 (45 per cent) of the 65 
abnormal accused: 88 per cent of normal 
accused and 65 per cent of abnormal accused 
had committed other offences, usually of 
dishonesty (Table IV). There was a signifi- 
cantly higher (p < соот) proportion with no 
previous offences in the abnormal group com- 
pared with the normal group. Tennent ei al. 
(1974) found that 27 per cent of males admitted 
to Broadmoor Hospital who had been charged 
with murder or manslaughter had no previous 
effences. 

The 5 abnormal accused who had undergone 
training both in approved schools (list D schools: 
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Tase IV 
Numbers and percentages of male accused who had 
previous offences and institutional care , 








Normal Abnormal 





N % N % 





No previous offences 34 ІІ 20 зі 
Offences of violence (a) 142 47 29 45 
Offences other than 

265 88 42 65 


(a) and (b) 189 46 26 40 

(а) апа (с) 49 16 8 12 

(а) апа (д) 4 15 6 9 

(Ь) апа (с) 68 23 II 17 

(b) and (d) бо 20 8 12 
) 30 


es 20 s and © 
d (d 25 а 5 8 
There was a significantly higher (p < -oo1) propor- 
tion of first offenders in the abnormal group compared 
with the normal group. 

Community Homes), and in borstal institutions, 
and who had previous convictions for violence 
as well as for other offences, included 2 sadistic 
psychopaths, one of whom had murdered at 
least 9 people and the other had murdered 
once and raped twice. 


Social class 

There was no significant difference between 
normal and abnormal accused with respect to 
social class. Normal and abnormal accused, as 
well as their victims, were mainly from social 
clases V, IV and IJI, and many accused in 
class V were chronically unemployed (Table Ns 


Taste V 
Social class of male accused 


Normal ^ Abnormal 
N % N % 








L. us DE vs о — I 

II... 55 js о — 1} 3 
т BA 45 I5 2 
IV .. m we 58 19 то 15 
V .. 199 66 39 60 
"Total 302 тоо 65 roo 


There was no significant difference between the 
normal and abnormal groups with respect to social 
class. 
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As might be expected, the 2 men in classes I 
and II were psychotic, and their crimes were 
‘altruistic’. 


Civil state 

There was a significantly higher (p < 01) 
proportion of separated or divorced men in the 
abnormal group compared with the normal 
group (Table VI). Many of the marriages were 
unstable relationships subject to frequent separa- 
tions and transient reconciliations. 


TABLE VI 
Civil state of male accused 


Normal 
N % N 4% 


Single 176 58 93 5I 

Married .. .. 109 36 20 31 

Separated or divorced 15 5 10 15 

Widowed .. in 2 I 2 3 

Total 302 тоо 65 roo 
Final charge 


The original murder charge was reduced or 
abandoned in all but 203 men (Table VIT) the 


Tarte VII 
Final charge against male accused 


Normal 
N % N % 


Abnormal 





Murder .. .. 168 56 35 54 
Culpable homicide 75 25 25 88 
Lesser charge or pro- 

ceedings abandoned 59 20 5 8 


Total 302 тог 65 





change being usually on procedural rather than 
psychiatric grounds, but sometimes the charge 
was reduced to culpable homicide (anglice 
manslaughter) before or during the trial in 
cases where the psychiatric report had described 
a condition that substantially reduced the 
accused’s responsibility; but even where psy- 
chiatric evidence was heard the Court’s reasons 
for reducing the charge were not always made 


HOMICIDE IN THE WEST OF SCOTLAND 


public. In the series, 26 men were thought to 
have diminished responsibility to a substantial 
extent, the conditions present being severe 
personality disorders, mental deficiency (sub- 
normality) and chronic alcoholism (Table VIII). 


T^srz VIII 
Diagnoses of male accused in whose cases substantially 
diminished responsibility was found 
N 76 
Personality disorder .. I5 58 
Chronic alcoholism .. ©; I 4 
Mental deficiency 
(subnormality) Е e 10 38 
Total .. is 2:5 .. 95 100 





Responsibility means accountability, answer- 
ability, or liability to be punished. In Scotland 
the doctrine of diminished responsibility dates 
back to 1867, when Lord Deas charged the jury 
that a man accused of murder was peculiar in 
his mental constitution and had a mind so 
weakened by illness that there were extenuating 
circumstances justifying a reduction in the 
charge to culpable homicide (Gordon, 1967). 
The doctrine has been followed in a number of 
Scottish cases and by the Homicide Act of 
1957 was extended to England and Wales; 
interestingly, it has there been more liberally 
interpreted so that moderately psychopathic 
personalities have qualified, whereas most 
Scottish psychiatrists accept that a condition 
*bordering on insanity' should be present, such 
as mental deficiency (subnormality), epilepsy 
and epileptic personality, post-traumatic per- 
sonality disorders, advanced alcoholism and so 
on (Walker, 19682, 1968b; Walker and McCabe, 
1973). 

Use of the doctrine carries the risk that a 
dangerous man, instead of going to life imprison- 
ment—the only sentence that can be imposed 
for murder—may be dealt with by conditional 
discharge, probation or any disposal up to life 
imprisonment. So a man accepted as lacking in 
responsibility may be released after a period 
too short to have altered his outlook: this and 
most other problems of forensic psychiatry have 
been comprehensively described by Whitlock 
(1963). An inter-departmental committee under 
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Lord Butler is at present studying to what 
extent and on what criteria the law should 
recognize mental disorder as a factor affecting 
an accused's liability to be tried or convicted 
and his disposal. 


Verdict or outcome 

Table IX shows that most of the men were 
found guilty. Those judged insane at the time 
of the offences comprised 2 cases of acute alco- 
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holic psychosis and 1 of psychotic depression. 
The 16 men found insane and unfit to plead 
consisted of 10 cases of schizophrenia, 2 of 
psychotic depression, 1 of alcoholic psychosis, 
I of epileptic psychosis, 1 of organic brain 
disease and 1 psychopath with a paranoid 
psychosis. 

Throughout the United Kingdom and North 
America fitness to plead implies the abilities to 
understand the charge, to distinguish between a 


Taste IX 
Verdict or outcome in cases of male accused 
Normal Abnormal 

N % N % 
Guilty (murder, ricas homicide or lesser оао) 203 67 40 62 
Not guilty .. 35 12 ї 2 
Not proven .. zs 17 6 о о 
Proceedings abandoned or unconditionally liberated. 47 16 4 6 
Insane at time of offence (= not guilty) . T — — 3 5 
Insane and unfit to plead .. " — — 16 25 
Committed suicide whilst awaiting trial .. o 0 1 1 
Total .. 302 ror 65 101 

TABLE X 

Disposal of male accused 





Normal Abnormal 
N N 


Life imprisonment .. 100 19 
Other imprisonment 62 9 
о 1 
To detention under Children and Young Persons (Scotland) Act, 1937 o ‘or under 
Homicide Act 1957 jn offenders under 18 ye Sa 28 3 
To guardianship € АС . pE o 1 
To probation s I о 
To borstal training 2 2 о 
To State Hospital A — 28 
mental deficiency 7 
insane and unfit to plead 18 
insane at time of offence 2 
psychopathy 6 
28 
To local psychiatric hospital = — 4 
insane and unfit to plead 3 
insane at time of offence 1 
4 
Committed suicide .. о ї 
Liberated (not guilty, not proven, a absolute с discharge, unconditionally i liberated 
or p gs abandon 109 5 
Total .. 302 65 
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T^srg XI 
Mental state, previous psychiatric treatment and previous suicidal attempts of female accused 

















Number who Number who 
had previous had made 
N y^ psychiatric previous suicidal 
treatment attempts 
Normal nr Р . 18 55 2 4 
Personality disord er. 6 18 3 3 
Mental deficiency (submormality) . 3 9 o о 
Schizophrenia ; 2 6 2 I 
Psychotic depression 1 3 ° о 
Chronic alcoholism 3 9 2 о 
Total .. е zs 2 E 33 I00 9 (27%) 8 (2495) 
lea of guilty and not guilty, to challenge jurors, Taste ХП 
da cond „о о oar to Age distribution of female accused 
follow evidence and to make a proper defence. 
A psychotic who can rightly be admitted com- Vas Нонни 
pulsorily to a psychiatric hospital is likely to be N N 
found insane and unfit to plead; yet, as has been 
argued by Macrae (1972), a patently psychotic 14 and under 1 1 
person шау be able to put forward a defence D = = ? 5 
and if prevented from pleading may long nurse 35 to 44 2 7 
a sense of injustice that will hinder co-operation 45 to 54. 3 o 
with those treating him. 
Total .. zn vi 18 15 
Disposal 
Life imprisonment was imposed on 113 men ed E c QA 
(Table X). One man, a sadistic psychopath who Mean 29°3 ' 31-6 
committed multiple murders, was hanged. The yr. yr. 


State Hospital received 28 and local psychiatric 
hospitals 4 men. 


Tug FEMALE ACCUSED 

Over half were mentally normal (Table ХІ), 
but because of emotional problems 4 had 
attempted their lives in the past and 2 of these 
had consulted psychiatrists. Of the 15 abnormal 
females 4 had attempted their lives and 7 had 
previously consulted psychiatrists. The age 
distribution is shown in Table XII. 

There were 17 normal and 13 abnormal 
females who acted alone, 1 normal female acted 
with a group of male teenagers, and there were 
2 separate cases of abnormal females, both 
mentally defective, who acted with similarly 
handicapped males. There was no significant 
difference between the percentages of Roman 
Catholics in the normal and. abnormal female 


Using the groupings 14-24 years, 25-34 years and 

35-44 years there was no significant difference in age 

distribution between the normal and abnormal 
accused. 


groups, and the percentage of Roman Catholics 
(30 per cent) in the general population of 
Glasgow (Table XIII). 


Тавік XIII 
Religion of female accused 


Normal 
N % N % 


Abnormal 





Protestant .. a$ 10 56 II 73 
Roman Catholic .. 8 44 4 27 
"Total Ek - 18 тоо 15 100 
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At the time of the offences 10 females, 5 
~ normal and 5 abnormal, were intoxicated: the 
abnormal females consisted of 3 chronic alco- 
holics, 1 psychopath and 1 mental defective. 
There was a history of previous violence in 1 
normal and 5 abnormal females and of other 
offences in 2 normal and 4 abnormal females 


(Table XIV). 
Taste XIV 


Numbers and percentages of female accused who had 
previous offences and institutional care 





No previous offences 15 63 9 60 
Offences of violence (a) 1 6 5 33 
Offences other than 
violence (b) 2 II 4 27 
Approved school 
(List D) (c I 6 о — 
Borstal training ( 1 6 о — 
e and (b) о — 3 20 
a) and (c) o — o — 
(a) and (d) о — о — 
(b) and (c) I 6 о — 
iP and (d) I 6 o — 
c) and (d) I 6 о — 
(a) and (b) and © 
d (d) . o — o — 





There was no significant difference between the 
proportions of first offenders in the normal and 
abnormal female groups. However, 73 per cent of all 
female accused were first offenders compared with 
15 per cent of all male accused (see Table TV} and 
the difference was very significant (p < +001). 


Of the 3 females in social class II one was 
psychotic and another was psychopathic. Of the 


33 female accused 3 were professional nurses 
(Table XV). There was no significant difference 


Taste XV 
Social class of female accused 

Normal Abnormal 

N % N % 
I. о — о — 
IH. I 6 2 13 
NI. I 6 о — 
IV. 6 33 4 27 
V. 10 55 9 60 
"Total 18 roo 15 100 





III 


in social class distribution between the normal 
and abnormal groups nor between the male 
and female accused (see Table V). Marital status 
is shown in Table XVI. The charge of murder 


Taste XVI 
Civil stats of female accused 
Normal Abnormal! 
N % N % 
Single 8 44 6 40 
Married 8 44 7 47 
Separated o or divorced 1 6 2 I3 
Widowed .. : I 6 о — 
Total з E 18 тоо I5 100 


was reduced in all but 6 females (Table XVII) 


 Tamux XVII 
Final charge against female accused 


Normal Abnormal 





Murder . b 2 4 
Culpable homicide .. 11 7 
Lesser charge or pro- 

ceedings abandoned 5 4 
Total .. zs ss 18 15 





and 14 were thought to have substantially 
diminished responsibility on psychiatric grounds 
including puerperal factors (Table XVIII). 


Taste ХУШ 
Diagnoses of female accused in whose cases substantially 
diminished responsibility was found 
Personality disorder 2 
Alcoholism 4 
Mental deficiency (subnormality) 2 
Reactive depression... bv 2 
Puerperal factors ee © va 4 
Total es n $5 T I4 


Those found guilty numbered 22, and 3 were 
insane and unfit to plead, 2 because of schizo- 
phrenia and 1 girl aged 11 years because of 
immaturity: one was insane at the time of the 
offence because of epilepsy and psychopathy 
(Table XIX). Two women went to life imprison- 
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Taste XIX .. Taste XX 
Verdict or outcome in cases of female accused Disposal of female accused 





Life imprisonment . I I 
Normal Abnormal Other imprisonment. 8 2 
Guilty (murder, culpable regm (ича 8 years) А S 
homicide or lesser charge) 13 9 State hospital at К c 5 
Not guilty * 1 9 mental deficiency I 
- Proceedings abandoned 4 2 аен unfit to 
Insane at time of offence plead 2 
(= not guilty) a 1 tir l 
Insane and unfit to plead — sy es time of ї 
Total... - a 18 15 personality disorder a 
5 
ment, 5 to the State Hospital and 1 to her local Local psychiatric һозрИа1.. =; 
psychiatric hospital (Table XX). (ов буни үчү ү : 
plead s I 
Viarnas оғ MALE Acousep знае T Y te 5 3 


Age and sex Total IN i. 18 15 
The 302 normal males accounted for 40 ————————————————————————— 

male and 54 female victims (Table XXI). 15 and 44 years, compared with 54 per cent of 

Of the male victims 69 per cent were between female victims. The number of incidents 


TABLE XXI 
Age distribution at death of victims of male accused 


Victims of normal accused Victims of abnormal accused 
N N 





Male Female Male Female 
Under 6 months 2 о І о 
6 months to under 2 years .. x 3 о о І 
2 years to under 5 years .. 55 5 I 2 I 
5 years to under 10 years a 2 3 2 3 
IO years to under 14 уе vs 6 о 2 о 
15 to 24 e e 55 12 3 6 
25 to 34 23 7 2 4 
35 to 44 19 10 4 7 
45 to 54 10 8 9 6 
55 to 64 8 5 4 7 
65 to 74 5 4 I 9 
75 to 84 І 3 2 3 
85 and over I I o o 
Total... aS T БУ A 140 54 32 47 
Range a es ex es 8 weeks to зуг. to 85 yr. | 11 weeksto 40 months to 

86 yr. 80 yr. 79 уг. 
Mean SE € m ks 29:1 yr. 39:6 yr. 37:8 yr. 440 yr. 





The mean age of the male victims of normal accused was significantly lower than the mean age of the male 
victims of abnormal accused (Wilcoxon test, p < +001) but there was no significant difference between the 
mean ages of the female victims of normal and abnormal accused. 

The mean age of all male victims was significantly lower than the mean age of all female victims (Wilcoxon 
test, р < соот) and the mean age of all victims of normal accused was significantly lower than the mean age 
of all victims of abnormal accused (Wilcoxon test, p < *oor). 


BY HUNTER GILLIES 


involving one victim was 187 and the number 
with more than one victim was 3. 

The 65 abnormal males accounted for 32 
male and 47 female victims. The number of 
incidents involving one victim was 57 and involv- 
ing more than one victim was 7, these 7 account- 
ing for 22 victims. Parker (1974) found an excess 
of victims over aggressors in statistical study of 
mentally disordered females who had committed 
various degrees of violence. 


Relationship to accused 

Table XXII shows that the 194 victims of 
the 302 normal accused males, 21 male victims 
(15 per cent of 140) and 26 female victims 
(48 per cent of 54), had a family relationship to 
their killers. The corresponding figures for the 


79 victims of the 65 abnormal male accused were ` 


13 male (41 per cent of 32) and 22 female 
(47 per cent of 47) victims: so altogether 82 
(30 per cent) of the 273 victims of male accused 
had a family relationship. Public house brawls 
and teenage gang fights accounted’ for the pre- 
ponderance of: acquaintances and strangers 
among the victims of the normal male accused. 
No prison officers were victims, but a prison 
officer killed a woman acquaintance while off 
duty, two police officers were shot dead while 
arresting three bank robbers, two of whom were 
ex-policemen. One elderly prostitute was a 
victim of her drunken client, and 2 prostitutes 
in drink killed men-friends. Wives, divorced 
wives and paramours comprised 64:6 per cent 
of the 48 female family victims. 


Alcohol 

"There were 77 (55 per cent of 140) male and 
22 (41 per cent of 54) female victims of normal 
male accused, and 10 (31 per cent of 32) male 
and 6 (13 per cent of 47) female victims of 
abnormal males who were intoxicated, and it is 
likely their drunken state contributed to the 
fatalities even when the accused was sober. 


Утатімѕ OF FEMALE AQQUSED 
Age and sex 
The 18 normal females accounted for 16 male 
and 3 female victims (Table XXIII), 2 male 
and i female victims being newborn babies. 
The number of incidents involving one victim 
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TABLE XXII 
Relationship of victim to male accused 


Victims of 
abnormal 
accused 


N—79 
M E M 


Step-son .. 
Father-in-law Я 
Wife’s paramour .. 
Paramour .. zs 
Paramour's husband 
Paramour'son .. 
Paramour's daughter 


l-ole»ss-oclellecellall 


&llalllll-Ixselleel»s8 
I»-l-ooco-cl-allsellsll 


ellslltilel-«elleslee = 





Family total 82 


N 
m 
ю 
rn 
- 
e 
№ 
ю 





Girl friend T 
Neighbour ee 
Neighbour’s child. . 
Employer .. 
Workmate T 
Homosexual partn 


Lodger $^ Ae 


Y 

В. 
„| ФВлон-ононо 
[up Gunoooonn 
olacosoco-oo«l 
loxd3oooooconrn 


Shipmate .. - 
Mother-in-law of & 
enemy .. ‚з 


| 
| 








Grand total 273 140 54 32 47 

There were 82 of the 273 victims who had a family 

relationship to their assailants: the percentage, 30'0 

per cent, was ку lower (р < -oor) than the 

corresponding figures for females, 79-4 per cent (see 
Table XXIV). 





was 17, and there was one incident with 2 
victims, these being newborn twins. 

The 15 abnormal females accounted for 6 
male and g female victims, 1 male and 1 female 
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Taste XXIII 
Age distribution at death of victims of female accused 
Victims of normal accused Victims of abnormal accused 
Male Female Male Female 

Under 6 months Ae 2 2 I 5 
6 months to under 2 years .. о о I o 
2 years to under 5 years o o 2 1 
5 years to under 10 years о о о 0 
10-14 i ats о о о о 
15-24 4 о о о 
25-34 4 о I о 
35744 2 o I о 
45-54 2 о о о 
55-64. 2 I о о 
65—74 o о о 2 
75 о о o 1 
Total . 16. 3 6 9 
Range Newborn Newborn Newborn Newborn 

to 62 yr. to бо yr. to 45 yr. to 8o yr. 
Mean 31-3 yr. 20:0 yr. 13:2 yr. 24:2 yr. 





"There were no significant differences in comparisons of the mean ages of: (1) male victims of normal accused 
with male victims of abnormal accused; (2) all male victims with all female victims; and (3) all victims of 


normal accused with all victims of abnormal accused; 


and the figures for female victims were too small for 


comparison. 


victim being newborn. There were no incidents 
with more than one victim. 


Relationship to accused 
Table XXIV shows that of the 19 victims of 


Taste XXIV 
Relationship of victim to female accused 
Victims of Victims of 

normal abnormal 

accused a 

N—19 N—15, 

M F M F 

Husband . 7 — 2 — 
Son vs 2 — 4 — 
Daughter .. -— I — 4 
Brother  .. I — о — 
Sister — I — о 
Aunt — I — o 
Paramour ys 4 — о — 
Neighbour's child . . o о о 1 
Patient in hospital o о о І 
Employer .. . о о о I 
Acquaintance I о о 2 
Stranger .. 1 о о о 
Total 16 8 6 9 


the 18 normal accused 14 male (88 per cent of 
16) and 3 female victims (100 per cent) had a 
family relationship to their killers: the corre- 
sponding figures for the 15 abnormal females 
were 6 male (100 per cent) and 4 female victims 
(44 per cent): so altogether 27 (79 per cent) of 
the 34 victims had a family relationship to 
the accused, which is significantly greater 
(р < оог) than the corresponding figure 
(30 per cent) for males (Table XXII), The 
largest single group consisted of husbands, 7 

ing victims of normal females and 2 of 
abnormal females. The paucity of victims 
who were strangers further reflects the domestic 
quality of the female crimes. Parker (1974) 
identified 24 deceased victims of 23 females 
admitted to the Special Hospitals in England 
between 1961 and 1965 and found that 14 
were the children of their assailants and 1 was 
the parent of the assailant. In Parker’s series 
strangling was the favoured method. 


Alcohol 
There were 8 male and 1 female victims of 
normal females, and 2 male victims of abnormal 
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females who were intoxicated at the time they 
were assailed. 


THE CRIMES or THE MALE ACCUSED 
Method . 

Table XXV shows that the proportion of 
crimes involving sharp instruments was 48 per 
cent for normal accused compared with 27 per 
cent for abnormal accused: the difference was 
significant (p < +002). There was a significantly 
(p < -:oor) increased proportion of crimes 
involving shooting in the abnormal group, but it 
should be noted that one psychopath killed 6 per- 
sons by shooting and another psychopath killed 
2 persons by shooting. Gibson and Klein (1969) 
found in England and Wales that shooting was 
generally more commonly used by their abnor- 
mal than by their normal homicides, and in 1967 
it accounted for 19 per cent of the victims of 
abnormal homicides. 

There was a significantly increased propor- 
tion (p < оо) of strangulations of female 
victims compared with male victims of normal 
accused, but no such difference amongst the 
victims of abnormal accused. There were no 
significant differences in the use of sharp and 
blunt instruments between male and female 
accused (see Table XXVIII). 


Cause 
Where intoxication, personality disorders and 
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teenage gangs were involved together it was 
impossible to identify with certainty the main 
cause of a violent crime, but the evidence 
suggested that the cause of 63 per cent of the 
crimes of normal males was the disinhibiting 
effect of alcoholic intoxication, usually in the 
assailant, often in the victim alone and often 
in both assailant and victim. Alcohol played a 
significantly (р < -oo1) smaller part, 31 per 
cent, in the crimes of the abnormal accused.. 
Teenage violence was responsible for 18 per 
cent of the deaths of males but had no part 
in the mortality of females (Table XXVI). 
A common personality trait that was relevant 
was a fiery disposition: there is in the population 
a propensity—innate or soon learned—to react 
with physical violence to insults or a difference 
of opinion, whereas in higher social strata and 
softer environments self-control is inculcated 
early by teaching and example. Shields and 
Duncan (1964), in their study of the state of 
crime in Scotland, note that Glasgow in 1961-62 
had 34 per cent of Scotland’s crime but only 
20 per cent of the inhabitants. The Lowland 
scene is a violent one: 171 of the 367 males had 
previously offended with violence. Other factors 
seem to be urban living, gang warfare, absence 
of amenities in housing schemes, low socio- 
economic status, maleness and youthfulness, all 
in a culture tolerant of brutality and drunken- 
ness, Child battering and sexual interference 


Tanie XXV 
Method of killing used against victims of male accused 





Victims of normal Victims of abnormal 





accused accused 
Male Female Male Female 

N % N % N % N % 
Sharp 79 56 13 24 9 28 12 26 
Blunt .. T. 51 37 20 37 14 44 15 32 
Strangulation 3 2 18 33 2 6 II 23 
Shooting M 6 4 о — 6 19 6 13 
Poisoning o — о — I 3 2 4 
Drowning I I о — о — 1 2 
Asphyxiation о — I 2 о — о — 
Bomb booby-tra: о — 1 2 o — о — 
Burning T o — I 2 о — ° = 
Total .. 140 100 54 100 32 тоо 47 100 








116 


HOMICIDE IN THE WEST OF SCOTLAND 


TABLE XXVI 
Cause of crimes carried out by male accused 


Alcohol zs s 
Personality disorder 

Teenage gang fight 

Psychosis A 

Mental deficiency (subnormality) . 


` Total.. 





Victims of normal Victims of abnormal 
a accused 

Male Female Male Female 
N 96 N 96 N 96 N 96 
89 64 84 63 її 34 13 28 
26 I9 20 37 13 41 16 34 
25 18 о — о — о — 
о — о — 6 19 14 30 
о — о — 2 6 4 8 
140 тот 54 100 32 тоо 47 тоо 


Alcohol was causal in 63:4 per cent of the crimes of normal accused and in 30:5 per cent of the crimes of 
abnormal accused: the difference was very significant (p < *oor). 
There was a significantly lower (р < +05) proportion of crimes caused by alcohol in the group of female 
accused than in the group of male accused (see Table ХХІХ) but the difference was not significant if normals 
or abnormals were separately considered. 


with children do attract the disapproval of 
other offenders, but wife battering, rape, 
murder and robbery of the elderly with violence 
go uncensured by the accused’s peers. Inquiry 
rarely elicited any claim that an accused con- 
sidered he had been reared with unusual harsh- 
ness. Psychodynamic considerations seemed 
irrelevant to these murders, so many of which 
were almost accidental. 


Motivation 

Most of the crimes were unpremeditated, un- 
intended, impulsive and precipitated by quarrels 
picked over trifles when the participants were 
the worse for drink. As with cause, the identifica- 
tion of motives was an inexact exercise; however, 
anger underlay the acts of 70 per cent of those 
normal males who killed males, 55 per cent of 
those who killed females and 53 per cent of 
those abnormal males who killed males, and 
sexual or psychotic motives were prominent in 
the crimes of those abnormal males who killed 
females (Table XXVII). In the normal group 
as a whole, anger motivated 66 per cent of 
crimes compared with 32 per cent in the 
abnormal group; the difference was significant 
(p < -оот). There was no significant difference 
between male and female accused in the propor- 
tion of crimes motivated by quarrel or rage 
(see Table ХХХІ). 


Taste XXVII 
Motive in crimes of male accused 





Victims of Victims of 
normal abnormal 
accused a 
N N 
M F M F 
Quarrel or rage 98 30 17 8 
Robbery .. 13 8 3 7i 
Jealousy .. 5 8 2 2 
Revenge .. 5 1 о о 
Heterosexual ak — 6 o її 
Psychotic motive .. о о 4 12 
Self-defence T 11 о 1 о 
Sadism  .. 1 o 4 6 
Homosexual I == 1 — 
Accident 2 o o ° 
To conceal paternity == 1 — о 
Suicide pact р о о о 1 
To avoid arrest I o o о 
Unknown .. 3 о о о 
Total 140 54 32 47 


Revenge was the motive behind the deaths of 
5 male and 1 female victims, and 3 of these 
deaths arose from feuds amongst professional 
criminals. Robbery motivated the crimes that 
led to the deaths of 31 (16 male, 15 female) 
persons, these being її per cent of the 273 
victims. During a planned wages robbery a 
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gatekeeper was shot dead and for this crime 
. seven men went to life imprisonment. Sexual 
jealousy accounted for the deaths of 17 victims 
of normal and abnormal males, these being 
6:2 per cent of the 273 victims, but there were 
no examples of morbid jealousy as described by 
Shepherd (1961) and by Enoch et al. (1967) in 
their account of the Othello syndrome. Mowat 
(1966) studied Broadmoor Hospital case-records 
for a period of 20 years and found that 12 per 
cent of male murderers and 3 per cent of female 
murderers had shown morbid jealousy at the 
time of their crimes. Although the psychiatric 
evidence would have to be strong, it is likely 
that in Britain the established syndrome of 
morbid jealousy would lead to a charge of 
murder being reduced to one of culpable homi- 
cide or manslaughter. 

In most cases the accused spoke freely of the 
circumstances of his crime, and motivation was 
obvious. Occasionally an accused was forth- 
coming except about the events connected with 
the crime, but here again the motive was usually 
apparent. But in 3 of the 367 cases the accused 
were reticent and gave no more than super- 
ficial details of their lives, concealing all infor- 
mation that might iluminate their motives. 
These men were of special interest; they were all 
sadistic, callous psychopaths whose abnor- 
mality had to be inferred from police and other 
outside evidence. It is likely that even during 
lengthy imprisonment these men will not reveal 
themselves, so the roots of their actions cannot 
be identified, the degree of their rehabilitation 
cannot be gauged and the risks of parole are 
greater than usual. 

'Ihe motives of schizophrenics were thus 
described: 

‘A mysterious Power told me my wife was 
unfaithful.’ 
‘The Voice of the Mother of God told me 
to kill my brother.’ 
‘I killed my mother so there would again 
be peace in the house.’ 
Other schizophrenics were unable to describe 
their motivation. Virkkunen (1974a) found that 
problems of personal relationships were more 
often responsible for schizophrenic violence than 
specific hallucinations or delusions, and this 
aspect may have some value in predicting and 
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preventing tragedies. Men with psychotic de- 
pressions killed from ostensibly altruistic motives. 


THE RIMES OF THE FEMALE ACCUSED 
Method 
The proportion of crimes involving sharp 
instruments was 47 per cent for normal accused 
and 7 per cent for abnormal accused (Table 
XXVIII): the difference was significant 


Taste XXVIII 
Method of killing used against victims of female accused 





Victims of Victims of 
normal abnormal 
accused accused 


M F M F 


Sharp 9 о о I 
Blunt 4 2 3 5 
Strangulation I I I о 
Shooting I o о o 
Poisoning .. o o I I 
Asphyxiation 1 о о 2 
Child neglect o o 1 ° 
Total x or 16 3 6 9 


(p < -05). The corresponding figures for blunt 
instruments were 32 per cent and 53 per cent, 


which were not significantly different. 

There were no significant differences in the 
use of sharp and blunt instruments between 
male and female accused (see Table XXV). 

Where the females chose blunt weapons their 
victims were usually helpless children or adults 
in a drunken state. 


Cause 

Alcohol in accused or victim or both, and 
disorders of personality were the main causes 
each accounting for about one-third of the 
fatalities (Table ХХІХ). 

There was no significant difference between 
the normal and abnormal groups in the propor- 
tion of crimes caused by alcohol. 

There was a significantly lower (p < +05) 
proportion of crimes caused by alcohol in the 
group of female accused than in the group of 
male accused (see Table XXVI), but the 
difference was not significant if normals and 
abnormals were separately considered. 
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Tasis XXIX 
Cause of the crimes carried out by female accused 








Alcohol js ; 
Personality disorder 

Teenage gang fight 

Psychosis 

Mental deficiency (subnormality) . 
Immaturity 

Marital incompatibility 

Fear .. 





Total .. 





There was no significant difference between 
male and female accused in the proportion of 
crimes caused by personality disorder. 

At the time of their offences 4 females were 
pregnant; 9 had given birth during the previous 
six months and 8 were menstruating, but in 
some of these last the emotional circumstances 
of the offence brought on premature menstrua- 
tion (Table XXX). 


Tase XXX 
Physiological state of female accused on day of offence 


Normal Abnormal 


Pregnant .. 3 I 
Confinement in previous 

6 months : 4 5 
Menstruating 6 2 
Not menstruating 1 2 
Menstrual condition 

unknown у E о 4 
Post-menopausal vs 4 о 
Not yet at menarche .. о 1 
Total 18 15 

Motivation 


A quarrel was the motivation for 41 per cent 
of the deaths (Table XXXI). A schizophrenic 
woman who had kicked her three year old son 
to death said ‘someone unknown forced my 
legs, but even though he is dead medical treat- 
ment will restore him to life’. Another schizo- 





Victims of Victims of 
normal abnormal ps 
accused accused All vi 
N N 
Male Female Male Female N 95 
9 о І І ІІ 32 
4 2 2 4 12 35 
1 о о о І 3 
о о І 3 4 I2 
о о 2 1 3 9 
о 1 о о І 3 
I о о о I 3 
ї o о о I 3 
16 3 6 9 34 100 


phrenic who had killed a four year old girl by 
throwing her 40 feet to the street explained she 
*wanted to be hanged to avoid being returned 
to a mental hospital". 


Types OF MURDER 

Murder of children 

Of the 273 victims of male accused 13 males 
and 3 females were under 5 years, and of the 34 
victims of female accused 6 males and 8 females 
were under 5 years (Tables ХХІ and XXIII). 

If the description ‘battered child syndrome’ is 
restricted to cases where physical injuries have 
been repeatedly inflicted on children under 5 
years by parents or child-minders, we have 13 
such victims of male accused, and these were 
related to their assailants thus: 6 sons, 2 step-sons, 


772 sons of paramours, 2 daughters of paramours 


and 1 neighbour's son. Two mentally defective 
females fatally battered their sons. The cause 
was most often ill-temper, impatience and 
exaggerated expectations of a child's self-control. 
The motive was usually to discipline and quieten 
the victim, but sometimes males were jealous of 
the attentions a mother gave to her child. The 
findings resemble those of Scott (1973), who 
made a detailed study of 29 men who killed 
children in their care, and of Smith et al. (1973), 
who studied 214 parents of battered babies, 
most of whom survived. The killing of a child 
by a parent is a crime so unnatural that psycho- 
analysts have been exercised to offer explana- 


BY HUNTER GILLIES 





119 








ТАвгЕ XXXI 
Motive in crimes of female accused 

Victims of Victims of 

normal abnormal 
accused. accused All victims 

N N 

Male Female Male Female N % 
Quarrel or rage 8 I 2 3 14 41 
Robbery o о о І 1 3 
Jealousy : І 1 о I 3 9 
Psychotic motive о o 1 1 2 6 
Self-defence .. 5 о о о 5 I5 
Concealment of birth 2 I I І 5 15 
Dislike of victim о о І о I 3 
'To discipline a child | o о I о I 3 
Accident А 0 о о 1 I 3 
Unknown о 0 о І I 3 
Total .. 16 3 6 9 34 ror 


There was no significant difference between normal and abnormal groups in the proportion of crimes motivated 


by quarrel or rage and no significant difference between 


male and female accused in this respect (see 


Table XXVII). 


tions. Tuteur ef al. (1959) found their mothers 
had been themselves coolly treated by one or 
both parents, all had difficulties with their 
husbands and all felt inadequate as mothers. 
They quote Helene Deutsch, who believed that 
women who had not received maternal love 
developed less motherliness than others, and 
Melanie Klein, who believed that a rejected 
child would grow up to be cruel. 

Apart from the battered children there were 
15 other murders of children under 5 years, the 
motivation including a man's desire to conceal 
paternity and a woman's to conceal birth. In 
two cases the motivation was schizophrenic. 
Resnick (1969, 1970) reviewed world literature 
from 1751 to 1968 and believed that most 
killings by parents of children more than a day 
old were carried out for ‘altruistic’ reasons, but 
where the child was less than a day old it was 
because he was not wanted. Resnick quoted 
interesting work which divided women who 
killed their illegitimate infants into those with 
primary weakness of character and those with 
strong instinctual drives and little ethical 
restraint: the latter were more callous, egoistic 
and intelligent, and they tended to be oider, 
strong-willed and promiscuous and their crimes 
were premeditated. Other work quoted by 


Resnick pointed to passivity as the feature most 
clearly separating those who killed their new- 
born children from those who sought termina- 
tion of pregnancy: the latter were realists who 
grappled promptly with their problem, whereas 
women who killed soon after birth had often 
denied pregnancy or assumed the child would 
be stillborn, so they had made preparation 
neither for care nor for killing. 

Harder (1967) found in Denmark that the 
killing of children was most often by a parent: 
when by a stranger the motive was sexual. 
In his country murderers are rarely examined 
by psychiatrists because suicide after 
murder is common. He criticized the concept 
of ‘altruistic infanticide’ and believed the 
appearance of loving to be a reaction against 
unconscious hatred of the child. 

Evans (1968) has described the long, world- 
wide history of killing of infants, which has been 
carried out on grounds of religion, culling, 
family planning, shame, commerce, anger and 
puerperal psychosis, but is restricted by maternal 
feeling and the Christian doctrine that the soul 
is formed at the moment of conception. 


Sex murders 
In the series were 3 men who gave thc 


^. 


I20 


psychiatrist an impression of evil: this is not the 
language of science or even of psychiatry, but 
perhaps, like the 'pane of glass that may 
contribute to the diagnosis of schizophrenia, it 
has some validity. It derives from the discrep- 
ancy between the observer’s knowledge of 
evidence of undoubted guilt and the accused's 
persuasive protestations of innocence put for- 
ward with specious frankness and sometimes 
with disarming charm. Their crimes were based 
on sexual sadism, but understandably the 
accused were not disposed to reveal themselves. 

Revitch (1965) reviewed the literature and 
newspaper accounts of g murders and 34 assaults 
committed by men on women. He found that 
erection, ejaculation and rape need not occur, 
the violence being a substitute for the sex act; 
so the crimes may be mistakenly recorded as 
robberies and the sexual basis not identified. 
In another North American study of sexual 
offenders liable to commit murder or repeated 
rape, Cormier and Simons (1969) were of the 
opinion that, contrary to statements in the 
literature, the homicidal sexual offender has 
had a progressive record, and they share the 
view that a fallacy in criminal statistics is the 
omission to attribute a sexual basis to many 
cases of murder and arson. 

Brittain (1970) made an attempt to delineate 
the type of man who commits sadistic murder 
and believed that he is introspective, withdrawn, 
of solitary pursuits, seemingly studious, pedantic, 
inadequate, never showing temper, perhaps 
prudish, without pity for his victim, often 
interested in weapons and uniforms and perhaps 
racist in outlook. 


Murder by epileptics 

In the present series two murders were 
committed by persons suffering from epilepsy. 
In neither case was the crime associated with 
an epileptic fit: the link was with morbid 
irritability of disposition exaggerated by alcohol. 
Hill and Pond (1952) found that violence was 
rarely associated with automatism, but in a 
selected population of гоо persons awaiting 
trial for murder they identified 18 epileptics, an 
incidence 32 times that of the general popula- 
tion; so they concluded that there 1s a relation- 
ship between epilepsy and murder, though it is 
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not a direct result of the seizure: the common 
factor may be a mental illness caused by the 
epilepsy. Gunn and Fenton (1969, 1971) 
reached similar conclusions, and Fenton (1972) 
listed the clinical features that should be present 
before a crime is to be ascribed to automatism. 
Driver, West and Faulk (1974) found the 
same incidence, namely то per cent, of EEG 
abnormalities in 97 persons tried for murder, 
53 persons originally charged with murder who 
were later tried for lesser offences, and 20 
volunteers who acted as control subjects. 


Murder by children or adolescents 

In the series, 5 of the 367 male accused were 
aged 14 years, 1 was aged 11 years, and among 
the 33 females jealousy led an 11 year old to 
kill a neighbour's infant and a 12 year old to 
kill her infant sister. 

Between 1935 and 1939 Bender (1959) 
encountered 33 children who had been con- 
cerned in the death of another person, and she 
identified certain dangerous symptoms, in- 
cluding brain damage, childhood schizophrenia 
with preoccupations about death, compulsive 
fire-raising, scholastic retardation, unfavourable 
home conditions and a previous personal ex- 
perience with violent death. In this Scottish 
series, 3 of the 6 boys had unfavourable home 
conditions and 1 of the 3 had preoccupations 
about death, though he showed no signs of 
psychosi. A fourth boy was scholastically 
retarded, but the other 2 had ordinary back- 
grounds and abilities. 

Woods (1961) reported 2 cases of murder of 
members of the family by adolescents and 
quoted Gibbs and Gibbs (1951) who reported 
electroencephalographic dysrhythmia in young 
people whose behaviour included fire-raising, 
aggressive sexuality and murder. They linked 
6 and 14 per second positive spikes with 
aggressive episodes. 

Other small series have been reported by 
Easson and Steinhilber (1961), Marten (1965), 
Smith (1965), Adelson (1972) and Russell (1965) 
whilst Sereny (1973) has given a laywoman's 
account of a North Country cause célèbre. 


Matricide, parricide, frairicide and uxoricide 
Among the 273 victims of the 367 males were 
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6 mothers, all victims of abnormal sons, but no 
* female killed her mother. The 6 accused com- 
prised 4 schizophrenics, 1 psychopath and a 
man with acute alcoholic hallucinosis. O’Con- 
nell (1963) found among the patients in Broad- 
moor Hospital 13 men who had murdered their 
mothers. He found no examples amongst 150 
non-psychiatric murderers and traced only 14 
case-reports in the literature since 1936. In his 
series, її were schizophrenics and 2 were 
depressives. Scher] and Mack (1966) studied 3 
adolescents who shared a history of severe 
maternal restrictiveness with alternating de- 
privation, provocation and harshness. McKnight 
et al. (1966) described 12 cases which occurred 
in Ontario between 1942 and 1964 in 10 of 
which the accused were schizophrenic. Oedipal 
factors are often invoked to explain the link 
between matricide and schizophrenia, but 
simple propinquity in the home between 
mother and son is as relevant. 

There were 5 normal males who killed their 
fathers in the course of quarrels: in 4 of these 
cases alcoholic intoxication was the main cause. 
There were 3 abnormal males who committed 
parricide: an immature teenager shot his 
tyrannical parent, a psychopathic youth stab- 
bed to death his father, brother and sister, and a 
middle-aged depressive ‘altruistically’ killed his 
aged father with an iron bar because of the 
delusion that the family business was bankrupt. 
No female killed her father. 

There were 3 normal males who killed their 
brothers: a 14 year old from a broken home 
bludgeoned his 8 year old brother to death and 
could not give a reason; in the other 2 cases 
both victims and assailants were drunk. A 
middle-aged schizophrenic strangled his brother 
in response to instructions from ‘voices’. A 
mentally normal young woman stabbed her 
brother to death during a disagreement. A 
normal schoolgirl probably from jealousy threw 
her infant sister downstairs to her death. A 
middle-aged psychopath shot his two sisters 
during a drinking session. 

Cohn (1966), a Justice of the Supreme Court 
of Israel, was intrigued by the frequency of 
uxoricide in his country where the usual 
explanation that wife murder is common where 
divorce is difficult does not apply. In no cases 
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were there suspicions of adultery or violation of 
family honour, all the crimes were premeditated 
after years of marriage that had been blessed 
with children, usually divorce was pending 
and the offenders were intelligent and literate. 
In the present series 12 wives were victims of 
normal husbands and 8 of abnormal husbands. 


Suicide after murder 

West (1965) stated that in England and 
Wales there were annually 5,000 suicides, uU 
murders, and 50 murders followed by suicid 
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He believed that suicide was not the ki Cs 
way of avoiding punishment. His Cases, “© 


remarkable for the preponderance of до 
killings of wife, child or lover. In the 
only 4 of every тоо killers die by their own Ван, 
and the Scottish experience is similar: ло) 
from the Scottish Home and Health Depart- 
ment (1974) show that in 1973 there were 43 
cases of murder, but no suicides amongst 
suspects. According to official statistics the 
national suicide rate has been lower than for 
England and Wales for most of this century: 
Barraclough (1972, 1973) and Kreitman (1972) 
have examined various explanations for the 
differences, and the latter has commented that 
it would be expected that in an area with a 
high rate of alcoholism there would be a high 
suicide rate. Kessel and Grossman (1961) 
found that the subsequent suicide rate in a 
series of male alcoholics who had had in-patient 
treatment in London was 80 times as high as for 
a control group from the general population. 

In the series was one acutely depressed 
patient who escaped from the psychiatric 
hospital where he was awaiting trial and 
drowned himself in the River Clyde. 


Multiple victims, double offenders, etc. 

There were 3 incidents in each of which two 
victims were killed by normal males: the 
assailants were three bank robbers who killed 
two police officers, a young man who killed his 
two elderly female drinking companions, and 
two young men, brothers, who killed two 
elderly men for undisclosed but probably banal 
reasons. There were 7 sets of incidents in which 
7 abnormal males acting on their own killed 22 
persons: a sadistic psychopath killed 6 females 
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and 2 males, another sadistic psychopath killed 
2 females and a man, a young psychopath 
killed his father, brother and sister, a psychopath 
to spite his errant wife poisoned their son and 
daughter, a middle-aged psychopath shot his 
two sisters, all three being intoxicated, a 
schizophrenic Indian killed his pregnant wife 
and their baby, and another schizophrenic 
killed two passers-by. A mentally normal 
multipara who had concealed her pregnancy 
killed her newborn twins. 

Two years after he had been sent to detention 
for killing an elderly woman in the course of 
robbery a youth killed a fellow-detainee. A 
young man was found guilty on his third 
appearance on murder charges, the two 
previous hearings having ended in acquittals. 
There were two cases of men on parole from 
imprisonment for previous homicides who when 
drunk killed a second time. A youth who 
sadistically killed a little boy had two years 
previously been suspected of a similar crime. 
An intoxicated young man killed a middle-aged 
woman: a year later his brother committed an 
almost identical offence; because they had 
personality disorder and were on the borderline 
of mental deficiency both were sent to the 
State Hospital. A mentally defective man when 
drunk killed his paramour, following which he 
was detained 15 years in the State Hospital and 
then three years in his local psychiatric hospital; 
two years after release, again when intoxicated, 
he attempted to murder and ravish a middle- 
aged woman. Three years after he had been sent 
to two years’ detention for killing a homo- 
sexual, ostensibly because of revulsion, a young 
psychopath attempted the sadistic hanging of 
a schoolboy and was sent to the State Hospital. 


CoMPARABLE SURVEYS 


Studies of psychiatric and psychological 
aspects of homicide have been reported from 
North America by Gibbens (1958), Guttmacher 
(1960), Macdonald (1961), McKnight st al. 
(1966), Tanay (1969), Lanzkron (1963), and 
Kahn (1971), from Britain by Neustatter (1965) 
and Cuthbert (1970), from India by Varma 
and Jha (1966), from Nigeria by Asuni (1969), 
and from Hong Kong by Wong and Singer 
(1973). Connor (1972), a sociologist, has com- 
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pared data on homicide from the U.S.S.R. and 
the U.S.A., and West (1968) matched тоо Man- 
hattan murderers with 156 London murderers. 
Morris, a sociologist, and Blom-Cooper, a 
lawyer (1964), gave thumbnail sketches of 764 
men and women indicted for murder in England 
and Wales between 1957 and 1962. Home Office 
Research Unit Reports by Gibson and Klein 
(1961, 1969) were statistical accounts of murder 
with special attention to the effects of the 
Homicide Act of 1957. In most of these series 
drunkenness featured largely, but suicide after 
murder and domestic crimes involving mental 
abnormality were commoner in England and 
Wales than elsewhere. 

Official figures from the Scottish Home and 
Health Department (1974) show that murder is 
a small part of Scottish crime. The total number 
of crimes and offences made known to the 
Police in 1973 was 505,699. There were 43 cases 
of murder and the 43 victims included 5 
children under ro years of age. During the year 
38 persons were prosecuted in respect of 29 of 
the murders; 17 went to life imprisonment and 
9 under 18 years were detained during Her 
Majesty’s pleasure. In one case the accused was 
insane in bar of trial but was subsequently dealt 
with and found guilty of culpable homicide. 


Discussion 

Violence 

Despite attention by social scientists to the 
problem of violence, the root causes are unclear. 
Killing is only an approximate measure of the 
amount of violence in a society, because assaults 
are much more common and can be as violent. 
Paul Schilder (1936) was interested in the 
psychology of the murderer and studied 31 
accused in Bellevue Psychiatric Hospital. Often 
it seemed that life and death played no large 
part in the manifest content of their psychic life, 
they killed as easily as children in their play 
and were no more concerned over their own 
death than are children. Although in other 
ways well enough adapted to reality, they killed 
because they did not appreciate the deprivation 
they inflicted on others. 

Williams (1969), from electroencephalogra- 
phic studies, concluded that a major factor in 
the aetiology of pathological and persistent 
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aggression is a disturbance of cerebral physio- 
logy, though psychological and environmental 
factors are usually operative as well. 

Roth (1972), in his Adolf Meyer Lecture, has 
aasessed such views as the biological one of man’s 
natural tendency to aggression, the socio- 
economic view that modern societies express 
themselves in aggressiveness, the view that man 
has aggressive as well as loving instincts, the 
animal biologists’ observations that overcrowd- 
ing increases aggression, and the finding that 
delinquency is less common in broken but 
harmonious homes than in unbroken inhar- 
monious homes. Lyons (1972), from experience 
of civil strife in Northern Ireland between 1969 
and 1970, noted reductions in depressive illness 
and in the suicide rate and related these to the 
facility for directing aggression outwards rather 
than inwards: a similar facility in Lowland 
Scotland could account for the high homicide 
and low suicide rates. Harrington (1972) has 
studied soccer hooliganism and *queer-bashing', 
where group factors are relevant, as they are in 
gang fights, race riots, lynch mobs, strike picket- 
ing and public demonstrations by political 
extremists. 

Stürup (1968) has rightly emphasized that 
no one profession is fully equipped to advise on 
violence; the policeman, the lawyer, the judge, 
the criminologist, the prison officer, the socio- 
logist, the social worker and the psychiatrist 
each sees a part only of the picture. An associa- 
tion between criminality and an extra Y chromo- 
some has been put forward as a defence: but 
rejected in the U.S.A., Australia, France and 
West Germany. Hall Williams (1969), a 
criminologist, accepts the legal view that there 
is insufficient evidence to show a relationship 
between an abnormal chromosome pattern and 
human behaviour. 


Alcohol 

The evidence indicated that 213 (58 per cent) 
of the 367 male accused were intoxicated with 
alcohol at the time of theiroffencesand 10 (30 per 
cent) ofthe 33 female accused were intoxicated. 

Further, 115 (42 per cent) of the 273 victims 
of the male accused, and 11 (32 per cent) of the 
34 victims of the female accused were intoxicated 
at the time they were assaulted. 
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These data underestimate the part played by ` 
alcohol, because it is often impossible to know 
how much was imbibed. Usually information 
was available from the accused, from police 
officers, from the Procurator Fiscal and from 
measurements of blood and urine alcohol in the 
participants, but these last were not always 
available if the victim survived a day or two 
or if the accused was not arrested. within a few 
hours of the offence. 

Alcohol seemed to be the cause of the crime 
in 147 (54 per cent) of the 273 victims of the 
male accused and in 11 (32 per cent) of the 34 
victims of the females. Usually it was the 
intoxication of the accused, less often of the 
victim and sometimes of both that underlay 
the offence. Heavy drinking, especially at 
weekends, holidays and the day State payments 
are made, is a habit in the central belt of 
Scotland in social classes V, IV and III, and 
Table XXXII shows that alcoholism accounted 


TABLE XXXII 
Diagnostic distribution of patients admitted in 1979 to 
Psychiatric Unit, Stobhill General Hospital 





All diagnoses Alcoholism 
(of all 
N % N % diag- 
noses) 
Male 478 476 195 40:9 
Female 524 52'4 66 12:6 
"Total 1,000 100-0 261 26:1 


for 41 per cent of male admissions to the 
psychiatric unit of one Glasgow general hospital, 
though ror (52 per cent) of the 195 men had had 
at least one previous admission to the unit 
during the year. 

'The sociological study of Wolfgang (1958) 
on 588 victims of homicide in Philadelphia 
between 1948 and 1952 showed that victim or 
offender or both had in two-thirds of the cases 
been drinking immediately before the crime. 
McGeorge (1963) was impressed by the amount 
of crime in heavy drinkers in Sydney, Australia, 
and quoted police statistics showing that over 
a three-year period with 85 cases of murder 22 
offenders were addicted to alcohol. Scott (1968) 
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personally studied 50 consecutive murders and 
found that 4 of the accused were chronic 
alcoholics, whilst in тї cases the offender had 
been drinking shortly before the offence. 
Despite the weight of evidence, lawyers and 
laity have not fully acknowledged the part 
played by drink; why there should be this 
neglect is worthy of closer study: historical, 
cultural and economic factors are involved. 
Goodwin (1973) traced 15 studies during the 
last 30 years that linked drinking and homicide 
though there were few chronic alcoholics among 
the murderers. Virkkunen (1974b) concluded 
that in various countries the part played by 
alcohol in homicide was from 30 to бо per cent. 
Murder by persons under the influence of 
LSD has been described by Smart and Bateman 
(1967) and under amphetamine by Ellinwood 


(1971). 


Psychopathy 

In the series the persons of most interest were 
the intelligent psychopaths, because motivation 
was often tantalizingly elusive, the accused’s 
personality was complex and a change from 
that of the average offender, and it was psycho- 
pathy that led to debate in court between 
defence counsel and psychiatrist on matters of 
responsibility. Rarely, a man confidently diag- 
nosed as a sadistic killer was sentenced to 
imprisonment without psychiatric evidence 
being heard and with the likelihood that he 
would be released unchanged. 


Prevention 

Psychiatrists and others have studied the 
prevention of violence. In over half the cases in 
this series it was a quarrel that motivated the 
fatal outcome, but alcohol was a causal factor 
in the same proportion and acted by reducing 
civilized inhibitions. The combination of an 
irritable disposition with alcohol is potentially 
lethal. Inculcation by parents and teachers of 
self-control rather than free expression of 
emotions should in theory reduce violence, 
despite the finding of Blackburn (1968) that 
extremely assaultive Broadmoor Hospital pa- 
tients were more over-controlled than less 
assaultive patients. Instead of tolerant amuse- 
ment, drunkenness should attract social dis- 
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approbation. The absence of sentiments of fair 
play and the failure of society to stigmatize \ 
assaults on the weak must increasingly numb 
the feelings of the public. The abolition of 
capital punishment by most Western European 
countries has changed the climate of public 
opinion on murder, which no longer carries the 
same awful stigma. The homilies of judges 
scarcely influence that section of the population 
which has become inured to the sight of violence. 

In the U.S.A. it is accepted that restricted 
ownership of firearms would reduce the number 
of killings, but in Britain blunt weapons are as 
lethal, and knives in the hands of the puniest 
teenager cause death thoughtlessly and without 
deliberate intent. Skilled medical and social 
attention to problem families would un- 
doubtedly reduce the fatalities from the battered. 
child syndrome. 

шеа (1969) advised the redirecting of 
aggressive drives, displacement, sublimation, 
identification with others and better child- 
rearing practices. The depiction of violence on 
the mass media may cause some to act aggres- 
sively but others to discharge their aggression 
harmlessly. The relief of poverty, abolition of 
racial and other discrimination, the provision of 
work and training in skills ought to lessen frus- 
tration, and Ilfeld suggests that if violent 
behaviour can be learned it can also be un- 
learned. 

The psychiatrist might expect to be on 
firmer ground in predicting which psychiatric 
patients are dangerous. Perhaps, as with talk of 
suicide, a threat of violence should rarely be 
disregarded. Schizophrenics who relapse in the 
community after stopping drug treatment 
constitute a potential hazard, but a small one. 
Macdonald (1963, 1967) believed that parental 
brutality, maternal seduction or the triad of 
fire-raising, cruelty to animals and enuresis are 
warning signs, and that the risk of homicide is 
greater in the absence of attempted suicide, 
Solomon (1967), Kuehn and Burton (1969), 
Duncan and Duncan (1971), Tennent (1971), 
Malmquist (1971), Edwards (1972), and Tanay 
(1972) have all studied the problem. Rubin 
(1972) made a critical examination of many of 
these contributions, but was more sympathetic 
to Szasz's view that the behavioural sciences 
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are unable to solve simple and operational 
definitions of dangerousness and tend to be 
counter-aggressive towards provocative patients. 
Rubin was not impressed by the available 
predictive criteria nor by the view that mental 
patients are more dangerous than non-mental 
persons. 

The issue has been highlighted by the case of 
Graham Young, who was sent to Broadmoor 
Hospital in 1961 after poisoning his family and 
who was conditionally released after some years, 
only to kill two workmates with poison. The 
last word may be left with West (1972), who 
doubted if in the absence of florid signs of 
psychosis or brain damage psychiatrists were 
very much better at predicting further offences 
than social scientists or penal administrators, 
because psychiatrists rely on clinical experience 
which is of little help in a situation that is 
almost unique. 
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The Homeless Person and the Psychiatric ‘Services: 
An Edinburgh Survey 


By ROBERT G. PRIEST 


Summary. A representative sample (R.S.) of 79 subjects living in Edinburgh 
common lodging houses was compared with a clinical series (C.S.) of 44 patients 


from the same type of residence. 


G.S. patients were more likely to be out of work, to be under 55 years of age, 
and to have been married at some time. They had spent much shorter times in 
lodging houses, in Edinburgh and at their current address. 

Alcoholism was rather more often diagnosed in the G.S., and personality 
disorder much more often. Schizophrenia tended to be found more in the R.S. 
The С.5. obtained higher Personal Illness and ‘Character Disorder’ scores. 

It is concluded that those subjects presenting to the psychiatric services are a 
highly selected group quite unrepresen tative of homeless single persons in general. 


*His house was known to all 
the vagrant train, 
He chid their wanderings, but relieved 


their pain.’ Oliver Goldsmith 


INTRODUCTION AND BACKGROUND 

The Government survey entitled Homeless 
Single Persons (1966) revealed that there are 
approximately 30,000 such persons in Great 
Britain. The vast majority live in hostels and 
common lodging houses. On the night of the 
survey less than 1,000 were found sleeping 
rough, and only a few more were to be 
found in the Government-sponsored Reception 
Centres. 

The lodging houses of Edinburgh harbour a 
population that is gradually decreasing over 
the years, but Holtom found in 1959 that there 
were over a thousand persons living in them 
then, and more recently I calculated the 
number of residents to be gig, from figures 
given to me by the lodging house managers. 

The psychiatric state of homeless men has 
been a subject on which there has been more 
interest and speculation than knowledge. The 
only statement in the standard textbooks on 
psychiatry seems to be that in Mayer-Gross 
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(1960) which quotes Wilmanns. Discussing 
patients with ‘simple schizophrenia’, it states 
that “Мапу... land in poor-houses, or common 
lodging houses, or receive public assistance as 
unemployables. Psychiatric examination of the 
inmates of such institutions on the Continent 
has revealed a considerable proportion of 
schizophrenics, most of them without productive 
symptoms’ and this reference is to Wilmanns, K., 
Psychopathology of the Vagrant, Leipzig, 1906. In 
this, and in his more easily available original 
article (Wilmanns, 1902) he describes his findings 
in 120 cases, of whom only twelve were women, 
apparently all prostitutes. He elaborates “Ву far 
the greater number (of the 120) came to us as 
patients from the police workhouse in Baden . . . 
The 120 patients were with few exceptions 
tramps for many years, if not decades . . . Only 
22 had not yet had any corrective training. 
In some cases the number of previous offences 
were more than 100, the number of commit- 
ments to workhouses more than 15.' 

Itis clear, then, that Wilmanns was describing 
a sample that was scarcely randomly selected, 
from a population that was defined by a 
different social system in a different country and 
age from our own. 
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Since then other studies have been carried 
out on homeless men, but as a rule they have 
been confined to men living in Reception 
Centres (e.g. Whiteley, 1958) which, it will be 
obvious from the figures given above, represent 
only a small fraction of the relevant population. 

The homeless man was divided by Anderson 
(1923) into three types. Firstly there were the 
hobos—itinerant workers. Secondly there were the 
tramps—the itinerant non-workers. Lastly come 
the bums; they are the non-itinerant non- 
workers. 

In France these men are known (roughly in 
the same sense) as errants, vagabonds and clochards. 
Henri Ey (1957) states that 'the problem of the 
clochard is not essentially psychiatric and it 
would be ridiculous to think that clochards are all 
patients, neurotics or psychotics’. On the other 
hand Marcus (1966), seeing men who presented 
to the rehabilitation agency known as 'Opera- 
tion Bowery’ said that ‘every single Bowery 
resident who was not clearly unmistakably 
alcoholic was clearly schizophrenic and overtly 
psychotic’. 

It is clear that there is room for much further 
investigation of this population. It is possible 
that the apparent discrepancies between the 
different findings might result from differences 
in selection. With this in mind, the author 
carried out an investigation into homeless single 
persons in Edinburgh which combined: 

1. A representative sample of residents selec- 
ted at random from three large Edinburgh 
lodging houses. 

2. A survey of referrals of persons giving 
lodging house addresses to the psychiatric in- 
patient and out-patient services in Edinburgh. 

The former has been described in more detail 
elsewhere (Priest, 1969; 1970, 1971), but the 
results of the second part of the study are 
presented here for the first time. 


Merson 

The representative sample was obtained (within 
each of the three lodging houses chosen) by selecting 
their bed numbers from a table of random numbers. 
I would then ask to see the man who had slept in that 
bed the previous night. Of 98 subjects chosen in this 
way 13 had either left before I arrived or in some 
other way avoided meeting me. Six other subjects 
refused to be interviewed, so that I started the 
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interview with 79 (81 per cent). Answers were not 
obtained to all of my questions, partly because two 
subjects ended the interview prematurely and partly 
because some subjects had organic brain disease. 

'The clinical series was obtained in two ways. For 
psychiatric services the lodging houses lie in the 
catchment area of the Royal Edinburgh Hospital. 
I circularized the wards of the hospital and asked 
that I should be notified of any patients admitted 
from a common lodging house. It is impossible to 
know how effective this method was. As far as I know 
I was always notified if this was the case, but, apart 
from the fact that the men sometimes discharged 
themselves at short notice (even on the same day as 
they were admitted) and I consequently missed them, 
it turned out that they did not always give thc 
lodging house address but would give an address of 
convenience—such as that of a relative. I think, 
nevertheless, that I saw the majority of the relevant 
patients over the duration of the study (about 18 
months), 

The other source of the clinical series was from 
out-patient referrals. The majority of lodging house 
patients coming for psychiatric opinion in Edinburgh 
are referred from the physicians of the General 
Practice Teaching Unit of Edinburgh University. 
These colleagues Kindly agreed to refer all such 
patients to me for the period of the study. 

In these two ways a total of 44 subjects were 
obtained. Clearly some seen initially as out-patients 
would later be admitted, so that the two sources 
overlap to some extent. 

The same method of examination was used for both 
the subjects in the representative sample and the 
patients in the clinical series. A psychiatric history 
was taken and mental examination was performed 
in the usual way. The history was recorded on stereo- 
typed forms, and the mental examination was 
supplemented by two psychological tests. 

The first of these was the Symptom-Sign Inventory 
(Foulds, 1965). The 5.5.1. is a battery of 80 questions 
on functional mental illness. There are ten questions 
each in the prima facie categories of anxiety state, 
neurotic depression, obsessive-compulsive disorder, 
conversion or dissociation hysteria, paranoid psy- 
chosis, non-paranoid schizophrenia, psychotic de- 
pression and hypomania. The subsequent scoring of 
the test has been derived empirically from results 
obtained from recently admitted patients in mental 
hospitals, in comparison with a control group. With 
a scoring key one can derive a ‘diagnosis’ correspond- 
ing to one of the above groups, or the subject may be 
categorized as normal. 

The second test is Isaacs and Walkey’s brief version 
of Inglis’ paired associate test. This is a test of new 
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learning which may be used to screen for organic 
brain disease (Inglis, 1959; Isaacs, 1962; Isaacs and 
Walkey, 19642; Priest et al., 1969). 

The survey provided a wealth of data on a total of 
123 subjects. Although a complete cross-tabulation 
was not attempted, it was desirable to prepare a 
great many tables. 

In considering the statistical test most appropriate 
for deriving inferences it was considered that it was 
not permissible to use parametric statistics. There 
was no evidence that many of the variables could be 
considered as normally distributed, and in fact the 
majority were not even continuously distributed. 
A non-parametric rank order correlation coefficient 
was thought preferable, and Kendall’s tau was used 
(Kendall, 1962). This statistic will provide a test of 
significance, but the arithmetic for it is tedious. 
The data were therefore processed by computer, 
using a program developed by Rees (1965). 

The exception is that where the contingency tables 
were reduced to the 2 X2 case, the statistic used has 
been chi-square corrected for continuity ( x? C.F.C.). 


RESULTS 


The proportion of women in the two popula- 
tions was similar—eight (18 per cent) of the 
44 patients in the clinical series and fourteen 
(18 per cent) of the 79 subjects in the random 
series. These figures on gender can be stated 
with some confidence, but it will be seen that 
the totals in the remainder of the tables do not 
always add up to 44 and 79 respectively: 
answers to other questions were not always 
satisfactory, because of organic brain disease, 
lack of co-operation, or other reasons. 

Subjects in the representative sample (R.S.) 
had lived much longer at their current address 
than the patients in the clinical series (C.S.) (see 
Table I). 

It will be seen that 45 out of 78 (58 per cent) 
of the R.S. had lived there over one year, 
compared with only three out of 38 C.S. (8 per 
cent). 

Similarly R.S. subjects had lived in Edin- 
burgh longer with 48 out of 78 (62 per cent) 
having lived there for more than five years—a 
duration achieved by only 17 of the 40 G.S. 
patients (43 per cent). 

It may be presumed that the sub-population 
of lodging house residents from which the 
patients are drawn is a relatively transient one, 
since the total duration of stay in lodging house 
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way of life professed by them is much less than 
that for the R.S. subjects. It can be seen (Table . 
IIT) that half of the 36 C.S. had spent less than 


Taare I 
Length of stay at current address 

Repre- 

sentative Clinical 

sample series 
Less than one week .. 2 3 9 (24%) 
1-4 weeks -. 10(18% 13 (34%) 
1-5 months .. 15 (19%) 10 (26%) 
6-11 months .. 6 (8%) 3 (8%) 
1-4 years 


20 (253%) 3 {+ 
25 (32%) о 


Total .. s .: 78 ' 38 


5 or more years 


T = 0°48; P < o-oor. 











Tase П 
Length of stay in Edinburgh 
Repre- 
sentative Clinical 
sample series 
Less than one week I 1294 5 (124%) 
1-4 weeks 4 (5% 4 (10%) 
1-5 months 5 (6% 11 (274%) 
6-11 months 6 (8% 3 (7#%) 
1—4 years I (18% o (0%) 
5 or more years (62%) — 17 (42%) 
Total .. - .. 78 40 
T 55 0:27; Р < 0:002. 
Tarne III 
Total time spent living in lodging houses 
Repre- 
sentative Clinical 
sample series 
Less than one year .. 14 eee 18 (50%) 
1-2 years .. n.. 9(1296 6 (1796 
—5 years .. e 3 (9% 2 (6% 
IO years .. -. 7 (996 4 (1195 
11-15 years .. . 10 (1395 4 (1196 
16-20 years .. .. 6 (8% 1 (3% 
21 or more years 24 (31% т (3% 
Total .. a - 77 36 


т = 0:86; Р < 0:001. 
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one year in this way of life, compared to only 
14 of the 77 R.S. subjects (18 per cent). 

The majority (53 out of 78-68 per cent) of 
the R.S. had never married, as opposed to 17 
out of 44 (39 per cent) in the G.S. (хз C.F.C. = 
8-72, P « 0-005). Among those who had 
married, the majority of the marriages had been 
broken by divorce or separation rather than 
bereavement, but there was no marked differ- 
ence between the two groups in this respect. 

A high proportion (44 per cent) of the R.S. 
were Roman Catholics (34 out of 77), as were 
one third of the C.S. (14 out of 42). The R.S. 
subjects were much 'older than the C.S., as is 
shown in Table IV. 

Thus only то of the 44 C.S. (23 per cent) 
were 55 years old or more, as contrasted with 
50 of the 79 R.S. (63 per cent). 

In both samples the subjects were virtually all 
born within the British Isles (generally in 
Scotland or Ireland), and the only features 
that tended to differ was that relatively few 
of the G.S. patients had been born in the 
Republic of Ireland—two out of 39 (5 per cent) 
as opposed to 15 (19 per cent) out of 78 (x? 
C.F.C. = 3:11, P < 0'1). 

The patients had more close relatives 
alive than the random subjects (r = 0:33, 
Р < o-oor). Subjects in the R.S. had lost 
their mothers at an earlier age than the G.S. 
(т = 0:24, P < 0:01), and a reverse trend 
with the subjects age at the time of their 
father's death did not approach statistical 
significance. There were no marked differences 





Taste IV 
Age of subjects 

Repre- 

sentative Clinical 

sample series 
Under 25 years т (1%) 2 (5%) 
25-34 z 5 (676 9 (20%) 
35-44 e 6 (896 9 (20%) 
45-54 17 (22% 14 E 
55-64 $s 22 (28% 6 (1496 
65-74 i 20 (25% 4 (9%) 
75 years and over 8 (10% o (0%) 
Total .. oe +» 99 44 





T = 0:37; P < 0-001. 
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in size of family, sibling rank, or frequency of 
present contact with their family. Fifteen (35 
per cent) of 43 C.S. patients had been brought 
up by persons other than their natural parents 
alone, as had 17 (22 per cent) of the 78 R.S. 
(xà C.F.C. = 1:8, 0-1 < P <о-2). 

The distribution of the social class (by occupa- 
tion) of the subjects’ fathers was similar for the 
two groups. There was little difference in the 
distribution of the social class of the subjects 
themselves. 

The R.S. subjects were almost equally 
divided between those out of work (39-51 per 
cent) and those either working or retired 
(38-49 per cent), while the patients were largely 
out of work—34 (77 per cent) and 1o (23 per 
cent) respectively ( x? С.Е.С. = 7:22, P « o-or). 

Six ofthe 40 C.S. (15 percent) claimed never to 
have had financial assistance from social ser- 
vice agencies, as opposed to only one (1 per cent) 
of the 79 R.S. (x7 C.F.C. = 6-7, P < o-or). 

More of the C.S. admitted a past history of 
mental hospital admission—23 (53 per cent) 
out of 43 compared with 11 (14 per cent) out 
of 76 ( xa C.F.C. = 18-62, Р < 0-001). More, 
too, admitted past psychiatric out-patient 
attendance—12 (29 per cent) out of 42 com- 
pared with four (5 per cent) out of 73 (ҳа C.F.C. 
= 10:02, Р < 0:005). None of the R.S. 
admitted attending a psychiatric clinic currently, 
but three of the C.S. had been doing so (prior 
to admission to the series), There was no 
difference between the two groups in the degree 
of contact with general hospitals, but relatively 
few of the C.S. gave a history of chronic physical 
disease—eight (19 per cent) out of 43 compared 





TABLE V 
Social class of subjects (Registrar-Gensral’s classification) 
Repre- 
Social class sentative Clinical 
sample series 
1 о (о%) I A 
II о (0%) 3 (7% 
ш 20(26%) 13 Зо) 
IV- uu e .. 23(79%) | 11(25%) 
Vo. 0 85 (45%) — 16 (96%) 
Total .. oa e 78 44 





rt = O*:I3; O- 1 < P < o'a. 
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with 30 (38 per cent) of the 79 R.S. subjects 
(x? С.Е.С. = 4'01, Р < 0-05). 

Whereas only 17 out of 77 R.S. subjects 
(22 per cent) admitted having had conflict 
with the police leading to conviction, 24 (56 per 
cent) of the 43 patients did so (x? С.Е.С. = 
12:5, P < 0:001). 


Diagnoses 
Alcoholism was more common in the G.S. 
Repre- 

sentative Clinical 

sample series 
Definitely alcoholism 7 (9%) 12 (27%) 
Probably alcoholism 7 Ta 3 (EA 
Not alcoholism 63 (8294 29 (66% 
Total .. Ar ee 77 44 


T == 0:19; P < 0:05. 


There was a tendency for schizophrenia to 
be diagnosed more commonly in the R.S. 








Repre- 

sentative Clinical 

sample series 
Definitely schizophrenia 20 (26%) 6 (14% 
Probably schizophrenia 5 (6% 2 (4% 
Not schizophrenia 52 (68% 36 (82% 
Total .. HE sw 7 44 





T = 0:15; P < o'i. 


The most striking difference in the diagnostic 
pattern is found with the category of personality 
disorder. This was much more common in the 
C.S., and was in fact found in the majority of 
patients. 














Repre- 
sentative Clinical 
sample series 
Definite personality 
disorder .. .. = 9 (12%) 25 (57%) 
Probable personality 
disorder 5 (6%) 3 (7%) 
No personality ‘disorder 63 (82%) 16 (36%) 
Total .. з e 7I 44 





T = 0°47; Р < 0:091. 
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There was no significant difference in the 
proportions of mental subnormality and organic _ 
brain disease in the two populations. Both 
diagnoses involved only a few subjects. Affective 
disorder—always depressive illness in both 
series—tended to be more frequently found 
among the С.5, 





Repre- 
sentative Clinical 
sample series 
Definite affective 
disorder... 4 (5%) 5(19) 
Probably affective 
disorder .. о о) 2 (5% 
Not affective disorder 73 (95% 37 (84% 
Total .. - qx 039 44 


T = 0: 17; P = 0:055. 


On the brief paired associate test, with a 
single dichotomy into normal and abnormal, 
there was no marked difference between the 
G.S. and the R.S. in the proportions obtaining 
abnormal scores. On rank order correlation of 
the raw scores a slight tendency (r = 0-19) for 
higher scores to be obtained in the random 
series did not reach acceptable significance 
levels (o: 1 < P < 0:2). 

The personal illness scale of the Symptom- 
Sign Inventory gave, by rank order correlation, 
much higher scores in the clinical group. 

An alternative way to analyse the data would 
be to take the cutting scores of between 3 and 4 
as recommended by Foulds (1965) to distinguish 
normals (3 or below) from abnormals (4 or 
above). 











Repre- 
sentative Clinical 
sample series 
Normal personal illness 
score a - 45 (61%) 8 (214%) 
Abnormal personal 
illness score 29 (39%) 39 (784%) 
Total .. Am e 74 37 
х? C.F.C, == 19:7; P < о‹001. 


There was по significant difference in the 
proportions of neurotic to psychotic scores, nor 
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Taste VI 
Scores on personal illness scale of Symptom-Sign Inventory 
Repre- 
Score sentative Clinical 
sample series 
о. 19 1 
[5 8 o 
2. 6 I 
3. 12 6 
4 I 3 
5. 10 5 
6. 5 I 
7. 4 2 
8. 3 2 
9. 2 I 
I0 . 2 5 
11 о I 
12 o 6 
13 . о о 
14. 2 I 
15 . o o 
16 . o 1 
13 . o o 
18 . o о 
19 . о I 
20 о o 
Total ER ad -74 37 


T w 0°39; Р < 0:001. 


in the proportions ofintegrated to non-integrated 
psychotic scores. 

However, if the severity of disturbance is 
ranked according to the categories of (1) normal, 
(2) ‘neurotic’ (personally ill, non-psychotic), 
(3) ? neurotic or ? psychotic, or (4) psychotic, 
a highly significant differentiation results. 





Repre- 
sentative Clinical 

sample series 
Normal 45 (61%) 8 (214%) 
‘Neurotic? .. e 8 (119%) 8 (214%) 
? Neurotic, ? Psychotic 1 (1%) 1 (3%) 
Psychotic ; .. 20 (27%) 20 (54%) 
Total .. 2s e 74 37 





T = 0:33; Р < 0'001. 


It will be seen that the absolute numbers of 
subjects obtaining abnormal scores in the 
different categories are curiously similar, but 
that there are far fewer obtaining 'normal 
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scores in the C.S., as was noted when dealing 
with the Personal Illness Scale results. 

Scores on the Character Disorder scale were 
higher in the C.S. than in the R.S., reaching а 
highly significant level on rank correlation. 





Repre- 

sentative Clinical 

sample series 
o. 39 4 
LEE 10 9 
2. 7 2 
3. 6 6 
4. 4 7 
3 4 3 
6. 3 3 
5 5 о І 
8. I 2 
9. o o 
Total z vs 74 37 


+ = 0°36; P < 0:001, 


Nevertheless, if the cutting score is taken as 
between four and five, and the subjects are 
dichotomized, the results are as follows: 


Repre- 
sentative Clinical 
sample series 
Character disorder 
—ve si 66 (89%) 28 (76%) 
+ve 8(11%) 9(249%) 
Total vs e 74 37 





x! G.F.C. —2:5;0 1 < Р < 0:2. 


Apart from the fact that dichotomy is 
wasteful of information, it is clear that the 
difference reflected in the rank order correlation 
is largely due to the difference in the lowest 
points on the scale, i.e. those below the cut 
point used. This cut point of 4/5 was recom- 
mended by Foulds from results on recently 
admitted male patients in a mental hospital. 
In the population of 111 subjects under con- 
sideration here only a minority were admitted 
to hospital, and it may be that such a cut point 
is inappropriate. 

The median of the scores of all 111 subjects 
is 1, and a median test may be carried out on the 
following table. 
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Repre- 
sentative Clinical 
sample series 
Score o~1 ee 49 19 
Score 2 or more .. 25 24 
Total T - 74 37 


This gives ҳа C.F.C. = 8:4, P < 0-005. Thus 
although there is little difference in the propor- 
tion obtaining scores of five or more, the C.S. are 
much more likely than the R.S. to obtain scores 
of two or more. 


Discussion 


The sub-population of lodging house users 
that presents to the psychiatric services is 
strikingly different from the average of that 
population from which it is drawn. In the 
clinical selection, typically, we do not have 
the older subject who has spent ten or twenty 
years in lodging houses and has made his home 
at his current address for the last year or two. 
We have a younger man, out of work, with a 
history of lawbreaking and previous mental 
hospital admissions. He is likely to be diagnosed 
as suffering from personality disorder or alco- 
holism. 

It seems, then, that we have here the explana- 
tion of some of the observations that have been 
made in the past. Patients with these diagnoses 
frequently make an unfavourable impact on 
their admission units, and the patient who gives 
as his address of origin that of the local common 
lodging house, or even ‘no fixed abode’, is not 
the most welcome of guests. It is easily assumed 
that such patients are representative of the 
population who inhabit such lodging houses. 

That this is not so was suggested earlier by 
the random survey (Priest, 1969; 1970; 1971), 
but the use of the same research instruments in 
parallel shows up the difference in clear 
contrast. 

It is probable that such selective factors do 
not restrict themselves to the psychiatric 
services. Other agencies working in this environ- 
ment also appear to suffer from them. The 
Salvation Army is widely known for the atten- 
tion it pays to the wicked and the drunkard. 
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Should it also cater for the schizophrenic? It 
is probable that many of the latter prefer the 
anonymous sanctum of their ‘eight-by-four two ^ 
bit room’ and scarcely venture out, certainly 
not to the extent of drawing the attention of 
social agencies to their plight. It must be 
remarkable in any group of persons to find 
that schizophrenia is, if anything, more common 
in the population in question than in that sub- 
section of it that is presenting to psychiatrists. 

It is surprising how many differences there 
are between the patients in the clinical series and 
the representatives of the general lodging house 
population, so much so that they seem more like 
two different populations. Indeed, in the course 
of the field work I began to wonder where all 
the clinical subjects were coming from. It 
would seem that at least part of the answer to 
this lies in the greater mobility of the subjects 
in the clinical series. If their story is to be 
credited the majority had only recently come 
to Edinburgh and had spent less than two years 
in the lodging-house way of life altogether (as 
opposed to a mean of over ten years in the 
random sample). 

Putting it another way, the typical lodging 
house resident does not care to seek treatment 
for his psychiatric morbidity. He may even seek 
the anonymity of the lodging house as an 
alternative to the possibility of being admitted 
to a mental hospital. There is a different, 
younger, type of resident, more likely to suffer 
from alcoholism and personality disorder than 
from schizophrenia, who has only recently 
descended to this way of life, and who demands 
psychiatric help in his distress. It may well be 
that this type found in the clinical series also 
swells the numbers of clients attending other 
helping resources, such as missions, voluntary 
ageneies and Reception Centres. If so, this 
would help to explain the impact the alcoholic 
has had in previous, non-random series of 
homeless single persons, and the identification of 
Skid Row and alcoholism in the minds of many 
casual observers. Whiteley (1955) found that in 
his Reception Centre series two thirds drank to 
excess or exhibited criminal traits. Of the first 
200 admissions to the Manhattan Bowery 
Project, Goldfarb (1970; also unpublished data) 
found a modal age of 40-49 in men, of whom 
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only 45 per cent had never married and in 
whom the personality disorders (38 per cent) 
outnumbered the schizophrenics (32:5 per cent). 
Alcoholism was accepted as a matter of course. 

In Edinburgh itself a social study carried out 
by Heriot-Watt University (1969), when refer- 
ring to ‘Homeless People’, accepted without 
question that ‘drink was the main problem 
amongst the people we spoke to' (p. 80). 
Alcoholism has been the main focus of studies 
by Edwards et al. (1966) in a Stepney soup 
kitchen and by Myerson (1953, 1956, 1966) in 
considering the hospital treatment in New 
England of men from Skid Row. In the men 
whom Shandler (1966) managed to contact in 
Philadelphia's Skid Row, frequent findings were 
character disturbances and alcoholism. 

In this country there has been only one 
other attempt to collect a random sample from 
a lodging-house (as opposed to reception 
centre) and that was the study by Lodge-Patch 
(1970). His survey, however, was carried out 
entirely within the mission type of hostel, and it 
is noteworthy that he found a relatively high 
proportion of subjects with personality disorder. 

The findings of the present study, then, 
highlight the discrepancy between the popula- 
tion that is found by random sampling, and the 
sub-population that is more ready to have 
dealings with the helping agencies—and who 
are far from representative. The history given 
by the С.5. bears this out. Despite their younger 
age, 53 per cent admitted a previous history of 
mental hospital admission, against an expected 
rate of 14 per cent on the R.S. 

It was previously found that impaired func- 
tioning on the Brief Paired Associate test 
(B.P.A.T.) was associated not only with organic 
brain disease (Priest et al., 1969), but also with 
mental subnormality (Priest, 1971). The failure 
to show conspicuous differences in scores on the 
B.P.A.T. between the C.S. and the R.S. is 
consonant with the absence of notable differ- 
ences in proportion of these diagnoses between 
the two groups. 

The Personal Illness (P.I.) scale of the 
Symptom-Sign Inventory (S.5.1.) was deve- 
loped as that subset of questions of the 8.5.1. 
which discriminated best between newly-admit- 
ted patients in a psychiatric hospital and normal 
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control subjects. It turned out to contain 
questions mostly derived from those questions 
included to assess symptoms of anxiety state and 
of depression (of neurotic rather than psychotic 
degree). Thus, at least in the Foulds sample 
(1965), psychotics were best distinguished from 
normals by the fact that they had excessive 
numbers of neurotic symptoms! Foulds com- 
ments on the widespread failure to recognize the 
fact that psychotics have these neurotic symp- 
toms. He attributes it to the 'King Lear 
principle'— where the greater malady is fixed, 
the lesser is scarce felt’. 

High scores on the P.I. scale, then, are likely 
to be found with any functional psychiatric 
illness. The S.S.I. was not designed to elicit the 
abnormalities associated with personality dis- 
order, mental subnormality or organic brain 
disease. In the analysis of the R.S. itself (Priest, 
1970) it was in fact found that on a within 
group comparison high P.I. scores were not 
especially associated with these latter diagnoses, 
nor with alcoholism, but were positively 
associated with schizophrenia and probably 
with depressive illness. 

It may at first seem puzzling, then, that the 
C.S. had higher scores on the P.I. scale than the 
R.S. However, there are at least two reasons 
why this should be so. Firstly, given that there 
are personality disorders and alcoholics in the 
community and in hospital, it is clearly likely 
that those presenting for treatment are liable 
to be particularly those currently experiencing 
distressing affective symptoms. Secondly, about 
a quarter of the R.S. had no demonstrable 
psychiatric morbidity on examination, and 
their Р.І. scores were correspondingly low 
(Priest, 1971). 

It is not necessary, then, to postulate that the 
higher scores among the C.S. are the result of 
a conscious effort on the part of would-be 
patients to ‘fake bad’, However it is recognized 
that there are patients to be found in mental 
hospitals who do exaggerate their symptoms. 
The S.S.I. was introduced to identify symptoms 
of psychiatric illness rather than personality 
traits, but a short scale derived from it was later 
found to distinguish ‘character disorders’ (psy- 
chopaths, personality disorders) from other 
patients and from normals (Foulds, 1967). This 
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anomaly was attributed to invalid answers, and 
Foulds suggested that the motivation was a 
‘desire to evoke the pity of others’. 

The higher overall scores on the Character 
Disorder scale obtained by the C.S. are con- 
sonant with the higher proportion of personality 
disorders in that series. The scores may also 
hint at some inflation of the P.I. scores. How- 
ever, even in the C.S., the proportion of subjects 
exceeding Foulds’ cut-off point on the Character 
Disorder scale was only 24 per cent. 

The tendency for higher S.S.I. *psychoticism' 
scores among the G.S. is paradoxical, in view of 
the finding that, if anything, there were higher 
rates among the R.S. for schizophrenia clinically. 
It may be postulated that among the C.S. 
the scores were artificially inflated. Foulds 
(1965) has pointed out that the S.S.I. tends to 
over-diagnose psychotic depression. He also 
found that the commonest group into which his 
‘character disorders’ fell was psychotic de- 
pression (Foulds, 1967). Out of the 20 subjects 
obtaining psychotic scores in the R.S., 5 fell in 
the psychotic depression 5.5.1. category; of the 
20 S.S.I. psychotic patients in the C.S. 10 came 
into the psychotic depression category. 

It seems fair to assume, then, that the high 
psychotic scores in the C.S. were contributed to 
by false positive psychotic depression scores from 
patients with ‘character disorder’ (as defined by 
Foulds), especially as none of the subjects in 
either series attracted a clinical diagnosis of 
psychotic depression. 
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simultaneously) Introduce ‘Tryptizol’ cautiously and 
gradually increase until optimum response Is achieved. 
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~ Cross-Validation of a Predictive Scale for Subsequent Suicidal 
Behaviour in an Italian Sample 


By ЇЧ. GARZOTTO, ROBERTA SIANI, 
CHRISTA ZIMMERMANN TANSELLA and M. TANSELLA 


Summary. A six-point predictive scale for parasuicide repetition developed by 
Buglass and Horton (1974a) was tested on a group of patients admitted for 
parasuicide to a psychiatric ward of one of the city hospitals of Verona. The 
scale gave a range of probability of repetition within 12 months of 15 per cent 
at a score of o up to 45°5 per cent at the scores 3, 4, 5 and 6. Moreover the 
scale discriminated significantly between repeaters and non-repeaters. 

Items significantly associated with repetition in the Italian sample, which are 
not represented by the six-point scale were: previous parasuicide not admitted 
to hospital, violence received, alcohol taken at time of act, less than one year at 


the present addreas. 


A substantial proportion of patients (20-30 
per cent) admitted for attempted suicide 
(parasuicide) are reported to repeatsuicidal beha- 
viour within a year (World Health Organiza- 
tion, 1968). The early identification of ‘repeaters’ 
therefore becomes important, especially when 
resources are limited and special attention has 
to be concentrated on the group at the greatest 
risk of relapse (Buglass and McCullock, 1970; 
Buglass and Horton, 19742). 

A new predictive scale has recently been 
developed by Buglass and Horton (1974a) and 
successfully validated for both sexes on two 
successive cohorts. It consists of six items, 
allowing one point each, and gives a range of 
probability of repetition within twelve months of 
5 per cent at the score of о up to 48 per cent at 
the scores 5 and 6. These items, selected from a 
24-items list describing the social situation, 
clinical diagnosis and past history of the patient 
are: diagnosis of sociopathy, problem in the use 
of alcohol, previous in-patient treatment, pre- 
vious psychiatric out-patient treatment, previous 
parasuicide resulting in hospital admission, not 
living with relatives. 

In a later paper Buglass and Horton (1974b) 
examined which of the 24 items of the data 
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sheet consistently discriminated repeaters from 
non-repeaters in three separate cohorts. The 
resulting nine-item list differs from the former 
six-item scale by four additional items (social 
class V, dependence on drugs, unemployment, 
and a history of criminal behaviour) and the 
omission of one item (not living with relatives). 
The predictive value of these nine items is still 
unknown. 

In the present study the validity of the six- 
item predictive scale has been tested in a group 
of patients admitted for parasuicide to the 
psychiatric ward of a general hospital in 
Verona. Moreover, repeaters and non-repeaters 
were compared on the basis of the six-item scale, 
the nine-item list and the 24-item data sheet used 
by Buglass and Horton (1974a). Furthermore, 
single items significantly associated with repeti- 
tion in our sample were identified. 


METHOD 
There were 120 patients admitted for para- 
suicide to the Psychiatric University Clinic of 
Verona during the first three years of its activity 
(1-4.1970-31.3.1973). 
This Clinic is a 36-bed ward in a general 
hospital. The admissions are in general selective 
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only in so far as to exclude patients under 14 
years and presumably long-stay patients; com- 
pulsory admissions are not possible. Whereas 
the patients admitted may be considered as 
representative of the population of psychiatric 
patients in our district on the basis of the fre- 
quency of diagnostic categories and of socio- 
graphic data (Tansella et al., 1974), this cannot 
be said for our parasuicide patients, who are 
a highly selective group. Many parasuicide 
patients are admitted to other psychiatric 
facilities and some are discharged from the 
resuscitation departments of the two general 
hospitals of the city without having seen a 
psychiatrist. Moreover, the majority of the 
parasuicide patients admitted to our ward 
come from the lower social classes. Members of 
the middle and upper classes commonly call on 
private clinics or their general practitioners, and 
their number is therefore under-represented in 
our sample. 

In 1974 all 120 parasuicide patients (the 
12 per cent of the total number of admissions 
during the first three years) were invited by 
letter for a follow-up interview. Non-responding 
patients living in the district were visited by 
the social worker and interviewed at home. 
The follow-up period covered one year after 
the patient’s first discharge from the clinic, and 
information was collected about any subsequent 
parasuicidal act; the 24-item data sheet used by 
Buglass and Horton (19742), including demo- 
graphic, clinical and social data referring to the 
patient at the time of his first discharge, was then 
completed. Information about 76 per cent 
(91 patients) of the total number of parasuicides 
was collected, the remainder having left the 
district or being untraceable. 

A x? analysis of the three annual cohorts for 
repeaters and non-repeaters separately showed 
the homogeneity of the samples in respect to the 
24 items collected. Only the item ‘previous out- 
patient psychiatric treatment’ increased signi- 
ficantly in frequency over the three years for 
the non-repeaters. All the patients were there- 
fore treated as a single cobort, including both 
sexes. No patient in this cohort appears twice. 
Thirteen patients had second admissions in 
successive years; these second admissions were 
ignored. 


OROSS-VALIDATION OF A PREDICTIVE SCALE FOR SUBSEQUENT SUICIDAL BEHAVIOUR 


RESULTS 

The number of patients admitted. for para- 
suicide increased steadily over the three years, 
while the percentage of the identified repeaters 
remained fairly constant at about 26 per cent 
(Table I). Women were slightly more likely to 
repeat (27 per cent) than men (23 per cent). 

The distribution of the six-item scale scores by 
repetition is shown in Table II. The scale gives 
a range of probability of repetition of 15 per cent 
at the score of o up to 45:5 per cent at the 
scores 3, 4, 5 and 6, the predictive power of the 
scale being somewhat lower for our sample 
than for British subjects (Buglass and Horton, 
19742). The scale is less effective for the higher 


Tasre I 
Repetition of suicidal behaviour within 12 months 
Parasuicides Interviewed Repeaters 
Cohorts mE дыл о аны 
N % N ^ N % 


70—71 14 6 II 79 3 27 


71-72 47 11 31 66 8 26 
72-73 59 14 4 83 із 56 


Total 120 12 91 76 24 26 


* Percentage of total admissions. 


Tass II 
Six-item scale (Buglass and Horton, 1974a) tested on 
the Italian sample 
Distribution of scores by repetition, with percentages in 
brackets 











Score 
о 1I 2 3 4 5 6 Total 
Repeaters 4 8 7 4 о т о 44 
(15) (23) (37) —————— 
(45:5) 
Non- 
repeaters 22 27 12 3 3 о о 67 
(85) (77) (63) ————— 
545) 
'Total 
= 100% 26 35 19 7 3 I о gt 
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; Taare ПІ 
Rating scores (medians and ranges) and comparison of repeaters and non-repeaters using three different item lists 
(Mann-Whitney U test; two-tailed) 


Repeaters (N — 24) 


Item lists 
Median Range 
6 items 1:50 0-5 
g items 2°20 
24 items 4°50 2-12 


risk groups scoring 3 and more. This is due to the 
small size of the higher risk groups which are 
inevitably subject to fluctuation. 

Table III shows the comparison of repeaters 
and non-repeaters on the basis of the six-item 
scale and the nine and 24 item lists. The six- 
point scale discriminates as well as the two 
longer item lists (p = :01) between the two 
groups and is therefore preferable. 

Table IV shows that three items of the 24- 
item list in our sample were associated with 
repetition at the -o2 level of significance 
(diagnosis of sociopathy, previous parasuicide 
not admitted to hospital, violence received) and 
two items at the -05 level of significance (alcohol 
taken at time of act, less than one year at the 
present address). 


Taste IV 
Comparison of repeaters and non-repeaters 
Stems significantly associated with repetition (x? test 
with Yates’ correction) 


Non- 
Items Repeaters repeaters Р 
% % 

Diagnosis of sociopathy ^ at 5 "02 
Alcohol taken at time 

of act К si 25 7 *05 
Previous parasuicide 

not admitted to 

hospital .. oy 21 4 *02 
Violence received .. 29 9 *02 
Less than one year at 

present address .. 33 15 *05 


Non-repeaters (N = 67) 


7 Р 
Median Range 
0:86 0-4 —2'133 or 
1°70 0—5 —2-:076 or 
4-10 0-9 —2':190 OI 
Discussion 


The complete lack of any official figures about 
parasuicidal acts in Italy prevents us from draw- 
ing any conclusions about our sample, which is 
likely to be a highly selective group. Despite 
these limitations, together with the small sample 
size, and despite the different cultural context 
in which the Buglass-Horton scale was used, the 
results are encouraging: 83 per cent of the 
repeaters were correctly identified (scoring 1 
or more), which is very near to the proportion 
of 88 per cent found by Buglass and Horton 
(1974а), and 17 per cent were missed. The 
proportion of the non-repeaters falsely classified 
as potential repeaters was 67 per cent compared 
to 56 per cent reported by Buglass and Horton 
(1974a). Because non-repeaters outnumber re- 
peaters, the risk group (scoring 1 or more) 
contains more than twice as many non-repeaters 
as repeaters. This degree of misclassification of 
non-repeaters is rather high, but from a clinical 
point of view less serious than a misclassification 
of repeaters would be. 

Comparing repeaters and non-repeaters on 
every single item of the 24 item list, only one 
(diagnosis of sociopathy) of the five items which 
were significantly associated with repetition 
belongs to the six-item scale. This suggests that 
for our sample other characteristics may be more 
important for parasuicide repetition than those 
described by the six-item scale. This needs 
further investigation. 
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Depression in Patients with Parkinsonism 


By ASHLEY H. ROBINS 


Summary. Forty-five patients with parkinsonism were carefully matched for age 
and sex with 45 chronically disabled control patients with a significantly more 
severe grade of physical handicap. Depression was measured by the Hamilton 
Rating Scale, and it was found that the parkinsonian group was very signifi- 
cantly more depressed than the control group (p < о ооо). Depression scores 
in both groups were unaffected by the patient’s sex or by the severity of the 
disability. Analysis of the individual ratings of the Hamilton Scale showed that 
parkinsonian patients had significantly higher scores on items relating to 
suicide, work and interests, retardation, psychic anxiety, general somatic 
symptoms, and loss of insight. It was concluded that patients with parkinsonism 
suffer a degree of depression which cannot be solely a reaction to the stress of 
physical disability. This finding is discussed with reference to the monoamine 


hypothesis of depressive illness. 


INTRODUCTION 


The brains of parkinsonian patients contain 
markedly diminished concentrations of dopa- 
mine; the content of noradrenaline and sero- 
tonin is also decreased but to a lesser extent 
(Hornykiewicz, 1966). Current monoamine 
hypotheses postulate that depressions (or certain 
types thereof) are due to functional deficiencies 
of noradrenaline, dopamine and serotonin at 
their respective brain receptor sites (Schild- 
kraut, 1973). A logical expectation generated by 
these premises is that patients with parkinsonism 
ought to be depressed. While confirmation of 
this would not necessarily support the mono- 
amine hypothesis, the absence of depression in 
such patients would appear to constitute a 
direct refutation of it. 

The evaluation of depression in parkinsonism 
is difficult because the disease is often associated 
with much physical disability and loss of inde- 
pendence. Thus the presence of depression 
might signify no more than a psychological 
reaction to the stress of the handicap. The 
present study attempted to control for secondary 
or reactive factors by comparing measurements 
of depression in a group of parkinsonian patients 
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and a group of non-parkinsonian subjects with 
a similar, or greater, degree of disability. 


METHODS AND MATERIALS 
Rating scales 

(a) Depression: This was measured by means of the 
Hamilton Rating Scale (Hamilton, 1960). The 
author and a psychiatric social worker rated the 
patients independently during the course of a joint 
interview, and their scores were summed to give a 
total Correlation between the two assessments was 
extremely high (г = 0:95). With regard to item 
number 7 of the Scale (work and interests), it was 
emphasized to patients that they were to answer as 
they would have done if not physically incapacitated. 
Item number 14 (loss of libido, menstrual disturbance) 
was given a zero rating for all patients because of its 
inappropriateness and inapplicability to an aged and 
chronically disabled population. 

(b) Disability: All patients were rated by author 
and assistant from o to 4 on a disability scale in 
terms of the following criteria: 

o—Minimal disability, with negligible effect on motor 
functions. 

1— Mild disability, with slight restriction of physical 
activity such that the patient is able to function 
without any assistance but has difficulty in 
carrying out fine movements (writing, sewing). 
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2— Moderate disability, with definite impairment of 
grosser movements and restriction of physical 
activity (e.g. walking) such that the patient is 
handicapped in performing everyday tasks and 
usually requires some form of assistance (e.g. 
stick). 

3—Severe disability, with marked, usually bilateral, 
physical handicap, where the patient is unable 
to walk, is confined to a wheelchair, and 
although still capable of some independent 
activity is in need of regular assistance (dress- 
ing, eating, toilet). 

4— Total disability, with severe bilateral handicap, 
where the patient is bedridden, is fully de- 
pendent for all physical needs and requires 
constant nursing care and supervision. 


Patient groups 

(a) Parkinsonism. Patients were included only if they 
showed unequivocal evidence of parkinsonism. The 
diagnosis had previously been made by at least two 
doctors, including in almost all cases a neurologist. 
Patients with confusional states or marked dementia 
were excluded. None of the patients had been re- 
ceiving L-dopa, but they were all being treated with 
the standard anti-parkinsonian anticholinergic medi- 
cation. 

The sample consisted of 45 patients, 24 female and 
21 malc. The mean duration of the illness was 10:4 
years, with a range of 1 to 40 years. Forty-two 
patients were classified as idiopathic parkinsonism, 
two patients as post-encephalitic, and one as arterio- 
sclerotic. Thirty-eight patients were in homes for the 
aged, three were in hospital and four lived with their 
families. Ten patients had undergone thalamotomy 
or pallidectomy. Two patients gave a history of 
depression before the onset of the parkinsonism; 
9 described themselves as having had long-standing 
and marked neurotic traits; and the remainder 
allegedly had stable, well-adjusted premorbid per- 
sonalities. 

(b) Control. In order to achieve comparability with 
the parkinsonian group, control patients were selected 
who had suffered from prolonged chronic, and usually 
irreversible, physical disability. The most common 
type of disability was hemiplegia due to cerebro- 
vascular disorder (49 per cent of cases). The controls 
also included patients with various spinal cord diseases 
(paraplegia, tabes dorsalis, muscular atrophy, Brown- 
Séquard syndrome and poliomyelitis), orthopaedic 
conditions (rheumatoid arthritis, osteoarthritis and 
Paget's disease), and with amputations consequent 
on extensive peripheral vascular disease. 


DEPRESSION IN PATIENTS WITH PARKINSONISM 


There were 45 controls, 24 female and ат male, 
drawn from the same institutions as the parkinsonian | 
subjects. (None of the controls lived at home.) They 
were carefully matched with the latter in terms of 
sex and age. The mean duration of disability (in 
cases where this could be adequately established) was 
9'9 years (range 1 to 35 years). Two patients gave а 
history of depression before the onset of the illness, 
8 claimed to have had marked and long-standing 
neurotic traits, and the remainder were apparently 
well-adjusted and stable in their previous person- 

RESULTS 

Age: The median age of the patients in this 
study was 69:0 years. The parkinsonian group 
had a mean age (-ES.E.) of 69:2 years (4-1 :3) 
and the control group of 69:7 years (-E1:2). 
These differences were not significant. 

Disability: Table I shows the distribution of 


TABLE I 
Distribution of disability ratings among control and 
Parkinsonian groups 
Control Parkinsonian 
гә f % 
0-1 minimal or mild 3 7 18 40 


Disability 


з moderate — .. 16 35 18 29 
8 severe.. ds 22 49 9 20 
4 total .. X 4 9 5 II 

Total .. e 45 тоо 45 тоо 


x* = 16:59; df = 3; p < 0:005. 


disability ratings between control and par- 
kinsonian patients. The control group was 
significantly more disabled (p < о-оо»). 

Sex: Table II gives the total Hamilton rating 
scores separately for males and females in both 
the control and the parkinsonian groups. 
While the females in both groups had higher 
scores, these differences were not significant. 
The sexes have thus been taken together in 
subsequent analyses. 

Control group versus parkinsonian group in total 
Hamilion rating scores: This comparison (Table 
ПІ) showed a statistically highly significant 
difference, the parkinsonian patients being 
more depressed than the controls (p < o-ooor). 
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Tase II 
Total Hamilton scores in males and females of control and Parkinsonian groups 
ез Females " 
(n = a1) (n — 24) Student's t-test 
Control group t — 0:88 
Mean (+5.E.) .. i vs 23°29 (2-2:83) 27-00 (:9:08) dí—43 _ 
p not significant 
Parkinsonian group t= 1:25 
Mean (+5.E.) .. ki ae 34°76 (42-67) 39:21 (42°37) df= 43, 
р not significant 
Taste III 
Comparison of control and Parkinsonian groups on total Hamilton scores 
Control group Parkinsonian group Student’s t-test 
(n = 45) (n — 45) 
t = 4°30 
Mean (+5.E.) .. 25:27 (+2°10) 37°13 (41°79) df = 88 
р < 0:0001 





Individual items of the Hamilton Rating Scale: 
Each of the 17 items on the Hamilton Rating 
Scale was subjected to a Kruskal-Wallis H Test 
in order to locate the source of difference 
between the two groups. 

No statistically significant differences were 
detected between the control and parkinsonian 
groups with respect to the following items: 

Guilt; Insomnia (initial) ; Insomnia (middle) ; 

Insomnia (delayed); Agitation; Anxiety 

(somatic); Somatic symptoms (gastrointes- 

tinal); Genital symptoms (all scored o 

because of the patients’ disability and age); 

Hypochondriasis; Loss of weight. 

Table IV lists the items which achieved a 
significantly increased severity in the parkin- 
sonian patients. Depressed mood is included 
because it showed a trend towards being more 
severe, though this was not significant 
(р < 0:10). Retardation was the item with 
the most pronounced increase in severity over 
the control subjects. 

Extent of disability: Table V demonstrates 
that the ‘less disabled’ subjects did not differ 
significantly from the ‘more disabled’ ones in 
either the control or the parkinsonian groups. 


Thus the severity of the disability did not in- 
fluence the depression scores. 


Taste IV 
Comparison of individual items of Hamilton Rating 
Scale between Parkinsonian and control patients 





H 
Kruskal-Wallis p* 
test 





Item 

Depressed mood .. 2°95 <0'10 
Suicide  .. i 8:17 «0:005 
Work and interests 17°33 «0:005 
Retardation к 24°62 <0°005 
Anxiety (psychic) .. 7:61 «0:01 
Somatic symptoms 

(general) 2*51 <0:01 
Loss of insight 6-26 «0:025 





* All these probabilities are in favour of the 
parkinsonian patients. 


Discussion 
It has long been recognized that depressed 
affect is a frequent accompaniment of parkin- 
sonism, but this has generally been ascribed to 
the physical limitations and restriction of 
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DEPRESSION IN PATIENTS WITH PARKINSONISM 


Taste V 
Total Hamilton scores according to extent of disability 


Control patients 
Degree of disability 
Grades 1 and 2 (n = 19) 


Mean (-+5.E.) 
25°53 (3°77) 


Grades 3 and 4 (n = 26) 25:08 (1 2°52)* 


* t = 0-10; df = 43; p not significant. 


personal freedom imposed by the disease. 
This assumption has been called in question 
by recent studies which found no relationship 
between the degree of depression in parkin- 
sonian patients and either the duration of the 
disease or the severity of the motor disability 
(Warburton, 1967; Celesia and Wanamaker, 
1972). Moreover, the converse situation has 
been reported where improvement in neuro- 
logical function following treatment has not 
resulted in a corresponding amelioration of 
mood (Hays et al., 1966; Marsh and Markham, 
1973). There has also been the less surprising 
observation that parkinsonian patients treated 
with antidepressant therapy improved in mood 
without any relief in their physical condition 
(Mindham, 1970). 

The present study measured depression in 
patients with parkinsonism (none of whom had 
received L-dopa) and compared their scores on 
the Hamilton Rating Scale with carefully 
matched control patients. The latter were 
specifically selected as having suffered for 
prolonged periods from chronic, usually irre- 
versible, and physically disabling diseases. 
Almost half of these patients (49 per cent) 
had hemiplegia following cerebrovascular dis- 
order; thus like the parkinsonian patients they 
had a cerebral degenerative lesion. The re- 
maining half comprised patients mainly with 
spinal cord and arthritic diseases. Overall, 
the control group had a significantly greater 
grade of physical handicap than theparkinsonian 
group. In spite of this, the parkinsonian 
patients were highly significantly more de- 
pressed than these matched controls (p < 
0-0001). Furthermore, where the ‘less disabled’ 
subjects were compared with the ‘more 





Parkinsonian patients 
Degree of disability Mean (-+5.E.) 
Grades o and 1 (n = 18) 37:56 (3:11) 


Grades 3 and 4 (n == 14) 40:86 (4:2:92)** 


** t == 0:85; df = 30; p not significant. 


disabled! in the two separate groups there 
were no significant differences in depression 
scores among either the parkinsonian patients 
or the controls. The results of this investigation 
corroborate the study of Horn (1974), whose 
parkinsonian patients, irrespective of the 
severity and duration of their condition, 
produced higher depression scores (on a 
self-rating scale derived from the MMPI) than 
did her paraplegic controls. 

The findings of à higher incidence of de- 
pression in female parkinsonian patients (War- 
burton, 1967; Celesia and Wanamaker, 1972) 
were not borne out in the present study, though 
the depression scores were slightly but not 
significantly higher in females of both parkin- 
sonian and control samples. 

'The control and parkinsonian patients were 
comparable with regard to pre-illness history of 
depression (4 per cent in both groups) and to 
the presence of neurotic personality disorder 
(18 per cent and 20 per cent respectively). This 
is consistent with a survey by Smythies (1967) 
in which no evidence was found for premorbid 
personality disturbance in parkinsonism. 

Analysis of the individual ratings of the 
Hamilton Rating Scale indicate that the par- 
kinsonian group showed a significantly higher 
severity than the control group in items relating 
to the following: suicide, work and interests, 
retardation, psychic anxiety, general somatic 
symptoms, and. loss of insight. There was also a 
trend for depressed mood to be rated as more 
severe, but this difference failed to achieve 
significance (p < ото). This profile suggests 
that, compared with other physically disabling 
diseases, the increased depression in parkin- 
sonism tended to express itself least with the 
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somatic (autonomic) and vegetativedisturbances. 
Retardation is the most markedly divergent 
item. This is not unexpected, since retarda- 


tion has a definite overlap with the hypokinesia - 


that is an intrinsic part of the parkinsonian 
syndrome. It may be argued with justification 
that the inclusion of these relatively high ratings 
for retardation was an artefact that inflated the 
total depression scores. Retardation scores were 
accordingly deducted .from the total in the 
parkinsonian and control groups: the resultant 
means (33:97 and -24:18 respectively) still 
showed а highly significant difference 
(р < 0:001). 

This study has thus shown that depression 
is found in parkinsonism and that it cannot 
merely be attributed to the physically impaired 
status of the patient. While the depression may 
be partly reactive to the motor disability, its 
exaggerated nature when compared to that in 
patients with other more severe disabilities 
suggests that a. further mechanism is operative. 
Parkinsonian brain is deficient in monoamines 
(particularly dopamine), and it is tempting to 
invoke the monoamine (and particularly cate- 
cholamine) hypothesis of depression as a 
plausible explanation. Had depression not been 
associated with parkinsonism, the monoamine 
hypothesis might have been in serious jeopardy. 
Thus while the present findings clearly do not 
refute it, it is stil] questionable whether they 
can be taken as providing supportive evidence. 
There are certain data which seemingly con- 
tradict the tenor of the hypothesis. L-dopa, for 
example, has a well-established tendency to 
precipitate clinical depression in parkinsonian 
patients (Mindham, 1974). Prolonged treat- 
ment with L-dopa failed to alter mood in 
previously depressed parkinsonian patients, 
despite improved neurological functioning 
(Marsh and Markham, 1973). Inconsistencies 
in this area of research probably reflect the 
complexity of brain biogenic amines which 
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have functional relationships not only to them- 
selves but also to other neurohumoral systems. 


ACKNOWLEDGEMENTS 

This work was supported by the Group Captain ‘Sailor’ 
Malan Memorial Fellowship for Research into Parkin- 
son’s Disease awarded by the University of the Wit- 
watersrand, Johannesburg. I appreciate the cooperation 
given to me by the staff of the various aged homes where 
I tested patients. I must thank Dr. R. Getz of the Jewish 
Aged Home, Johannesburg, for her help and interest. 
I am particularly grateful to Mr. R. D. Hutchison and 
Miss L. Taylor of the Medical Department, Ciba-Geigy 
(Pty) Ltd., for the time they gave to a statistical analysis 
of my results. 


REFERENCES 
Ceresa, С. С. & Wanamaker, W. M. (1972) Psychiatric 
disturbances in Parkinson’s disease. Diseases of the 
Nervous System, 33, 577-89. 
НАмиптон, M. (1960) A rating scale for depression. Journal 
of Neurology, Neurosurgery and Psychiatry, 23, 56-62. 
Hays, P., Kxxkrgn, B, У/Атан, L. S. & Woorrson, С. 
(1966) Psychological changes following surgical 
treatment of Parkinsonism. American Journal of 
Psychiatry, 123, 657-63. 

Horn, S. (1974) Some psychological factors in Parkin- 
sonism. Journal of Neurology, Neurosurgery and Psychiatry, 
37, 27-31. 

Новрмүківултох, О. (1966) Dopamine (3-hydroxytyramine) 


and brain function. Pharmacological Reviews, 18, 


925-64. 

Mars, С. С. & ManxuaM, С. Н. (1973) Does levodopa 
alter depression and psychopathology in Parkinsonism 
patients? Journal of Neurology, Neurosurgery and 
Psychiatry, 36, 925-35. . 

MmpuaM, R. Н. S. (1970) Psychiatric symptoms in 
Parkinsonism. Journal of Neurology, Neurosurgery and 
Psychiatry, 33, 188-91. 

— — (1974) Psychiatric aspects of Parkinson's disease. 
British Journal of Hospital Medicine, xx, 411-14. 

Scumpxravrt, J. J. (1973) Neuropharmacology of the 
affective disorders. Annual Review of Pharmacology, 13, 


427-54. 
Swvrmms, J. В. (1967) The previous personality in 
Parkinsonism. Journal of Psychosomatic Research, x1, 
169-71. 
Warsorton, J. W. (1967) Depressive symptoms in Par- 
kinson patients referred for thalamotomy. Journal of 
Neurology, Neurosurgery and Psychiatry, 30, 368-70. 


Ashley H. Robins, M.D., M.R.G.Prych., 501 Medical Centre, Heerengracht, Cape Town, South Africa 


(Received 9 April 1975) 


Brit. J. Psychiat. (1976), 128, 146-55 


The Use of Autocorrelation Analysis in the Longitudinal 
Study of Mood Patterns in Depressed Patients 


By С. J. НОВА, W. С. LAWLOR, Е. STALLONE and R. R. FIEVE 


Summary. The statistical method of autocorrelation, commonly used in 
econometrics and engineering, was applied to the daily mood'scores of ten 
depressive hospital in-patients. The analyses made possible the quantification of 
two aspects of the longitudinal course of individual patients’ psychopathology, 
the degree of day-to-day stability and the degree of periodicity in mood. Quantifi- 
cation of the degree of day-to-day mood stability yielded wide variations between 
patients and suggested that patients might be usefully categorized in terms of this 
characteristic. Mood stability during periods of severe depression was found to 
be less pronounced than during periods of relatively moderate depression. 
Furthermore, the existence of ‘mini-cycles’, cyclical fluctuations in mood of one 
to two weeks’ duration occurring during the course of depressive episodes, was 


demonstrated in three cases. 


INTRODUCTION 

The purpose of the present study is to investi- 
gate the feasibility of using time series or auto- 
correlation analysis in the assessment of day-to- 
day changes in mood of depressed patients in 
hospital. The rationale for the present approach 
derives from the thinking of Chassan (1967), 
who has delineated and contrasted extensive 
and intensive research designs in psychiatry. 
In the extensive design one measurement on 
each member of a sample is typically obtained 
and the sample data are used in generalizing 
to a larger population. In contrast, the intensive 
design involves the repeated measurement of 
some attribute of one patient over an extended 
period of time. Such a design is particularly 
appropriate for the analysis of the psycho- 
pathology of a small number of patients who 
are closely observed in hospital over an extended 
period of time. 

The intensive design can also be viewed as a 
synthesis of clinical and experimental methods. 
By combining careful measurement of behaviour 
with the clinical method of observing an indi- 
vidual patient closely over time, an experi- 
mentally replicable description of individual 
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parameters of behaviour may be obtained. In 
addition, the application of appropriate statis- 
tical techniques for the analysis of time series 
(ie. equally spaced repeated measurements 
upon one individual) may help uncover pheno- 
mena which might not otherwise be detected 
either in clinical observation or in the one- 
measurement-per-subject approach found in the 
more widely used extensive design. That is, 
statistically replicable patterns in an individual 
patient’s behaviour are more readily detectable 
in an intensive study. 

One of the earliest studies involving beha- 
viour in a single case over time (Mefferd et al, 
1960) revealed a phenomenon that would have 
been obscured had extensive methods been 
used. The relationship between serum copper 
levels and ‘relatedness’ on a word association 
test was examined in a single schizophrenic 
patient over a period of 245 days, and a negative 
correlation between the two was obtained. The 
finding is particularly noteworthy when viewed 
in relation to the fact that the serum copper 
levels for the schizophrenic studied were within 
one standard deviation of the mean level of a 
group of normal controls. Therefore, examining 
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the serum copper levels of this patient in rela- 
tionship to serum copper levels of normals (as 
would be suggested by the extensive design) 
would have failed to reveal the observed associa- 
tion between serum copper and this index of 
dysfunction. 

Holtzman (1967) re-analysed the same data 
to test for serial correlation in the two time 
series, and in doing so strengthened the original 
study by obtaining further information from the 
data. Since there was dependency between the 
scores in each of the series, Holtzman showed 
how the correlation coefficient between the two 
indices should be adjusted to control for serial 
dependency in each time series. Holtzman also 
used the serial dependency structure of the 
time series to illuminate a possible inner 
structure for the behaviour, Holtzman first 
introduced the idea of testing for serial de- 
pendency between scores to psychiatric data 
analysis. Since then this methodology has not 
been widely adopted in studies of psycho- 
pathology. As will be shown, knowledge of the 
serial dependency structure in the data of one 
patient can be used to study degree of stability 
and to identify cyclical phenomena in that 
patient. Both of these characteristics of beha- 
viour can only be studied through the use of a 
large number of repeated measures. The analysis 
of serial dependency is also an important first 
step in predicting individual behaviour (Box 
and Jenkins, 1970) and in using time series 
hypothesis testing procedures (Box and Tiaio, 
1965; Jones et al, 1969; Gottman et al, 1969). 

Autocorrelation (or serial correlation) in a 
time series may be defined as the amount of 
interdependency between the scores (z) obtained 
at different equally spaced. points in the time 
continuum (t). Specifically, the sample auto- 
correlation coefficient (rg) at lag k (or the scores 
k observations apart) may be determined by 
computing the product-moment correlation 
coefficient between the pairs z, д for 
t = 1, 2,., N—k. The entire series of auto- 
correlation coefficients, rj, k == 1, 2..., is com- 
monly referred to as the auto-correlation function 
(ACF). 

The autocorrelation coefficient at lag one (r:) 
is an index of how well the scores at time £ 
correlate with the scores at time 2--1. Similarly, 


147 


the autocorrelation coefficient at lag k is an 
index of how well the scores at time t correlate 
with the scores at time i--k. The amount of 
autocorrelation in a series of scores over time 
may be thought of as an index of how well a 
score may be predicted by previous scores. 
Generally autocorrelation coefficients are calcu- 
lated to а lag of №4, though rarely beyond 25 
lags. (Different ways of computing the ACF are 
discussed in the Appendix, which is available on 
request to the authors.) 

As a general rule, the amount of autocorrela- 
tion increases as the time series becomes more 
trend-like, and decreases if there is no trend. 
This is not to say, however, that a time series 
with no trend will not be highly autocorrelated. 
Time series with no trend (stationary time 
series) may have high autocorrelation coeffi- 
cients but these will usually occur at lags that 
are relatively small. Time series with trend 
(non-stationary time series) generally have 
higher autocorrelation at the small lags than 
stationary time series, and the ACF does not 
decrease to zero as rapidly as the lag becomes 
large. Methods of eliminating trend have been 
reviewed by Wieland and Mefferd (1969), who 
point out that no satisfactory general methods 
now exist, although there are ways of de- 
trending in particular cases. 

A graphic presentation of the ACF plotted | 
against the lag (Ё) is commonly referred to as a 
correlogram. The correlogram of a time series 
is also a valuable means of identifying cycles in 
time series (Wieland and Mefferd, 1969; 
Kendall and Stuart, 1966). As an introduction 
to the usage of the ACF in identifying cycles, 
let us examine the familiar sine curve and its 
correlogram shown in Fig. r. The curve pre- 
sented has a period of twelve. Maximal auto- 
correlation coefficients are found at lags which 
are integer multiples of the period of the curve 
(e.g. in a twelve-day cycle at lags 12, 24, 36, 
etc.). Minimal values of the ACF will be found 
at lags which are odd integer multiples of 
one-half cycle (e.g. in a twelve-day cycle at 
lags 6, 18, 30, etc.). Kendall.and Stuart (1966) 
have shown that the ACF of a sine curve will 
be a cosine curve with an identical period. Of 
course, in time series of real data the pattern 
may be somewhat obscured but can usually 
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be recognized by looking for relative maximum 
points at multiples of the cycle. The correlogram 
plays an important role, since it is often possible 
to discern cyclical patterns in the АСЕ when it is 
presented graphically. 

A useful complement to the ACF in studying 
serial dependency is the partial autocorrelation 
function (РАСЕ). Box and Jenkins (1970) have 
shown that the value of the autocorrelation 
coefficient at lag Ё may be a function of lower 
lag autocorrelation coefficients. For example, an 
autocorrelation coefficient significantly different 


from zero at lag 2 may be the result of a high 
lag 1 autocorrelation coefficient or it may be 
due to an actual relationship between scores two 
observations apart. The partial autocorrelation 
coefficient (Øre) at lag k is the amount of auto- 
correlation remaining at that lag when the 
effects of autocorrelations at smaller lags have 
been removed. (Details on the computational 
methods used in this study can be obtained by 
contacting the first author.) 

Just as the ACF is presented graphically as a 
correlogram, the PACF may also be so pre- 
sented. In this paper the graph of the ACF will 
be referred to as the correlogram and the graph 
of the PACF will be referred to as the PACF 
correlogram. In studying the РАСЕ correlo- 
gram, if 0, is equivalent within sampling 
error to zero, it may be said that the auto- 
correlation at lag Ё is a result of the autocorrela- 
tion at lags t, 2,..., k—1. 


METHOD * 

Subjects 

Ten consecutive admissions to the Metabolic 
Research Unit of the New York State Psychiatric 
Institute were studied in this investigation. All 
patients were depressed and had the diagnosis of 
primary affective disorder (Winokur et al, 1969) 
as determined by the independent evaluation of 
two psychiatrists experienced in affective dis- 
orders, Table I presents the sex, age, and diag- 


TaBLe I 
Age, sex, diagnosis, and study duration of each patient 


Patient Age Sex 
Е.А. 64 . F 
P.C. 31 F 
М.Е. 39 Е 
L.H. 54 F 
V.J. 54 F 
G.K. бо Е 
D.L. 81 F 
B.S. 52 F 
DS. ` F 
5, 6 M 


: Number of days 

Diagnosis* D for which data 

n were available 
BP 55 55 
UP 71 61 
UP 107 92 
BP 53 47 
BP 71 62 
BP 176 168 
UP 84 75 
BP 156 143 
BP 126 113 
BP 114 107 


* BP refers to bipolar manic-depressive illness, characterized by a history of recurring episodes of both 
mania and depression. UP refers to unipolar depressive illness in which there is a history of only depressive 


episodes. 
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nosis of each of the patients studied. Nine 
women and one man were studied, and the 
mean age was 46:5 years with a standard 
deviation of 11°3 years. 
Medication 

All patients were placed on placebo for the 
first seven to ten days in hospital. Subsequent 
medication was determined by either clinical 
need or other research protocols carried out 
simultaneously with the present investigation. 
The drugs used included standard antide- 
pressant and antipsychotic agents as well as 
experimental drugs (e.g. l-tryptophan, chlor- 
promazine, Imipramine HCl, rubidium chloride, 
and others). They were given either separately 
or in various combinations, and for varying 
periods of time; no systematic study of the 
effects of drugs on the autocorrelations was 
therefore feasible in the present investigation. 


Procedure 

As part of the regular ward schedule, each 
patient was rated by two trained nurses three 
times during the day (10 a.m., 2 p.m. and 
8 p.m.) on a mood rating scale ranging from 
o to 100, with o, 50 and тоо denoting extreme 
depression, normothymia, and extreme mania 
respectively. 

The rating scale has been shown to have 
acceptable levels of interrater reliability. 

For purposes of the present analysis, a 
patient’s mood on each day was represented by 
obtaining a mean of all the mood scores re- 
corded for that day (ie. six ratings, two at 
each of the three times). 'The time series analyses 
to assess day-to-day changes in the longitudinal 
course of mood were based on these means. 


RESULTS 
Two aspects of patient? mood over time 
were examined: the degree of stability and the 
existence of periodicities. 


Stability 

Two parameters of stability are assessed 
through the ACF and the PACF. The first 
parameter is the magnitude of the relationship 
between mood on one day and mood on subse- 
quent days. The size of the autocorrelation 
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coefficients is used to estimate the magnitude of 
stability. The second issue is the duration of 
predictability, which can be assessed by deter- 
mining the largest lag of days over which mood 
is related. One method of assessing the duration 
of predictability might be to determine the 
largest lag at which the autocorrelation co- 
efficient is significantly different from zero. It 
was pointed out earlier, however, that the lag k 
autocorrelation coefficient may be artificially 
inflated because of lower order autocorrelations. 
Thus the duration of predictability is assessed 
in this study as the number of consecutive lags 
for which there is a significant (non-zero) partial 
autocorrelation coefficient. 

Fig. 2 (a-c), a 53-day time series of mood 
scores from patient L.H., provides a good 
illustration of a relatively stable time series. 
The graph of the daily scores (Fig. 2a) shows 
that L.H. was admitted while moderately de- 
pressed and remained in this state for approxi- 
mately 24 days. In the ensuing period there was 
a fairly rapid progression to a normothymic 
state. In relationship to the mean of the entire 
period in hospital, it may be seen that scores 
below the mean were generally followed by 
scores below the mean and that scores above 
the mean were generally followed by scores 
above the mean. The correlogram of the time 
series (Fig. 2b) illustrates this phenomenon 
quantitatively. It may be seen that the lag т 
autocorrelation coefficient is very high (rn = 
:85) and that there is a gradual dropping off of 
the autocorrelation coefficients at higher lags. 
The values of the ACF are significantly different 
from zero at the :95 confidence level up to 
lag 12 (ra = :30). Thus not only does L.H. 
show great stability from day to day throughout 
the stay in hospital but there is also a relation- 
ship between pairs of days as far as twelve 
observations apart. However, the PACF correlo- 
gram (Fig. 2c) does show that the autocorrela- 
tions at lags greater than lag 1 are due to the 
very high lag 1 autocorrelation coefficient. That 
is, at lags greater than 1 the PACF is not signi- 
ficantly different from zero. 

In contrast to the above example, Fig. 3 (a-c) 
shows a time series of almost equal length from 
Patient Е.А. in which not much stability is 
apparent. Since a time series similar to this 
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example cannot be assessed for stability merely 
by inspection, as perhaps the previous example 
may, the ACF is generally a more necessary 
tool in studying time series of this nature. The 
correlogram for the time series (Fig. 3b) indi- 
cates that there is relatively little autocorrelation 








in the time series; the first four autocorrelation 
coefficients are significantly different from zero 
but are of relatively small magnitude. The 
РАСЕ correlogram (Fig. 3c) shows that the 
first two partialled autocorrelations are signi- 
ficantly different from zero or that a score at 
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time {18 linearly related to scores at times {—1 
and і--2. The relationship between scores 3 and 
4 observations apart while reflected in the 
significant values of r; and 7; are shown by the 
PACF to be a function of the significant auto- 
correlation at lags 1'and 2. Thus while E.A. 
has a mood level which is related to mood 
levels on the two previous days and L.H. has 
mood related to only the mood of the previous 
day, the magnitude of the relationship is much 
greater in L.H. 

Table II gives the first five autocorrelation 
and partial autocorrelation coefficients in the 
full hospitalization periods. All patients had 
autocorrelations significantly different from zero 
at lag 1 in their mood scores. This finding is 
due in part to the trend of gradual improvement 
characteristic of all patients. On the other hand, 
there are large individual differences in the 
magnitude of autocorrelations (r: ranges from 
:29 to +90) and in the number of lags until the 
ACF approaches zero. Therefore, although all 
of the patients showed a trend toward a lessen- 
ing of depressed mood during the stay in hos- 
pital, some patients exhibited much less day-to- 
day variability (or more stability) in the course 
of getting better. Also there were differences in 
the number of previous mood scores which are 
distinctly related to the present mood scores 
as shown by the PACF. 
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In order to study this relationship, the entire 
hospitalization period for each patient was 
subdivided into 14-day periods. Two considera- 
tions dictated this choice. 

і. The periods had to be an integer multiple 
of seven days so that each period would begin 
on the same day of the week. 

2. Periods had to be long enough to permit 
calculation of a fairly stable r: and yet short 
enough to permit each patient's stay in hospital 
to be divided into several periods. Whether a 
given period was mild or severe was determined 
by calculating the mean of each period and 
comparing it to the mood grand mean of the 
patient. Those periods whose means were above 
the patient's grand mean were classified as 
‘mild’ periods, and those below as ‘severe’ 
periods. 

Stability indices for each patient were then 
determined by calculating the following ratios: 
the number of mild periods with significant ту 
autocorrelations to the total number of mild 
periods; and the number of severe periods with 
significant ғ autocorrelations to the total 
number of severe periods. 

Table III gives the stability indices for each 
patient above and below his grand mean. 
Seven of the ten patients have greater stability 
during two-week periods in which they are less 
depressed than the grand mean mood level, 





The relationship between stability and while only one patient has greater stability 
severity of depressive mood was also examined. during two-week periods in which she was 
Tasi П 
Autocorrelation: and partial autocorrelation in total of stay in hospital 
Patient df ry fa T3 f4 T5 £i Daya £5, £44 £i 
E.A. 52 29* 35** 42% 31* 22 29* 28* 20 15 00 
Р.С. 54 61**  56** BFR — 44** адла — GrI** — go** —o6 23 04 
M.F. 81 85**  75**  66** бат  64**  09** 18 —оз 2I 17 
L.H. 41 85**  Bo**  Á726**  »r**  Á68**  QOs** 27 13 оо o6 
V.J. 55 go** 89** 79**` 74** 76** go** 04. 20 — o6 45** 
GK. 162 76**  67** лож лож буа GRR  og** gokk одек об 
D.L. 69 50** — 46** ggf II оо 58** 9  —o6 —15 —оў 
B.S. 138 46** 41** 45** 45** 41** 45** 25** 27** 21* 12 
D.S. IOI 66**  prtk  593**  s5g** nokk  66** 102 28** 14 20* 
J.S. IOI 49** 87** 28** 32** 34** 49** 17 o6 17 14 


1 Decimal points omitted. 


? Degrees of freedom for lag 1 autocorrelation coefficient. 


* p < ‘05 (one-tailed test). ` 
** p « -or (one-tailed test). 
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Taare ПІ 
Stability indices* above and below patients’ grand 
mood means 
Stability Stability 
index index 
Patient Grand mean (below (above 
grand grand 
mean) mean) 
E.A. 35:64 оја oji 
Р.С. 31:82 0/3 1/2 
МЕ. 35°93 1/3 2/4, 
L.H. 36:83 1/2 1/1 
VJ. 85:56 о/а 2/3 
G.K. 21:96 1/8 2/4 
D.L. 35°00 3/3 2/3 
D.S. 28:91 oj4 2/5 
BS. 32:10 o/6 0/5 
J.S. 35°19 1/4 2/4, 
Total .. 7/37 14/92 
©The stability index is defined as ratio of significant 
ry's to total number of periods. 


more depressed than the grand mean. It will 
later be shown that the greater stability during 
more depressed periods in this patient (D.L.) is 
probably due to a 13-day behavioural cycle in 
the depression. In the entire sample of ten 
patients, 30 per cent of the lag 1 autocorrelation 
coefficients were significant during periods of 
depression lesser than the mean of the whole 
stay in hospital, while 16 per cent were signifi- 
cant in periods of depression greater than the 
mean for the whole stay. 


Behavioural cycles 

As was illustrated in Fig. 1, the correlogram 
may be used to identify behavioural cycles, 
At lags which are multiples of the cycle, maximal 
values of the АСЕ are found. Fig. 4 shows the 
correlogram and 13-day cycles found in the 
84-day time series of patient D.L. During the 
first three 13-day periods the cyclical pattern of 
the time series is readily apparent. The fourth 
cycle lengthened to 14 days, but then a more 
stable and non-cyclical pattern emerged during 
the fifth 13-day period. It appears that the cycle 
may have resumed in the last 13-day period, 
but as the patient was allowed out of the hospital 
on passes on many of the days during this 
period it is not possible to demonstrate this 


conclusively. Thus in this patient there is 
strong evidence that a 13-day cycle exists. 
The correlogram clearly points out the cycle, 
with a relative maximum at lag 13 and relative 
minima at lags 7 and 20. The overall shape of 
the correlogram is also markedly cyclical. 

The correlograms of two other patients also 
revealed periodicities. Fig. 5 (a and b) illustrates 
the mean cycle and correlogram of M.F., and 
Fig. 6 (a and b) illustrates the mean cycle and 
correlogram of D.S. Patient M.F. (Fig. 5a) 
exhibits a rather distinct 6-day cycle. The 
correlogram (Fig. 5b) of the entire stay in 
hospital shows relative maximum points at 
lags 6, r2 and 20. The 12-day rhythm is simply 
a multiple of the dominant 6-day cycle, while 
the 20-day cycle may be the effect of a long- 
term (perhaps monthly) cycle superimposed 
upon the dominant cycle. The time series is 
non-stationary (i.e. trend is present) and thus 
the cycle is around the trend. Patient D.S. 
(Fig. 6a) has a 7-day or weekly behavioural 
cycle. The correlogram (Fig. 6b) has relative 
maxima at lags 7, 14 and 21 and an overall 
shape suggesting cycles in the data. The trough 
of the weekly cycle appeared on the last three 
days of each week, with the peak on Sunday. 
D.S. has a cycle which may be environmentally 
synchronized, since its length corresponds with 
a normal weekly activity cycle on the ward. 


DISCUSSION 


The ACF of the entire period of stay in 
hospital in ten depressives revealed considerable 
variation in stability of mood scores across time 
durations as long as 176 days. The lag 1 auto- 
correlations ranged from +29 to ·90, six of the 
ten patients having lag 1 autocorrelations 
greater than -60. These data provide an index 
of the degree of predictability of a patient’s 
mood on the next day based upon the present- 
day mood. This index describes an aspect of 
depressive mood which is frequently overlooked 
and may be of value in the diagnosis of de- 
pressive subtypes. 

Through the use of the PACF it was shown 
that the relationship between days a large 
interval apart (i.e. autocorrelations of lags of 
more than one day) is attributable to the 
relative stability that was found from one day 
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to the next (i.e. lag 1 autocorrelations). Thus, 
while prediction can be made more than one 
day ahead for most patients, the long term 
predictability is largely an artifact of the high 
day-to-day predictability. 

The data also revealed a relationship between 
the degree of day-to-day stability and severity 
of the patient's condition; specifically, periods 
of relatively mild depression tend to be asso- 
ciated with greater stability. This finding is 
inconsistent with the account of Mendels (1970) 
that patients are more stable in the depth of 
depression. While it may be that there is less 
variance during very depressed periods, stability 
as defined as the autocorrelations between 

м 


successive days also decreases as the patient 
becomes more depressed. It should further be 
noted that the medication of patients, for which 
no control was available in the present study, 
may have contributed to the differences in 
day-to-day stability between mild and severe 
periods of depression. It is conceivable, for 
instance, that more vigorous medical treatment 
during severe periods of illness may have 
affected stability, though no evidence of this 
possibility is available in the present study. 
The further finding that some patients 
exhibit a periodicity within their depressive 
episodes—or ‘minicycles’—is perhaps the most 
intriguing. These minicycles of 6, 7 and 13 days 
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may be due to factors intrinsic to the depressive 
psychopathology itself, in which case they 
provide important information for clarifying 
subtypes of depression. Another possible inter- 
pretation of the finding is that the minicycles 
are a reflection of another process superimposed 
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on the depressive episode. Weekly activity 
cycles, the menstrual cycle, and cyclical 
patterns in psychotropic medication are possible 
contributing factors. 

In conclusion, the present study has demon- 
strated the feasibility of autocorrelation analysis 
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in revealing aspects of the longitudinal course of 
psychopathology that are usually not examined. 
As indicated in a previous study (Stallone et al, 
1973), findings based upon measures on only 
one occasion may turn out to be misleading 
when repeated measures show considerable 
variation: over time. In the present research 
autocorrelation analysis has been shown to be 
useful in quantifying the degrees of stability 
and periodicity in a time series that are not 
apparent to mere inspection. 
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The Leeds Scales for the Self-Assessment of Anxiety and 
Depression 


By R. P. SNAITH, G. W. K. BRIDGE and MAX HAMILTON | 


Summary. Self-rating scales are finding an increasing use in psychiatric work. 
Not only are they widely used in research, but they provide the clinician with a 
score indicating the patient’s psychiatric state at any one time, and these scores 
if repeated throughout the duration of treatment may be considered to provide 
a continuing measure of the severity of the illness, as does a temperature chart in 
a febrile illness, 

Most scales could be improved by item analysis, and in this study the Wakefield 
Self-Assessment of Depression Inventory, with added items, was subjected to 
statistical analysis. It was found that valid scales could be constructed for the 
measurement of anxiety and of depression in general psychiatric disorder, as well 
as scales for the measurement of the severity of endogenous (primary) depression 
and of anxiety states. In addition, the derivation of a ‘diagnostic’ score was 
confirmed in a cross-validation study and may be found of use both in research 


and in clinical practice. 


INTRODUCTION 
The use of self-rating scales in psychiatric 
. practice and research is increasing. They possess 
certain inherent drawbacks, depending as they 
do upon the patient's literacy and ability to 
concentrate; they are also liable to be influenced 
by the patient's wish to present himself in a 
certain light. Other shortcomings, including 
‘overall agreement set’, ‘social desirability’, 
‘end-users versus middle users’ and ‘positional 
bias’, have been reviewed by Goldberg (1972). 
In spite of these and other difficulties, many 
scales have proved to be valid measures of the 
severity of certain psychiatric disorders, parti- 
cularly in the field of depression. In this area 
self-assessment scales may be divided into those 
which measure the severity of the illness and 
those which assess depressed mood; yet others 
may be largely composed of personality ‘trait’ 
items rather than of illness ‘state’ items. An 
example of scales in the latter two categories are 
those of Costello and Comrey (1967), and the 
authors state that their scales have different 
purposes from those measuring the severity of 


depressive illness and anxiety states. Instruments 
which measure severity may themselves be 
divided into those employing the technique of 
visual analogue of the overall severity (Aitken, 
1969) and those which arrive at a measure based. 
on the severity of the individual symptoms. More 
detailed discussion of these scales have appeared 
in reviews by Zung (1965), Hamilton (1969), 
and Aitken and Zealley (1970). 

Self-rating scales which measure anxiety 
state (illness), as opposed to trait measures, 
have not been so highly developed as depression 
‘scales, but examples of recent scales which 
provide measures of a number of clinical 
dimensions (including anxiety and depression) 
are those of Crown and Crisp (1966) and Kellner 
and Sheffield (1973). 

Points concerning the selection of appropriate 
rating scales for particular uses have been made 
by Kellner (1972), and a consideration of 
matters raised when self-rating scales are to be 
used as screening instruments has been made by 
Goldberg (1974). 

Although self-rating scales are now numerous, 
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there can be little doubt that most of them could 
, be further improved by item analysis and other 
techniques. In the paper introducing the Wake- 
field Self-Assessment of Depression Inventory 
(Snaith ef al, 1971) the authors concluded that 
the scale merited further development. 

The present research is based upon the 
Wakefield SAD Inventory with added items. 
Through an item analysis based upon diag- 
nostic assignment and comparison with other 
measures it seeks to: 


(a) determine whether individual items corre- 
late significantly with age and sex and should 
therefore be excluded from scales designed to 
detect or measure illness in either sex at any 
age; 

(b) determine whether the same, or different 
groups of items are most appropriate as 
(1) measures of the severity of clinically 
diagnosed primary depressive illnesses and 
anxiety states, and (ii) measures of the 
severity of depression and anxiety throughout 
a range of psychiatric disorders; 

(c) determine whether the scores based upon 
these sub-scales confirm clinical diagnosis and 
so might be justified as a diagnostic instru- 
ment; 

(d) determine whether the scales so con- 
structed are sufficiently sensitive and specific 
(for definition: see Goldberg, 1972, p. 67) for 
their use to be justified in screening work. 


METHOD 

The items 

A further ten items were added to the original 
twelve of the Wakefield SAD Inventory. Two of 
these added items (Items 21 and 22—зее 
Appendix) were taken directly from the Anxiety 
scale of the Symptom Rating Test (Kellner and 
Sheffield, 1973). These twenty-two items more 
nearly covered the range of common symptoms 
of depressive illness and anxiety states than did 
the original twelve. It is not possible to cover all 
the symptoms with an appropriate item without 
making the scale unwieldy by its length. The 
many and protean symptoms of somatic re- 
ference were not covered. No attempt was made 
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to include items for the diverse phobic and 
obsessional symptoms, with the single exception 
of an item indicating fear of leaving home un- 
accompanied. It was found to be difficult to 
phrase an item concerned with loss of libido for 
a scale designed for use with patients of any age, 
sex or marital state, and this was omitted. No 
item was included for weight loss, and restless 
sleep was omitted, though initial and delayed 
insomnia were both included. 

The items selected for analysis appear in the 
Appendix. Future reference to these items will 
be by the number allotted to them therein. 

Response to each item is on a four-point 
scale, i.e. ‘definitely’ (3), ‘sometimes’ (2), ‘not 
much’ (т) and ‘not at all’ (о). In order to lessen 
response-set, items 2, 5, 7 and 13 were reversed 
so that ‘definitely’ scored о and so on. 

Patients were requested to complete the scale 
fairly quickly and on their own without the 
distraction of ‘assistance’ from staff, friends or 
family. They were always instructed to answer 
the items to indicate how they were at the time 
or within the last day or two of completion. 
This instruction also appeared on the scale. 


The ratings 

All the ratings were made by two of the 
authors (R.P.S. and G.W.K.B.). Each patient 
received a rating on a five-point scale of global 
severity, using Severely Ill, Moderately II, 
Mild Illness, Slight Residual Symptoms, and 
Recovered as the markers on the scale. The 
patients were then rated with the two observer 
rating scales, the assessments and scores being 
carried out during the same interview; these 
were the Depression Rating Scale (Hamilton, 
1967) and the Anxiety Rating Scale (Hamilton, 
1959). In this paper reference to these scales 
wil be by the contractions HRS and HAS 
respectively. These observer rating scales are 
measures of the total syndromes of depressive 
illness and anxiety states respectively, and in 
keeping with the symptomatology of these 
disorders both contain items referring to anxiety, 
depression and symptoms of somatic reference. 
For one stage of the present research it was 
necessary to have observer ratings representing 
relatively ‘pure’ depressive symptoms and ‘pure’ 
anxiety symptoms. To obtain these, those scores 
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from the HRS were extracted which related to 
depressed mood, guilt ideation, suicidal pre- 
occupation, delayed insomnia, work and in- 
terests, retardation, agitation, and loss of 
appetite, weight loss, energy and insight; these 
scores were summed and the result was the 
score of what is in this paper called the Symp- 
toms of Depression Scale. Scores referring to 
symptoms of psychic anxiety were likewise 
extracted from the HAS; these were the 
following items: anxious mood, tension, fears, 
initial and middle insomnia, cognitive dis- 
turbance (memory and concentration) and 
observed anxious behaviour. The sum of the 
scores of these items will in this paper be called 
the Symptoms of Anxiety Scale. These two 
scales, extracted from the full HRS and HAS 
will be henceforth referred to by the contrac- 
tions SDS and SAS. 

Few of the ratings were undertaken jointly 
by both psychiatrists, but at an early stage in 
the research it was established that the inter- 
rater correlations over twenty joint ratings for 
the HRS and HAS were +-94 and +-go 
reapectively. 

It was important to determine whether the 
patient’s self-rating was influenced by the 
observer ratings; that is, whether being sub- 
jected to the psychiatric examination entailed 
in making the observer rating influenced the 
manner in which the patient subsequently 
rated himself. To examine this, 50 patients 
completed their self-rating shortly before the 
observer rating and a further 50 shortly after. 
It was reasoned that if the observer rating 
influenced the self-rating there would probably 
be a closer correspondence between the two 
ratings in the ‘after’ group. In each group the 
twelve items comprising the Wakefield SAD 
Inventory were summed (the self-rated de- 
pression score) and the score on the HRS 
(the observer rated depression score) subtracted. 
In this way a set of scores was obtained for 
each group, and it was found that there was 
no significant difference between these two 
sets (Е = 0:38). The conclusion was drawn 
that prior psychiatric rating did not consistently 
alter the manner in which the patient subse- 
quently rated himself, and accordingly it was 
considered justifiable to combine data from 
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both ‘before’ and ‘after’ self-raters in the 
analysis of the data. 

In no case was there an interval of more than 
an hour between completion of self-ratings and 
observer ratings. 


The patients 

The ratings were made on patients suffering 
from the following psychiatric disorders: de- 
pressed phase of manic-depressive psychosis 
(endogenous depression), depressive neurosis, 
anxiety neurosis, phobic neurosis, hypochon- 
driacal neurosis and obsessive-compulsive neu- 
rosis.* These are categories 296.2, 300.4, 300.0, 
300.2, 300.7 and 300.3 of the International 
Classification, and the definitions of these 
disorders in the British Glossary of Mental 
Disorders (1968) were followed. It is necessary 
to recall that in the Glossary a depressive 
neurosis is defined as a depressive state in 
which excessive preoccupation with traumatic 
experience is prominent; in the present research 
this definition was slightly relaxed to include 
those cases in which both patient and psychia- 
trist were convinced that traumatic experience 
played a significant role in the genesis of the 
psychiatric disorder. 

Diagnosis was based on the psychiatrists’ 
previous knowledge of the patient or on pre- 
liminary interview. The diagnosis was always 
recorded before ratings were made, and was 
never altered in the light of information gained 
from these ratings. 

Ratings may have been made on a single 
patient on two or more occasions during the 
course of their recovery, whilst others may have 
been rated only once. In this way ratings were 
obtained throughout the whole range from 
Severe Illness to Recovery in roughly equal 
proportions for each diagnostic group. How- 
ever, in all computations no data from any 
patient appeared more than once, i.e. if data 
from his ‘before treatment’ state were used, 
then data from the recovery phase were not 
included and vice versa. No special criteria for 


* The authors prefer the terms primary depression to 
endogenous depression, anxiety state to anxiety neurosis 
and reactive depression to depressive neurosis, In this 
text, however, they adhere to the nomenclature of the 
ICD. 
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selection of which ratings to use were adopted, 
the process being a random one. 

' For all computations based on correlations, 
whether within or between groups of illnesses, 
the number of ratings in the diagnostic cate- 
gories were endogenous depression, 48; de- 
pressive neurosis, 31; anxiety neurosis, 26; 
phobic neurosis, 19; hypochondriacal neurosis, 
8; obsessional neurosis, 5; the total being 137 
ratings. For the computation providing infor- 
mation about patients in their sick phase (global 
4 and 3 ratings) data from all patients at these 
global scores were used, but again the data from 
no patient appeared more than once. The 
numbers in the groups for this analysis were: 
endogenous depression, 41; depressive neurosis, 
30; anxiety neurosis, 26; phobic neurosis, 13; 
hypochondriacal neurosis, 8; and obsessional 
neurosis, 5. Numbers in the latter two groups 
were too small to warrant statistical analysis, 
and therefore the analysis of variance was 
carried out on the first four groups only. 

Data for the estimation of scores in the 
normal population were obtained from staff 
at Stanley Royd Hospital and at Wakefield 
Prison Training College. All participants com- 
pleted the scale of items with the same instruc- 
tions as the patients, ie. to indicate their 
present state. They were assured of absolute 
anonymity and were not required to put their 
names on the scale, but were asked to provide 
information as to age and sex. In addition they 
were asked to provide answers to two other 
questions which were designed to filter out 
those who might be suffering from mild psychia- 
tric disorder; these questions were: ‘Have you 
recently consulted a doctor for any complaint 
which might be considered nervous in origin?’ 
and ‘Do you sometimes think you ought to see 
a doctor on account of nervous symptoms?’ 
The data for the ‘normal’ population were 
assembled from the ratings of those who did not 
answer either of these two items in the affir- 
mative. 


RESULTS 
Correlations of all the items with sex, calcu- 
lated for all the patients, were insignificant, with 
the exception of: 
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Item 4 (weeping) 

r--:23, t = 2:8, p < *о 
Item то (tiredness) 

r+-19, t = 2:3, p < *О5 
Item 15 (headaches) 

rd-:19, t = 2:3, p < :05 


In all three, women scored higher than men. 
These items were excluded from further con- 
sideration. 

None of the items achieved a significant 
correlation with age, although Item r2 (delayed 
insomnia) fell just short of significance at the 
5 per cent level. It was not excluded. 


Scales for diagnosed groups 

For an item to be included in a scale to 
measure the severity of cither endogenous 
depression or of anxiety neurosis it must be 
shown to have a high correlation with an 
independent measure of the severity of the 
illness. It must also be shown to be scored 
highly by patients suffering from the severer 
degrees of the illness. Furthermore, if the scales 
are to be used to distinguish endogenous de- 
pression from anxiety neurosis, then for an 
item to be included in one or the other scale 
it must be shown that higher scores were 
obtained by the patients in the relevant diag- 
nostic group. 

The data on which the selection of the items 
for these scales are based are given in Table I. 
No item was allotted to the relevant scale unless 
it achieved a correlation of +-58 with the 
severity of illness as determined by global 
rating, and unless it achieved a higher mean 
score in patients of the appropriate diagnostic 
group before treatment (Global rating 4 and 3). 

Using these criteria the scales are composed 
of the following items: 


Endogenous depression Anxiety neurosis 
1. (Sadness of mood) 3. (Panic) 
э. (Lack of energy) 8. (Agoraphobia) 
5. (Loss of enjoyment) 17. (Palpitation) 
g. (Apathy) 20. (Dizziness) 
12. (Delayed insomnia) at. (Fearful mood) 
16. (Suicidal thoughts) 22. (Psychic tension) 


These scales should be referred to as the Leeds 
Self-Assessment of Depression Specific Scale, 
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Taste I 
Mean scores of items for patients with Global 4 and 9 ratings and correlations of items with Global ratings throughout 
the total range (4-0) 
Endogenous depression Anxiety neurosis Difference 
Item in 
Item Mean Correlation Item Mean Correlation means 
9 2:59 :85 3 2°39 ‘8o I 47 
I 2:44 “go 6 2:35 *69 2 +'52* 
II 2:44 69 II 2°31 977 3 —:58* 
2 2°15 Ul I 2-27 "67 5 + 57% 
6 2:12 6 17 2°23 64 6 —:29 
12 2°02 5 22 2'23 +83 7 +*36 
22 1'95 "77 8 2'19 “73 8 —.68* 
7 1:90 44 9 2°12 '73 9 Tu 
17 1:88 *40 19 2°05 “13 її Tig 
19 1:81 *97 20 2°00 *62 I2 +'99 
3 1:*8r "54 2I 1:96 *8o 13 +44 
5 1,80 78 14 1:85 *85 1 —*17 
16 1:76 61 12 1°73 *40 1 457% 
18 1.71 “55 18 1:65 '53 17 —'95 
13 1:71 *46 2 1-62 "49 18 +06 
14 1-68 +38 7 1°54 “30 19 — "24 
20 1°67 "44 13 1°27 +54 20 —:99 
21 1°59 “62 à 1:23 *53 2I —:97 
8 I*51 *61 1 1519 .38 22 — +28 
* р < ‘05 
and the Leeds Self-Assessment of Anxiety Depression Anxiety 
Specific Scale. Henceforth reference will be ү, (Sadness of mood) 3. (Panic) 
made to these scales by the respective contrac- s, (Loss of enjoyment) 6. (Restlessness) 
tions Leeds SAD Specific Scale and Leeds SAA о, (Apathy) 8. (Agoraphobia) 
Specific Scale. 12. (Delayed insomnia) тт. (Irritability) 


Scales for undiagnosed illness 

The selection of items for scales to measure 
the severity of depression and anxiety through- 
out all diagnostic groups depends on the indi- 
vidual correlations with observer ratings of 
depression (SDS) and anxiety (SAS) which 
were derived from the full Hamilton Depression 
and Anxiety Scales (HRS and HAS) as de- 
scribed previously. For an item to be placed in 
one or the other scale it must be shown first, 
to have correlation higher than --:52 with the 
appropriate observer rating, and secondly, to 
have a contribution to the variance which 
differed by at least -05 in the correlation of the 
item with two observer ratings. 

The data on which selection of items for these 
scales was made are shown in Table II. 

These scales are now composed of the follow- 
ing items: 


13. (Loss of appetite) 17. (Palpitations) 
16. (Suicidal thoughts) 21. (Fearful mood) 


These scales should now be referred to as the 
Leeds Self-Assessment of Depression General 
Scale and the Leeds Self-Assessment of Anxiety 
General Scale. Henceforth reference to these 
will be made by the contractions Leeds SAD 
General Scale and Leeds SAA General Scale 
respectively. They should be used in studies 
where patients have not been assigned a formal 
psychiatric diagnosis, or in studies where the 
group is composed of patients with a mixture 
of diagnoses. 

The ‘Diagnostic’ scale 

From the data of the Leeds Specific scale 
scores for all patients suffering from endo- 
genous depression or anxiety neurosis in their 
ill phase (Global 4, 3 and 2) ratings were 
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4 Taste ТЇ 
Correlations of items with observer ratings, difference in variance of these correlations and resulting rank order of items 
D A Rank order 
Item Correlation Correlation Difference 
with SDS score with SAS score DA? d a 
I 72 "65 Ч ‘10 13 17 
2 61 *59 +:02 16 21 
3 "35 "55 —'18 5 3 
5 *66 * 56 i2 12 8 
6 *55 *61 — :07 9 II 
7 *39 "37 for I 6 
8 44 “59 —'I5 
9 "74 -67 +-10 2 20 
її '57 -67 —'12 7 19 
12 *52 40 Tir 18 
19 ‘61 "46 4:16 22 
14 '34 '97 —':02 14 
16 *62 "48 +15 
17 41 *64 —'24 
18 *46 "49 — :03 
19 "22 "28 — +03 
20 "20 32 — :06 
21 `46 +65 —'21 
22 +58 "бо — :02 


calculated. For each patient the Leeds SAA 
Specific score was subtracted from the Leeds 
SAD Specific Scale score. The result is shown 
in the lower part of Fig. 1 (the Criterion group), 
and the score of no patient is represented there 
more than once. 

It can be seen that within the range +4 to 
—4 there fall a number of cases which may 
be regarded (symptomatologically) as ‘anxiety- 
depressions’. Beyond these limits are to be 
found cases of a relatively more homogeneous 


symptom composition. 


Tue CRoss-VALIDATION STUDY 

'This study was designed to confirm the 
validity of the scales derived in the initial 
study. In the construction of rating scales it 
is relatively easy to group the items into scales, 
and for the original designers to confirm their 
validity. It is, however, important to know 
whether other clinicians, whose diagnostic 
habits may vary slightly from that of the 
designers, can confirm the original findings, 
and so whether the scales may be considered 
to possess universal validity. Accordingly, four 
other psychiatrists, in addition to the authors, 


took part in a cross-validation study, having 
first been informed of the diagnostic scheme 
followed by the authors and of the markers of 
the Global Scale. They did not, however, 
carry out Hamilton observer ratings on their 
patients, for this requires the establishment of 
preliminary inter-rater correlations. Accord- 
ingly, in the report on the cross-validation study 
which follows calculations based on observer 
ratings were made only from the authors’ cases, 
but all other calculations incorporated the data 
contributed by the other clinicians. 


The Specific Scales 
In the cross-validation study the correlations 
of the two Specific Scales (derived from the 
criterion study) with the Global ratings of 
patients suffering from endogenous depression 
(32 patients) and anxiety neurosis (20 patients) 
were: 
Endogenous Depression (Global rating with 
Leeds SAD Specific Scale) 
r= +°87,p < о: 
Anxiety Neurosis (Global rating with Leeds 
SAA Specific Scale) 
r= -F:72, p < ‘oI 
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Fic. 1.—The distribution of scores resulting from the subtraction of the Leeds SAA Specific 
Score from the Leeds SAD Specific Score in groups of patients diagnosed as Endogenous Depres- 
sion or Anxiety Neurosis. Criterion and Cross Validation Studies. 


The ‘diagnostic’ scores of these same patients 
whose Global ratings were 4, 3 or 2 were 
calculated as in the previous section. The 
results are shown in the upper part of Fig. 1. 
It can be seen that the cross-validation study 
tends to confirm the findings of the criterion 
study, ie. the means of the two diagnostic 
groups closely correspond in the two studies, 
and in both studies roughly equivalent pro- 
portions of cases fall outside the +4 to —4 limits. 

It has been shown in this study that the 
anxiety scale scores have a significant negative 
correlation with age (see a later section). Since 
patients who receive a clinical diagnosis of 
anxiety neurosis are usually younger than those 
receiving a diagnosis of endogenous depression, 
it might be considered that the ‘diagnostic’ 
scores shown in Fig. т are in fact a reflection of 
the age difference between the two groups 
rather than of any genuine difference between 
the depression and the anxiety scores. 

To examine this question it was necessary to 
eliminate the effect of age by an analysis of 
covariance. The Leeds SAD Specific Scale score 
minus the Leeds SAA Specific Scale score does 
in fact differ significantly between the two 
diagnostic groups of the cross-validation study 


(Е = 16-22, р < -0005), but there is also a 
highly significant difference between the ages 
of the two diagnostic groups (F — 33:31, 
р < -0005). The analysis of covariance, having 
eliminated the effect of age, reveals that the 
difference between tbe two groups is still 


significant (Е = 6-26, p < -025). 


The General Scales 
Correlations of Leeds General Scale scores 
with observer ratings of anxiety (SAS) and 
depression (SDS) were calculated from the 
data of all patients throughout the range of 
diagnostic groups considered in this study. There 
were 31 sets of ratings. These correlations are: 
Observer rated depression (SDS) with Leeds 
SAD General Scale scores 
г = +-85,p < ‘or 
Observer rated anxiety (SAS) with Leeds 
SAA General Scale scores 
г = +-83,p «xo: 


Dependence of the Scale scores on age and sex 

Since the influence of these variables was 
largely removed in the original selection of the 
items for the scales, it was not expected that 
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significant relationships with the scale scores 
_ would be found in the cross-validation study. 

The scale scores showed по significant 
differences between the sexes. Significant nega- 
tive correlations of anxiety scores with age were 
found: 


Age with Leeds SAD Specific Scale 
г == +-ro, NS 

Age with Leeds SAA Specific Scale 
r = —'39, p < ‘oI 

Age with Leeds SAD General Scale 
г == +2, NS 

Age with Leeds SAA General Scale 
r= —'51,p < -o1 


Should research require an age correction 
factor to nullify the relation between age and 
anxiety scores, it can be produced by adding 
points to the actual scores as follows: 

For both Leeds SAA Specific Scale and 

Leeds SAA General Scale scores 

Age <30 add no points to score 
Аре 30-39 add 1 point to score 
Age 40-49 add 2 points to score 
Age 50-59 add 3 points to score 
Age >6o add 4 points to score 
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The effect of these additions on the present 
population was as follows: 

Age with Leeds SAA Specific Scale 
(corrected) 

г == —:08, NS 
Age with Leeds SAA General Scale 
(corrected) 

r= —-ai, NS 


Comparison with the healthy population 

For these comparisons, patients in the study 
were divided into Moderately and Severely ill 
(Global 3 and 4 ratings), and Mildly ill (Global 
2 ratings), and the scores of patients throughout 
the range of diagnoses were included. The com- 
parisons between normals and patients have 
been made using only the General Scale scores, 
since it is only these that should be used in case- 
finding research. 

Table III shows that a cut-off between score 
6 and 7 provides the most satisfactory division 
between healthy and sick populations, both for 
the depression and for the anxiety scores. 

At this cut-off level, for the Leeds SAD 
General Scale scores 6 per cent of the normals, 
33 per cent of the Mildly ill and 3 per cent of the 








Taste ПІ 
Frequency distribution of scores in the healthy and the sick groups 
Leeds SAD General Scale scores 
0-2 3, 4 5 6 7 8,9 10-12 193-15 16-18 Total 
Normal .. 31 13 І 2 о 2 І о о 50 
Mild a о 1 I I 3 2 I о о 9 
Moderate 
Severe о о о I о 3 13 10 7 34 
Leeds SAA General Scale scores 
0-2 3,4 5 6 7 8,9 10-12 13-15 16-18 Total 
Normal .. ar 16 6 4 2 1 о о о 50 
Mild ke o 2 о о І о 5 І о 9 
Moderate 
Severe  .. I I о 1 ї 1 5 14 IO 94 
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Moderately or Severely ill are misclassified. 
For the Leeds SAA General Scales scores the 
respective figures are 6 per cent, 22 per cent 
and 11 per cent. 


Drsaussion 


An item analysis of the Wakefield SAD 
Inventory with added items has led to the 
establishment of further valid self-rating scales 
providing separate measures for depression and 
anxiety. The scales in the first set measure the 
severity of endogenous depressive illness and 
anxiety neurosis respectively, and it is proposed 
that these should be called the Specific scales, 
ie. the Leeds Self-Assessment of Depression 
Specific Scale (or Leeds SAD Specific Scale), 
and the Leeds Self-Assessment of Anxiety 
Specific Scale (or Leeds SAA Specific Scale). 

The scales in the second set were constructed 
from an analysis of data from several diagnostic 
groups and may be considered suitable instru- 
ments for the assessment of the severity of a 
depression or anxiety in patients who have not 
received formal diagnoses of endogenous de- 
pression or anxiety neurosis. It is also proposed 
that this set of scales may be appropriately 
used as case-finding instruments. These scales 
should be called the General scales, ie. the 
Leeds Self-Assessment of Depression General 
Scale (or Leeds SAD General Scale) and the 
Leeds Self-Assessment of Anxiety General Scale 
(ог Leeds SAA General Scale). 

The establishment of a ‘diagnostic’ score by 
the process of subtraction of the Leeds SAA 
Specific Scale score from the Leeds SAD Specific 
Scale score of an individual patient may be 
found to have both research and. useful clinical 
applications; it must be emphasized that the 
determination of such a diagnostic score is only 
legitimate when the clinical diagnosis lies between 
endogenous depression and anxiety neurosis. 

Other workers have examined the relation 
between anxiety and depressive symptoms using 
self-rating scales. Mendels et al (1972) used a 
number of self-rating scales in a study of 
patients undefined by diagnosis and could find 
little evidence that the clinical dimensions of 
anxiety and depression (as measured by the 
scales they used) could be separated from each 
other; in their review of the literature they 
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pointed out that this was a general difficulty 
and they considered several explanations. 
Derogatis et al (1972) found that the dimen- 
sions of depression and anxiety discriminated 
poorly between diagnostic groups, although the 
only two groups which they chose to study 
were those of anxiety neurosis and depressive 
neurosis. Downing and Rickels (1974) used a 
self-rating scale in a group of patients who 
were classified as ‘anxiety-depression’ but were 
assigned by their therapists either to anti- 
depressant or anxiolytic medication; they ques- 
tioned the continued use of such a hybrid 
diagnostic term but nonetheless found that in 
their patients there was a considerable ad- 
mixture of depressive and anxiety symptoms. 
Self-rating scales are in many respects imperfect 
research instruments, and most of those at pres- 
ent in use are capable of further improvement. 
It is possible that using more refined and acc- 
urate instruments some of the researchers quoted 
above would have arrived at other conclusions. 
Zung (1967) found no evidence that the 
scores on his scale were affected significantly 
by age or sex. The Zung scale, like the Wake- 
field SAD Inventory, is composed of a mixture of 
depressive and anxiety items. It is of interest 
that when these dimensions are separated, as 
was done in the present research, there are 
significant negative correlations between age 
and anxiety scores and slight positive correla- 
tions between age and depression scores. It is 
likely that physical illness also affects scores on 
these scales, but the effect of this variable has 
not been examined in the present research. 
Scores on the Wakefield SAD Inventory were 
found to be significantly affected by physical 
iliness (Snaith and McCoubrie, 1974), and it is 
suggested that if the Leeds scales are to be used 
in studies where a large proportion of patients 
are physically sick, then the effect of the 
variable should first be determined along the 
lines employed in that paper, and the effect 
removed by appropriate statistical techniques. 
This study has provided some evidence that 
patients use self-rating scales thoughtfully, for 
the depression and anxiety scales that have 
been derived from the data are composed of 
the very items which might have been forecast 
from clinical experience. 
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APPENDIX 


1. I feel miserable and sad. 
2. I find it easy to do the things I used to. 
3. I get very frightened or panic feelings for apparently no 
reason at all. 
4. I have weeping spells, or feel like it. 
5. I still enjoy the things I used to. 
6. I am restless and can’t keep still. 
7. I can get off to sleep easily without sleeping tablets. 
8. I feel anxious when I go out of the house on my own. 
g. I have lost interest in things. 
10. I get tired for no reason. 
11. Т am more irritable than usual. 
12. I wake early and then sleep badly for the rest of the 
night. 
18. I have a good appetite, 
14. I feel in some way to blame for the way І am. 
15. I get bad headaches. 
16. I feel life is not worth living. 
17. I get palpitations, or a sensation of ‘butterflies’ in my 
stomach or chest. 
18. I often think І have done wrong. 
19. I feel sleepy during the day. 
20. I get dizzy attacks or feel unsteady. 
21. I feel scared or frightened. 
22. I feel tense or wound up. 


NOTE The forms for the Leeds Scales, together with Scoring Device and other relevant material, are obtainable from 
Psychological Test Publications, Scamp's House, 107 Pilton Street, Barnstaple, Devon. 
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The Relationship Between 
Anxiety-Depression and the Neuroses 


By G. A. FOULDS and A. BEDFORD 


In a recent article a hierarchy of classes of 
personal illness was proposed (Foulds and 
Bedford, 1975), consisting of four classes, each 
with its constituent groups, apart from the 
highest class. These were: Class 4—Delusions of 
Disintegration (with, as yet, no groups); Class 
3—Integrated Delusions (the groups being 
‘Delusions of Contrition’; ‘Delusions of Gran- 
deur’ and ‘Delusions of Persecution’); Class 2— 
Neurotic Symptoms (Conversion; Dissociative; 
Phobic; Compulsive and Ruminative symp- 
toms); Class 1—Dysthymic States (states of 
Anxiety; of Depression and of Elation). 

The hypothesis was that all members of 
Class 4 would also fall into Classes 3, 2 and 1; 
that all members of Class 3 would also fall into 
Classes 2 and 1, and that all members of 
Class 2 would also fall into Class 1; but that the 
converse would not hold. Class o consisted of 
all those who claimed to be symptom-free. It 
was found that 93 per cent of 480 psychiatric 
patients did, in fact, fit the hierarchy when the 
self-report Delusions-Symptoms-States Inven- 
tory (the DSSI) was used as the classifying 
instrument. Sixty-eight patients were likewise 
assessed on admission and again after approxi- 
mately one month, 93 per cent and дт per cent 
of the cases were found to fit the hierarchy 
(Foulds et al., 1975). 

Disquiet has, however, been expressed at the 
removal of states of Anxiety and of Depression 
from the Neurotic Class. The aim of the present 
report is, therefore, to try to justify this de- 
parture from normal practice. 


PROCEDURE 


Subjects. The present study is concerned to 
examine those patients who only fell into either 


Class 2 (Neurotic Symptoms) or Class 1 (Dys- 
thymic States—of Anxiety and Depression). 
Therefore, all those who fell into either delu- 
sional class (Classes 3 and 4), or were symptom 
free (Class 0), or reported only a state of Elation 
in Class 1, were excluded. There remained 173 
patients who fell into Class 2 and 79 who fell 
into the restricted Class 1. As described in 
Foulds and Bedford (of. cit.) the subjects con- 
sisted of in-patients, day-patients and out- 
patients from various centres in Canada, 
England and Scotland. 


Instrument. The DSSI consists of twelve sets of 
seven items each, corresponding to the groups 
mentioned above. The principal concern here 
is with seven sets only—state of Anxiety (sA); 
state of Depression (sD); Conversion (CVs); 
Dissociative (Ds); Phobic (Ps); Compulsive 
(CPs) and Ruminative symptoms (Rs). The 
‘delusion’ sets were used only for exclusion 
purposes, and the state of Elation set was 
ignored. 


RESULTS 


Since 83 per cent of those who scored at or 
above the cutting score of 4 on sA, scored 
similarly on sD, and since 86 per cent of those 
who were members of group sD were also 
members of group sA, these sets were combined. 
That is, a patient was considered to be a 
member of the anxiety-depressive group if 
either one, or both, of his scores exceeded the 
cutting point. 

Table I shows the percentage of those in each 
of the six groups who were also members of 
each of the remaining five groups. 
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TABLE I 
Percentage of those in each group who are also members of each of the remaining groups 








1 2 З 4 5 6 
A-D Rs CPs Ps Ds CVs 

т. Anxiety-depressive (A-D) 31 25 37 12 17 
2, Ruminative (Rs) 99 58 59 39 35 
3. Compulsive (CPs) 95 74 58 42 35 
4. Phobic (Ps) 99 64 50 37 36 
5. Dissociative (Ds) 94 74 62 65 43 
6. Conversion (CVs) 95 78 58 69 47 


Reading column r—and allowing a small 
margin of error—one can say that all Rs, CPs, 
Ps, Ds and CVs are A-D’s (usually both sA 
and sD); but, reading row 1, one cannot say 
that all A-D’s are Rs, CPs, Ps, Ds, or CVs. 
Only a minority are, in fact, so. The relation- 
ship between each of these groups and A-D is, 
therefore, an inclusive, non-reflexive, one. 

Reading column 2, one cannot say that all 
CPs, Ps, Ds, GVs are Rs; nor, reading row 2, 
can it be said that all Rs are CPs, Ps, Ds or 
CVs, but they are all A-D’s. The same applies 
even more clearly to readings of column 3 and 
row 3; column 4 and row 4; column 5 and 
row 5; column 6 and row 6. The relationship 
between any pair among these five neurotic 
symptom groups is not, therefore, inclusive 
and non-reflexive in nature. It is an either 
and/or relationship. 


Disaussion 

In recent years much research has been 
directed, notably by Wing and his colleagues in 
Britain and by Spitzer and colleagues in the 
United States, towards improving the reliability 
of psychiatric diagnosis. While this work has 
met with considerable success, it is widely 
accepted that routine diagnoses of non-psychotic 
subjects are unreliable. If one adheres strictly 
to a non-hierarchy model, the difficulties are 
daunting. If all obsessionals, all hysterics and all 
phobics suffer at the same time from a state of 
anxiety or of depression or both, how does one 
decide what the diagnosis is to be? There 
appear to be no clear public rules. 


Even if, as we believe, clinicians vacillate 
between applying a hierarchical principle, 
invoking the comparative adjective ‘more 
severe’ without any referrent and opting for 
their favourite diagnosis (often the one they 
reckon they can most easily treat), it is not 
difficult to understand the low inter-judge 
reliabilities. Systematic application of the pro- 
posed hierarchy would provide a public rule 
and would, we suggest, be likely to produce a 
considerable improvement in diagnostic relia- 
bility. Few would dispute that the differential 
diagnosis between conversion hysteria and 
ruminative obsessionality is easier than that 
between ruminative obsessionality and state of 
anxiety. 


CONCLUSION 

Using the self-report Delusions-Symptoms- 
States Inventory, it was found that the state of 
Anxiety-Depression stands in a relationship to 
Conversion, Dissociative, Phobic, Compulsive 
or Ruminative symptoms different from that 
which obtains between all pairs of these five 
neurotic symptom groups. The former is an 
inclusive, non-reflexive, relationship; the latter 
is an either and/or relationship. It seems, 
therefore, logically necessary. to remove the 
state of Anxiety-Depression from the Neurotic : 
Symptoms class and to allot it to a class lower 
in the personal illness hierarchy. It is suggested 
that if this were done it might well result in a 
considerable improvement in routine diagnostic 
procedures in an area in which improvement is 
badly needed. 
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A Biochemical Study of Short-Cycle Manic-Depressive 
Psychosis in Mental Defectives 


By С. J. NAYLOR, A. H. REID, D. A. T. DICK and E. С. DICK 


‚ Summary. Four mentally defective patients who were suffering from short-cycle 
manic-depressive psychosis were each studied under metabolic ward conditions 
for about six months. Weekly estimations of erythrocyte Na-K ATPase activity, 
ouabain sensitive potassium influx, sodium concentration, whole blood cell ATP 
concentration and blood haematocrit were made. The findings in each patient 
differed, but the erythrocyte Na-K ATPase activity, sodium and ATP concentra- 
tion appeared to show cyclic changes related to, though out of phase with, the 


clinical state, 


INTRODUCTION 

Patients suffering from periodic psychoses are 
convenient subjects for study, as it is possible to 
follow biochemical parameters through several 
cycles of the illness with the patients acting as 
their own controls. This technique has been 
used by many workers (Crammer, 1959; 
Bunney et al, 1965; Jenner et al, 1967), but it 
is often difficult to know how findings in such 
patients relate to the more typical psychiatric 
illnesses of longer duration. The present study 
is an investigation of certain biochemical 
parameters (mostly related to the erythrocyte 
membrane cation carrier) in short-cycle manic- 
depressive psychoses occurring in mental defec- 
tives. Patients I and II in this study were 
respectively profoundly and severely retarded 
males (I.C.D. Numbers 314 and 313) who had 
for some years shown frequently recurring 
phases of motor overactivity accompanied by 
apparent elevation of mood, and phases of 
inactivity accompanied by apparent depression 
of mood amounting at times to near stupor. 
Patient III was a profoundly retarded female 
(I.C.D. Number 314) in whom the mental 
retardation was consequent upon a childhood 
dementing process. Since her early teens she 
had shown alternating phases of overactivity 
and underactivity, accompanied by appropriate 
changes in mood: during the period of study 


the alternating state was strikingly regular, with 
a cycle length of around seven or eight weeks, 
extremes of overactivity and underactivity 
coinciding with menstruation. Patient IV was 
a high grade female defective (I.C.D. Number 
310) who suffered from regularly recurrent 
episodes of a typical mixed affective state, with 
a cycle length of around four or five weeks. 
In patients І, IT and ПІ there was a marked 
relationship between peaks of overactivity, 
reduction in hours spent asleep and tachycardia. 
Clinical details of the phenomena of these 
illnesses are recorded elsewhere (Reid and 
Naylor, 1976). 

The present investigation was designed to 
attempt to correlate the biochemical parameters 
with clinical state over a long period and was 
not designed to investigate any particular 
period in a cycle, eg the switch from normality 
to psychosis, since no sudden changes in clinical 
state occurred. 


Мктнор 

The patients were admitted to the metabolic 
ward for about six months before the investigation 
commenced, Throughout the study the patients 
were under metabolic ward conditions: patients II 
and IV received no drug therapy, patient I received 
a constant dose of nitrazepam, haloperidol and 
orphenadrine, and patient III a constant dose of 
phenobarbitone, chlorpromazine and orphenadrine, 
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Attempts were made to keep the patients to a daily 
occupational programme even during the psychotic 
phases in order to minimize daily variations in their 
activity: this could only be achieved satisfactorily 
with patient IV. The daily dietary intake of calories, 
water, sodium and potassium was kept constant 
throughout. Clinical ratings were made twice daily 
by the nursing staff who were with the patients 
throughout the day; details of these ratings are 
described elsewhere (Reid and Naylor, 1976). In 
patients I, II and III the severity of the elated and 
overactive state was scored positive, of the depressed 
and underactive state negative. Increasing positive 
scores in patient IV correspond to increasing severity 
of the mixed affective psychosis. 


Biochemical investigations 

Fasting venous blood samples were taken weekly 
at 9.00 a.m. The erythrocyte sodium concentration 
was estimated in quadruplicate by a modification of 
the technique of Smith and Samuel (1970), using tris 
instead of glycyl-glycine as buffer in the MgCle 
washing solution. The standard error of the measure- 
ment of sodium concentration calculated from the 
duplicates (= standard deviation 4/1 —r!) was 
0:41 mM/. 

Erythrocyte membranes were prepared from 
washed cells by haemolysis in 10 mmol buffer, 
pH 7:4 (Dick et al, 1969) for the estimation of Na-K 
ATPase activity and were then assayed by a modifica- 
tion of the method of Bonting (1970). The whole 
procedure was carried out in duplicate, and the 
standard error of measurement of the Na-K ATPase 
activity calculated from the duplicates was o'goo 
mmol PO4/1 RBC, h. 

Potassium influx was measured in red cells washed 
three times in buffered isotonic NaCl solution (pH 
7:4), with removal of the buffy coat and resuspension 
in NaCl solution at approximately their original con- 
centration. Three 0:5 ml samples of cells were 
incubated at 37°C in 5 ml phosphate buffered 
Ringer's solution containing 3:7 pCi ** K. One sample 
was removed every 15 minutes and washed three 
times with isotonic choline chloride solution. The 
cells were lysed, and their radioactivity was counted 
in a well-type scintillation counter (Panax SC-LP). 
Potassium uptake was estimated both in the presence 
and absence of ouabain (107*M) and the rate of 
ouabain sensitive potassium influx determined by 
difference. Instead of being carried out in duplicate, 
this technique used three different times of incubation 
and a graph constructed from these. Hence no 
standard error of measurement can be determined 
from this; but in a separate experiment, using only 


one time (15 minutes) and carrying out the estimation 

ten times on the same blood sample, the standard 

error of measurement was 0:074 mmol/l, RBC, h. 
From these values the following ratio was calculated : 


ouabain sensitive potassium influx 
(mmol/l КВС, h) 





erythrocyte sodium concentration 
(mmol/l RBC) x Na-K ATPase (mmol PO4/1 RBG, h) 


referred to as the flux sodium ATPase ratio. This 
ratio is a convenient method of combining the data 
from which it is calculated, although it may or may 
not have theoretical significance. Duplicate samples 
of whole blood were deproteinated by perchloric acid, 
and the supernatant was made alkaline by potassium 
hydroxide solution: these samples were frozen until 
required for analysis of ATP. Whole blood ATP was 
estimated in duplicate by an enzymic method linked 
to the oxidation of NAD (Adam, 1962) for which 
materials were obtained from the Boehringer Cor- 
poration Ltd. Since ATP is virtually all intracellular, 
the results have been expressed per volume of blood 
cells, from duplicate haematocrit values obtained 
using а micro-haematocrit centrifuge. The standard 
error of measurement of whole blood cell ATP 
concentration calculated from the duplicates was 
0-52 mg/100 ml of cells. Twenty-four hour samples of 
urine were collected daily from patient II. 

Standard errors of measurements calculated from 
duplicates give some idea of the reliability of the 
biochemical methods when used under actual work- 
ing conditions, unlike special experiments set up to 
estimate reliability. Both these methods give an 
estimate of random error, but neither reveal consistent 
and systematic errors. 

Since the correlations of weekly values would fail 
to show significant correlations if the two values 
were not in phase (eg one week out of phase in a 
four-week cycle), correlations between mood and 
biochemical parameters were calculated with various 
time Jags, using the method of Coen et al (1969). 
Because of the regularity of the rhythm, patient IIT 
demonstrates well this phase difference between 


biochemical and clinical parameters: in her case the 


correlation between clinical state and erythrocyte 
ATP of 14 days later was significantly negative, 
whereas the correlation with the erythrocyte ATP of 
14 days earlier was significantly positive. Where one 
of the variables was the clinical rating, the Spearman 
rank order correlation coefficient (у) was used. For 
correlation between biochemical data, the product 
moment correlation (r) was used. In order to corre- 
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late with blood values, twice daily clinical ratings for 
seven days were averaged or simply totalled. In 
testing statistical significance, two tail tests were 
used throughout. The laboratory workers were 
unaware of the patients’ clinical state, and the 
clinical raters were unaware of the biochemical 
results until the end of the study, when the two sets 
of results were brought together. 
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RESULTS 

The results for each patient are shown in 
Figs 1 to 4 and Tables I and II and the correla- 
tions are shown in Table ITI. Erythrocyte Na-K 
ATPase significantly correlated with psychiatric 
state in all four patients. In patients I and II 
the mood and Na-K ATPase correlated nega- 
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Іа. 1.—Patient I. Clinical rating and biochemical data, plotted against time. Values for consecutive weeks are 
connected by a solid line, values separated by two weeks or more are connected by a broken line. 
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Fra. 2.—Patient II. Clinical rating and biochemical data, plotted against time, Values for consecutive weeks are 
connected:by а solid line, values separated by two weeks ог more are connected by a broken'linc, 


tively and in phase, but in patients ITT and ТУ 
the mood and Na-K ATPase were out of phase. 
In patient III the mood and Na-K ATPase of 
14 days (27 per cent of cycle) later correlated 
negatively; in patient IV the mood and Na-K 
ATPase of 14 days (45 per cent of cycle) earlier 
correlated positively. However, only in patient 
III did the ouabain sensitive potassium influx 
correlate significantly and in phase with clinical 
state (y—0:40, N = 25, P < 0-05). 


Erythrocyte sodium concentration correlated 
with clinical state in patients I and III, though 
out of phase. The flux sodium ATPase ratio 
was calculated in patients I, II and III and 
correlated with clinical state in all three. In 
patients І and ITI, the two were in phase, but 
three days (7 per cent of cycle) out of phase 
in patient П. The correlation between mood 
and flux sodium ATPase ratio in patient I was 
positive, whereas in patient III it was negative. 
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—. your anxious and 
depressed patients 
a head start 


Fluanxol* treats both reactive 
depression and anxiety and its 
clinical effect is usually seen within 
the first few days of treatment, 
or at the latest within a week. 
Fluanxol acts fast without causing 
: the autonomic side-effects of 
» tricyclic antidepressants and has 
a wider psychotropic spectrum of 
activity than the benzodiazepines. 
Fluanxol does not cause habituation. 
. Patients with symptoms of fatigue, 
if weepiness, anergy or irritability can 
£e be put on the road to recovery more 
quickly, giving them reassurance and 
encouraging continuation of therapy. 


: Fluanxol well worth a weeks trial 











. 
Eac che! luanxol t abl let contains o.smg flupenthixol as the dihydrochloride. Full information including data sheet on request | h 
imitat „@ Dark Qresot T ntan Rorlfnrdchire I Ur HS Telenhone: Luton 411482 *trade mark 


BY б. J. NAYLOR, А. Н. REID, D. А, T. DICK AND E. G. DICK 173 


WHOLE BLOOD CELL ATP 
mg / 100m cells 


„= 


АВС GUABAIN-SENSITIVE К INFLUX 
mmol EA RBC,h 


—À— 







as 


MOOD 


‘oo 5 Eo] Sg en ee 


WEEKS 


Fro. 3.—Patient ПІ, Clinical rating and biochemical data, plotted against time. Values for consecutive weeks are 
connected by a solid line, values separated by two weeks or more are connected by a broken line. 


In patient II the correlation at zero lag was patient ТУ. In each of the three patients in 
positive though not significant, and at threedays which it was estimated there was a significant 
(7 per cent of cycle) lag the correlation did negative correlation between clinical state and 
reach significance. cellular ATP levels of 14 days later (27 to 31 per 

Whole blood ATP was not estimated in cent of cycle); ie two weeks after the patient's 
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Fic. 4.—Patient IV. Clinical rating and biochemical data, plotted against time. Values for consecutive weeks are 
connected by a solid line, values separated by two weeks or more are connected by a broken line. 


activity increased the cellular ATP concentra- 
tion tended to fall, and two weeks after the 
patient’s activity decreased the ATP tended 
to rise. 

Haematocrit was estimated in patients I, II 
and III, but only in patient III did it show a 
correlation with clinical state: the two were 
in phase and the correlation was high (y —0:59, 
N = 26, P < 0-005). 

Despite a constant fluid intake, urine volumes 
in patient II fell with increasing overactivity 
(y —0:49, N = 26, P < 0:02), but at these times 
the patient perspired excessively, even when in 
bed at night. 

Patient I, therefore, showed significant corre- 
lations between clinical state and erythrocyte 
Na-K ATPase, erythrocyte sodium concentra- 


tion, erythrocyte flux sodium ATPase ratio and _ 
blood cell ATP concentration; patient II 
between clinical state and erythrocyte Na-K 
A'TPase, erythrocyte flux sodium A'TPase ratio, 
blood cell ATP concentration and urine 
volume; patient III between clinical state and 
erythrocyte Na-K ATPase, erythrocyte ouabain 
sensitive potassium influx, erythrocyte sodium 
concentration, erythrocyte flux sodium ATPase, 
ratio blood cell ATP concentration and haema- 
tocrit; patient IV between clinical state and 
erythrocyte Na-K ATPase. 

Some months after the study patient ГУ was 
treated with lithium therapy, to which she 
responded well. For five weeks before and five 
weeks after commencing lithium she was again 
under metabolic ward conditions, during which 
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Estimations of the erythrocyte membrane cation carrier in the four patiants 
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Taste II 
Estimations of whole blood ATP concentration and haematocrit in the three patients 








PATIENT 1 PATIENT И PATIENT III 
Week Whole blood ATP Whole blood ATP Whole blood ATP 
mg/100 ml blood ^ Heematocrit mg/100 ml blood Haematocrit mg/roo ml blood Haematocrit 
I 22-6 0:41 91:6 0:46 14:7 0-38 
2 26:8 0:42 30-2 0:46 26-8 orgi 
3: 26-5 0-38 28-5 0°47 31.0 0:41 
4 29:9 041 319 0°45 21'7 0:44 
5 29'3 0°44 29'3 0°45 21.7 0:42 
6 412 0:48 355 044 25:9 0:39 
7 82:0 0°44 36:6 0°47 27°1 041 
8 17:8 0°43 25°4 0:44 20-8 0:43 
9 29:6 044 15:5 0°45 1477 0-45 
то 0*4 0°43 27°9 0°45 `19:2 0:45 
11 28-8 0:42 24:2 0°42 44 0'44 
12 24:8 0:42 29:9 0:46 30:5 0:42 
13 24'3 0:44 20:9 0°45 21:4 0-40 
14 25:6 0°44 30°5 0:44 20:8 0:41 
15 35:0 0:42 18-6 0°42 19°7 0:48 
16 — — — — — = 
17 24'3 0:44 15'5 0°43 29'1 0°43 
18 80:7 0:47 29:8 0-45 28-2 0:48 
19 31:6 0°43 25:9 0:44 28:2 0°43 
ао 28:7 0:46 24-0 0:45 23:7 0:42 
21 22-8 0-40 25:9 0-41 91:4 0°39 
аз 26-8 0°43 24°0 0:42 23:1 0-40 
23 20'9 0-43 22-3 0:42 15:8 0:41 
24 15:5 0:44 18:6 0:46 15:8 O*4I 
25 26-2 0:42 18:0 0:42 18-6 0*41 
26 254 0°43 = = 20:3 0:44 
27 a7: 6 0.41 25'9 0°44 26:2 o'g 


time the erythrocyte values were again esti- 
mated (see Fig 5). There was a small initial 
rise followed by a very marked fall in erythrocyte 
sodium concentration. This was accompanied 
by little change in the ouabain-sensitive potas- 
sium influx. The marked fluctuations in the 
Na-K ATPase before lithium therapy make it 
impossible to draw conclusions from the values 
after lithium therapy was commenced. 

The correlations between some of the bio- 
chemical parameters have been calculated for 
each patient and the means calculated by z 
transformations (Table IV). There was a 
significant positive correlation between erythro- 


cyte sodium concentration and Na-K ATPase 
and a negative correlation between erythrocyte 
sodium concentration and ouabain-sensitive 
potassium influx. The Na-K ATPase and 
ouabain-sensitive potassium influx did not 
significantly correlate. The blood cell ATP 
concentration correlated positively with the 
erythrocyte Na-K ATPase activity and with 
the erythrocyte sodium concentration. 


Discussion 
There are many difficulties in the interpreta- 
tion of results from studies such as this. It is 


BY G. J. NAYLOR, А. Н. REID, D. A. T. DICK AND E.'G. DICK 


177 
































4 


Tase ПІ 
Correlations between clinical state and biochemical parameters at various time lags 
At zero lag Lagged to give best correlation 
N y P N y Lag days 96 cycle P 
Patient 1 (cycle length 7-8 weeks) 
Erythrocyte Na-K. ATPase x 27  —0'3962 «0:05 27  —0:7353 3 6 <о0.оог 
Erythrocyte sodium concentration 25 —0:0959 NS 29 —0:4393 14 27 «0:05 
Erythrocyte ouabain sensitive 
potassium influx 26 —0-1259 NS No significant correlation 
Flux sodium ATPase ratio. 26 +0°4792 <0'02 
Blood cell ATP concentration 26 —0:0973 NS 24  —0:5848 14 27 «0:01 
Haematocrit à 26 | —0:26027 NS 24 +0-4012 17 32 «o1 
PaTmENT u (cycle length 4-9 weeks) 
Erythrocyte Na-K ATPase vx 26 | —0:4082 «0:05 $5  -—0*5851 7 15 <о-о 
Erythrocyte sodium concentration 25 —0:0738 NS 24 —0:3028 10 22 NS 
Erythrocyte ouabain sensitive 
potassrum influx 25 -+0°1331 NS No significant correlation 
Flux sodium ATPase ratio 25 +0°2722 NS 25  -F0-9090 3 7 «0-05 
Blood cell ATP concentration 25 +0-0625 NS 29 —0:4498 14 31 «0:05 
Haematocrit АЕ x 25 —0*0613 NS No significant correlation 
Urine volume 26 | —o:4924 <0:05 
Patient ш (cycle length 7-8 weeks) 
Erythrocyte Na-K ATPase Be 27 oiu NS „ 25 .-—0'4530 14 27 «0:05 
Erythrocyte sodium concentration 26  -ro:3166 NS 25 +0:4356  —3 6 «0-05 
Erythrocyte ouabain sensitive 
potassium influx 25  —0:4020 «0:05 
Flux sodium ATPase ratio 26 +0°4862 <0'02 
Blood cell ATP concentration 26. +0-0828 NS 24 —0+4890 14 27 «0:02 
Haematocrit . 26 —о:5860 <0-005 
Patient гу (cycle length 4—5 xx d 
Erythrocyte Na-K ATPase a) +, 21 -Ь0'05]8 NS 19 +0:4426 —14 —44 <0-05 
Erythrocyte sodium concentration -` 22 , +01776 NS i - No significant correlation 
Erythrocyte ouabain sensitive 
$ potassium influx Ir  —0'0250 NS No significant correlation 
1 Tase IV 
Correlation between biochemical parameters 
PATIENT I PATIENT П. PATIENT Ш PATIENT IV Mean 
N r N r N r N T df r P 
е sodium concentration | 
and Na-K. ATPase 25 +о:08 25 +0-60 26 +0:63 20 ~o-19 86 +0'95 <o-oor 
Erythrocyte sodium concentration 
and ouabain sensitive potasstum 
influx ^ m tee 025 —0:00 25 —0:40 25 —0'1] її —0:44 78 —0:93 «0:05 
Na-K ATPase and ouabain Н 
sensitive potassium influx .. 26 +013 25, —0:37 25 -—0'Ig 11 -F0o:87 79 —o'o7 NS 
Blood cell ATP concentration ; 
and Na-K ATPase .. 26 -Fo:gr 25 +о:бо 26 40-29 71 +0:39 -«o-oor 
Blood cell ATP concentration 
and erythrocyte sodium 
concentration 25 +0°08 25 +0°55 26 +0-10 то -o:25 «0:05 
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Fic. 5.—Patient IV. Erythrocyte values during commencement of lithium therapy. 


impossible to control activity in all phases of the 
cycle, and sleep patterns also change. It is not 


possible to know whether the biochemical _ 


findings are secondary to such changes, and a 
significant correlation is no proof of causation. 
Though the biochemical results of all four 
patients are presented together and there 
appear to be some similarities between them, 
patients obviously do differ; for example patients 
II and IV were known to respond to lithium, 
patient III was known not to respond, and 
patient I could not tolerate the drug because of 
neurotoxicity. Similarly, though we classified all 
the patients as manic-depressive, clinical pic- 
tures differed and there were unusual features. 
Moreover, throughout the study the Na-K 


ATPase activity tended to decrease in patients I, 
П and III. We have no explanation for this. 
The method of assay was constant and Na-K 
A'[Pase assays done on other subjects both 
during the time of the study and subsequently 
were not abnormally low and showed no 
persistent trend. It may have been related to the 
patients adaptation to the relatively new 
environment. Despite this steady fall we used 
rank order correlation on the absolute values 
and not on weekly changes in the calculation of 
significance. Extreme results, such as the very 
high potassium influx of patient III in week 17, 
which may or may not be errors, do not distort 
the rank order correlations in the way that they 
would distort product moment correlations. 
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Because these patients were clinically atypical 
and because of the phase differences between the 
clinical and biochemical phenomena, it is 
difficult to compare the data from this investi- 
gation with data from studies of depressed or 
manic patients. We have reported elsewhere 
that recovery from depressive psychosis is 
associated with a rise in erythrocyte Na-K 
ATPase and ouabain-sensitive potassium influx 
and a fall in erythrocyte sodium concentration 
(Naylor et al, 1973). The findings in the present 
study certainly suggest that the erythrocyte 
membrane cation carrier undergoes cyclic 
changes related to the clinical state, but it is 
clear from the phase differences that there is no 
simple relationship between the clinical state 
and membrane cation carrier. In patients I, II 
and JII at least one measure of the cation 
carrier was in phase with the clinical state, and 
it was in the manic and not the depressed phase 
that the activity of the membrane cation carrier 
tended to be lower, ie the manic phase tended 
to be associated with a low Na-K ATPase, a 
low ouabain-sensitive potassium influx or a high 
erythrocyte sodium concentration. This would 
be in keeping with the claim that the ouabain- 
sensitive sodium efflux from erythrocytes is 
lower in manic patients than in controls 
(Hokin-Naeverson et al, 1974). In manic- 
depressive psychosis the residual sodium changes 
in mania have been reported to be in the same 
direction as those reported in depression but 
more extreme (Coppen and Shaw, 1963; 
Coppen ¢ al, 1966). A unipolar dimensional 
model for manic-depressive illness has been 
suggested by Court (1972). If this suggestion is 
correct, our results would fit with the previous 
results in depression (Naylor et al, 1973) if the 
short-cycle patients were fluctuating between 
mania and depression but were never in a 
normal state. This would still not explain the 
sign of the correlation between clinical state 
and flux sodium ATPase ratio being opposite 
in patients II and III. Since patient IV showed 
a mixed affective state, not alternating under- 
active and overactive periods, it is difficult to 
compare her with the others. There was a 
positive correlation between her clinical state 
and the Na-K ATPase of two weeks earlier, but 
a two-week lag in a 4—5-week cycle is completely 
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out of phase and is the same as being in phase 
with the sign reversed. One could thus argue that 
in phase she should perhaps have had a negative 
correlation between clinical state and Na-K 
ATPase, ie when psychotic her Na-K ATPase 
fell, which fits in with the results of the other 
three patents. That her erythrocyte sodium 
concentration fell on successful treatment with 
lithium is, however, in contrast to the claim of 
Mendels and Frazer (1974) that lithium pro- 
duces a rise in erythrocyte sodium concentration, 
particularly in depressed patients who respond 
to lithium as an antidepressant, and to the 
study of Naylor et al (1974) where no consistent 
change in erythrocyte sodium concentration 
occurred with lithium. 

The most puzzling results of the study are the 
correlations between the biochemical para- 
meters, particularly the positive correlation 
between erythrocyte sodium concentration and 
Na-K ATPase. An increase in Na-K ATPase 
would be expected to lead to a rise in active 
transport and a fall in erythrocyte sodium 
concentration. Presumably in the patients in this 
study there were also changes occurring in the 
passive transport which would affect the 
sodium concentration. However, the changes in 
passive transport must have been related to the 
changes in Na-K ATPase in order to produce 
this significant correlation, ie the changes in 
Na-K ATPase activity and the passive transport 
were not independent. 

A decrease in whole blood ATP (which is 
virtually all intraerythrocytic) in psychotic 
depression has been reported (Hansen, 1972; 
Hansen and Dimitrakoudi, 1974), though 
Bojanovsky (1971) found no significant correla- 
tion in one short-cycle manic-depressive patient. 
The present study, where all three patients in 
which it was estimated showed a significant 
correlation between ATP and clinical state, 
supports the suggestion that erythrocyte ATP 
concentrations change in manic-depressive ill- 
ness, but the phase difference of 14 days makes it 
impossible to draw any more definite conclu- 
sions. The relationship of cellular ATP at 
physiological concentrations to membrane Na-K 
ATPase activity or cellular sodium concentra- 
tion is uncertain. In patient III the concentra- 
tion of whole blood cyclic AMP, which is 
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derived from ATP and is also predominantly 
intracellular, correlated positivély with the 
clinical state (Naylor et al, 1975). 

Our results provide evidence that cyclical 
biochemical changes accompany the beha- 
vioural changes in mentally defective patients 
suffering from cyclic manic-depressive psychoses, 
though the patterns vary from patient to patient. 
Studies on psychiatric patients with short-cycle 
illnesses should be interpreted with caution. 
The results of such studies are often conflicting 
and are often different from the results from 
patients with more typical illnesses of longer 
duration. 
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Serum Creatine Phosphokinase in Acute Psychosis 


By SOM D. SONI 


Summary. Fifty-four patients suffering from a variety of psychotic states 
were graded by their degree of psychomotor activity. Serum creatine phospho- 
kinase (CPK) levels were found to be related to the degree of psychomotor 
activity, irrespective of the diagnostic category. Retarded and withdrawn 
patients had normal serum CPK, but on their return to normal psychomotor 
activity the CPK levels tended to rise transiently. It appears that unphysio- 
logical motor activity has a more direct relationship to the rise of serum CPK 


than motor activity per se. 


INTRODUCTION AND METHOD 

A number of reports have indicated a rela- 
tionship between serum creatine phosphokinase 
(CPK) and acute psychosis (1, 2, 4, 6, 7). 
Some authors have claimed the rise in CPK to 
be pathogenetically related to the basic aetiology 
of acute psychosis (9) and have even suggested 
it as a diagnostic parameter for psychiatric 
disorders (4, 9). Acute psychoses are often 
accompanied by considerable agitation and 
increased psychomotor activity. This paper 
reports the preliminary findings of a study 
relating the changes in serum CPK in acute 
psychoses to the degree of psychomotor activity. 

Fifty-four patients, suffering from a variety 
of psychotic disorders, participated in the study. 
Diagnoses were made by: two independent 
psychiatric assessors. A chart indicating the 
ward behaviour, and in particular the amount 
of psychomotor activity of each patient on a 
five-point scale, was filled in daily by the 


nursing staff on the ward. Only three groups, 


constituting 37 patients are discussed in the 
present paper: Group A with minimal activity, 
marked withdrawal and psychomotor retarda- 
tion; Group B with normal activity; and Group 
С with marked agitation, restlessness and 
increased psychomotor activity. These were the 
patients who were rated on admission as having 
Grades 1, 3 and 5 activity respectively (see 
Table I). The remaining 17 patients, who 
showed either Grade 2 or Grade 4 activity, 
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had normal serum СРК at all times during 
their stay in the hospital, 

Blood samples were collected between break- 
fast and lunch bi-weekly throughout the stay 
of the patient in the hospital and estimation of 
СРК was done by the method of Rosalki (то). 
Patients with hypothyroidism, liver disease, 
encephalopathy, coronary heart disease or a his- 
tory of alcoholism were excluded from the study. 


RESULTS 


The patients showed a wide range of activity, 
from marked retardation and withdrawal in 
13 patients (6 depressive and 7 schizophrenic) 
through normal activity (8 patients) to severe 
overactivity, agitation and restlessness in 16 
patients (agitated depression 5, schizophrenia 7 
and mania 4). 

In all, 18 of the 54 patients showed changes 
in serum CPK during their stay in hospital. On 
admission 9 of the 16 patients with increased 
psychomotor activity (Group C) showed a rise 
of serum CPK, whereas only 2 from Group B 
and none from Group A showed a CPK level 
greater than тоо ТОЛ. In ali but one of the 
patients with raised levels, the serum CPK fell 
as. the patients recovered and the psychomotor 
activity subsided (Fig. 1). In one patient serum 
СРК. returned to normal even though the 
patient remained overactive. In 7 patients with 
marked initial psychomotor retardation (Table 
J), an interesting phenomenon was observed. 
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N9 of patients with 
grade 5 activity 16 9 4 1 
Fig, 1.—Serum CPK levels in 16 patients from Group C 
showing changes in CPK levels during the three-month 
observation period and their relationship to psychomotor 
activity. 


As the patient improved clinically and. normal 
activity returned, the CPK levels rose very 
transiently above тоо IU/L to return later to 
normal levels. 


Discusston AND CONCLUSIONS 
Despite the finding that the source of raised 
serum CPK is the skeletal muscle (3, 8), few 
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workers have tried to relate the raised serum 
CPK in acute psychoses to psychomotor activity. 
Excessive 'unphysiological' activity is almost 
always accompanied by raised serum CPK (5), 
and some authors have in fact shown that there 
is some relationship between psychomotor 
activity in psychoses and the rise in CPK (6, 8). 
The present study confirms this relationship. 

The cause of the transient rise of serum CPK 
levels in some retarded psychotics at the time of 
clinical recovery is difficult to explain, but it is 
a finding which has not been observed before. 
In relative terms, ‘normal’ activity on recovery 
may have been excessive and unphysiological 
when compared to the psychomotor activity 
present in these patients during their illness. 
Continuation of motor activity need not be 
accompanied by a sustained rise in GPK. 
Adaptation will occur and serum СРК fall to 
normal. Thus athletes, who take more exercise 
than sedentary workers, do not have higher levels 
of serum CPK. This may be an explanation of 
the case from Group C in which CPK fell 
despite continued overactivity. 

This study has thus revealed that, whereas 
increased psychomotor activity is related to rise 
of serum CPK, this relationship is complex and 
not necessarily direct. It is the ‘unphysiological’ 
nature of the motor activity that is of importance 


TABLE I 
Group A patients who showed rise of serum СРК (IUJl) 














On admission Ist week 2nd week grd week 

No. Sex Diagnosis CPK. CPK CPK CPK . 
TEN € Activi NT 

ИШ ee (олу ЕА ARI. Менн qup. dese: 
1 M Schizophrenia 46 I 69, I 109 3 46 3 
2 M Depression 65 1 76 2 162 3 ба 3 
з Е Depression 7 1 76 I 192 3 59 3 
4 М Depresion 86 1 151 3 92 8 44 3 
5 M Schizophrenia 39 I 169 3 16 3 = - 
6 M Depression 42 I 107 3 62 8 45 3 
7 Е Depression 49 1 62 I 102 3 3t 3° 
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Psychomotor activity graded оп a five-point scale: 

1. Marked psychomotor retardation and withdrawal. 
2. Some psychomotor retardation. 

3. Normal psychomotor activity. 

4. Slight increase in psychomotor activity. 


5. Marked increase in psychomotor activity with restlessness and agitation. 
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rather than motor activity per se. Since psycho- 
motor activity appears to be related to the 
rise of serum CPK, the author feels that estima- 
tion of serum CPK could not possibly be of 
value in the differential diagnosis of psychiatric 
disorders (6). One obvious problem in this type 
of study is the difficulty in quantitating the 
psychomotor activity. A method of accurately 
quantitating motor activity, using an EEG 
machine, has been evolved in this hospital, and 
work is now in progress for a second study 
incorporating this method. 
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Catechol O-Methyltransferase in Red Blood Cells of 
Schizophrenic, Depressed, and Normal Human Subjects 


By HELEN L. WHITE, MALCOLM N. MaLEOD and JONATHAN R. T. DAVIDSON 


Summary. Catechol O-methyltransferase of lysed human red blood cells was 
assayed under optimal conditions, using saturating concentrations of the 
substrates, S-adenosyl-L-methionine and 3,4-dihydroxybenzoic acid. The mean 
enzyme activity found in 24 normal subjects was 29:2 nmol/hr/ml RBC. The 
mean. activity in blood of 33 female unipolar depressives was not significantly 
different from normal. However, higher enzyme activities were observed in the 
blood of 11 schizophrenic patients (38:9 nmol/hr/m] RBC). Partially purified 
enzyme preparations from blood of normal and schizophrenic individuals were 
indistinguishable with respect to substrate specificities, isoelectric pH values, 
and ratios of the two O-methylated products. Therefore it is unlikely that any 
defect in O-methylation which may occur in schizophrenia can be attributed to 
a change in the intrinsic properties of erythrocyte catechol O-methyltransferase. 


INTRODUOTION 

Catechol O-methyltransferase (COMT; EC 
2.1.1.6), the enzyme which catalyses the 
o-methylation of catechols, has an important 
function in the regulation of biogenic amine 
concentrations both in the central nervous 
system and in peripheral tissues. Its presence 
in human red blood cells (Axelrod and Cohn, 
1971) has facilitated assays of its activity in 
various human disease states. Low COMT 
activity has been reported in blood of women 
with unipolar depression (Cohn et al, 1970; 
Dunner ei al, 1971), while unchanged or slightly 
elevated activities have been reported in 
schizophrenia (Dunner et al, 1971; Matthysse 
and Baldessarini, 1972). 

In the present study, COMT activities were 
determined in lysed red blood cells, using 
saturating substrate concentrations to determine 
maximum enzyme activities. The ability of 
partially purified enzyme to methylate potential 
substrates other than catechols was also investi- 
gated. In addition, meta/para ratios of o- 
methylated products and isoelectric pH values 
for the red blood cell enzymes of normal and 
schizophrenic individuals were compared. 


METHODS 
Diagnostic criteria 

A diagnosis of schizophrenia was based upon the 
criteria of Feighner et al (1972). These require a 
chronic disorder of at least six months duration to be 
present without return to premorbid level, absence 
of primary affective change, presence of delusions 
or disorganized thoughts and communication, and 
three of the following: being single, poor social 
adjustment, family history of schizophrenia, absence 
of alcoholism, onset of illness before the age of 40. 
The ages of our 11 patients (5 male and 6 female) 
ranged from 20 to 53, the mean being 38 years. 
All except one were receiving phenothiazines at the 
time when blood specimens were taken. Cohn et al 
(1970) and Dunner et al (1971) have reported that 
the COMT activity of human erythrocytes is not 
affected by phenothiazines. Normal controls with no 
history of psychiatric illness were chosen from hospital 
personnel and matched for age (mean 36 years) 
and sex. 

Primary depression was also diagnosed from 
Feighner’s criteria which include dysphoric mood, 
a duration of illness of at least one month, and five of 
the following: appetite and weight change, sleep 
change, loss of energy, psychomotor change, dimi- 
nished interest, self-reproach feelings, altered ability 
to think, recurrent thoughts of death. Our cases of 
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For many years now, Smith Kline & French 
Laboratories has not only played a pioneering 
role in the progress of modern psychotropic drug 
therapy, but has been a leading innovator of 
services to medicine ranging from closed-circuit 
postgraduate television to specialist abstract 
publications such as ‘Psychiatric Briefs’. 

It is with pleasure, therefore, that SK&F 
announces the introduction of the new series of 
psychiatric reference booklets illustrated above. 
These useful booklets are described overleaf, and 
may be obtained by completing and posting the 
printed coupon. 


The psychoses The effective management of the 
psychotic patient today may involve a diversity of 
therapeutic disciplines. In the great majority of cases, 
however, successful treatment of these disorders 
depends largely on the discriminating use of the wide 
range of powerful psychotropic agents now available 
to the psychiatrist. Over one hundred sedative, 
tranquillizer, and antidepressant preparations are 
currently in clinical use, and new and original 
compounds are continually being added to this 
formidable armamentarium. 


The first volume in this new series of SK&F reference 
booklets discusses the place in modern psychiatric 
practice of the various classes and types of major 
tranquillizing drugs employed in the treatment of the 
psychoses. 


Over the past half-century, Smith Kline & French 
Laboratories has made many significant contribu- 
tions in this field, and is probably best known for its 
outstanding antipsychotic phenothiazine, ‘Stelazine’. 
Still regarded as one of the most powerful and 
selective of the major tranquillizing drugs, ‘Stelazine’ 
has been extensively and internationally documented, 
not least for its exceptional effectiveness in the 
treatment of the apathetic, withdrawn schizophrenic. 


More recently, SK&F has entered the field of one of 
the most important advances in psychotropic 
therapy, the development of the long-acting depot 
injection antipsychotics. This year saw the introduc- 
tion by SK&F of the diphenylbutylpiperidine, 
*Redeptin’ (fluspirilene), a new and distinctive drug 
of this class. A long-acting major tranquillizer of 
high potency but a low incidence of side effects, 
*Redeptin' possesses a 7-day duration of action of 
unusual reliability and predictability, thereby per- 
mitting closer control of treatment than has hitherto 
been possible with depot dosage. 


Depressive illness is the concern of the second volume 
in the new series. It has been suggested that it is 
possible to distinguish clinically between the patient 
likely to respond to one of the tricyclic antidepressant 
drugs and the patient in whom a monoamine oxidase 
inhibitor is indicated. The roles of these two important 
classes of drugs in the treatment of depression are 
discussed in this informative booklet. 





о The SK&F monoamine oxidase inhibitor, ‘Parnate’, 
is a non-hydrazine compound with a powerful and 
rapid antidepressant action. Response may often be 
seen within three days of commencing treatment. The 
clinical advantages of such a prompt onset of effect 


е : So: ia 
are obvious. A combination of ‘Parnate’ with the 
e С 1 | | tranquillizer, 'Stelazine', familiar to psychiatrists as 
‘Parstelin’, is also available, designed to meet the 


wider needs of treatment when depression is com- 
plicated by anxiety and agitation. 


| ап late Anxiety states and other related symptoms of 


psychoneurotic disorder are responsible for a great 

deal of ill health today. Not a few of these patients 

е eventually find themselves referred to the psychiatrist, 

their chronic anxiety having failed to respond 
adequately to the usual routine benzodiazepine 


regimen. 


The emergence of this problem has led to a re- 
appraisal of the role of the phenothiazines in the 
treatment of chronic anxiety. A considerable weight 
of published evidence has confirmed the outstanding 
value of 'Stelazine' in this field. ‘Stelazine’ has not 
only proved itself a highly efficient anxiolytic, but 
one troubled by few side effects — and little likelihood 
of extrapyramidal symptoms at the low dosage 
levels needed. Moreover, unlike the benzodiazepines, 
no problem of drug dependence has ever arisen with 
"Stelazine' in its many years of extensive clinical use. 


This important area of psychotropic treatment is the 
subject of the third of the new SK&F reference 
booklets, which contains a full and informative list of 
of anxiolytic agents currently available. 
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primary depression formed part of another ongoing 
study and all were unipolar. Five were psychotic 
according to the criteria of Carney et al. (1965) and 
18 were neurotic. Secondary depression comprised 
those subjects whose depression was secondary to 
anxiety states or personality disorder. The age span 
of all depressives was from 23 to 69 with a mean of 
42 years and all were female. 


Biochemical procedures 

Assay for catechol o-methyliransferase. Blood was drawn 
from each patient into plastic syringes with a final 
concentration of 5 mM ethylene diamine tetra- 
acetate (pH 7-4) as anticoagulant. These were 
centrifuged at 160g and 20C for 10 min. Platelet-rich 
plasma was removed by pipette and the red blood 
cells were washed once with 5 ml of physiological 
saline. After a second centrifugation (160g for 20 min 
at 4C) the cells were lysed by vortex stirring in an 
equal volume of 25 m 1101/1 potassium phosphate 
—0:5 m mol/l dithiothreitol, pH 5-8, followed by 
freezing and thawing. Two successive freeze-thaws in 
a dry ice-acetone bath were sufficient to ensure cell 
lysis. A portion of o- 1 ml of the lysed red cell suspen- 
sion was assayed a pH 7-9 in a total volume of 0-41 
ml, which also contained 50 m moll/ Tris-chloride, 
3 mM magnesium chloride, 0-5 mM dithiothreitol, 
21 mol/l 3,4-dihydroxybenzoic acid, and o- 1 mmol/l 
P^C]methyl-S-adenosyl-L-methionine (specific radio- 
activity, 2:4 mCi/mmol). Blank assays contained 
lysed cells but no catechol substrate, in order to 
correct for other enzymes in erythrocytes which can 
metabolize S-adenosyl methionine. Incubation was 
for 30 min at 37C, after which assay mixtures were 
acidified with o-1 ml of 1 N HCL Products were ex- 
tracted by vigorous shaking for 10 min with ro ml of 
a mixture of toluene/isoamyl alcohol (7/3, v/v) 
(Nikodejevic et al, 1970). After centrifugation at low 
speed (160g, 10 min) to separate the solvent layers, 
5 ml of the organic layer was removed by pipette and 
counted in 12 ml of toluene-Triton X-100 scintillation 
fluor (5 g of Omnifluor per litre of 2/1 (v/v) toluene/ 
Triton X-100). Using a Packard scintillation spectro- 
meter, counting efficiency (about 75 per cent) was 
determined from the external standard channels 
ratio, using hemoglobin as the quenching agent. 

Partial purification of red blood cell COM T. Combined 
lysed red cells from at least 4 individuals were 
centrifuged at 20,000g and 4C for 20 min and then 
at 100,000g for 60 min. T'he supernatant was exten- 
sively dialysed against 3 m mol/l Tris, o*5 mM dithio- 
threitol, pH 7:9. Carboxymethyl-Sephadex in 
то m mol/l potassium phosphate (pH 7:0) was added 
to the dialysed supernatant, with slow stirring at 
o-4C until most of the hemoglobin was adsorbed to 
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the resin, as judged by a decrease in intensity of the 
red colour of the extract. After centrifugation 
(200g, 10 min) the supernatant was mixed with a 
small amount of diethylaminoethyl-Sephadex. This 
mixture was centrifuged and the supernatant assayed 
for COMT to verify that the enzyme had been 
adsorbed on the resin. The resin pellet was washed 
with a buffer which contained o:1 mol/l Tris, 0-1 
mmol/l EDTA, and o:1 m mol/l dithiothreitol, pH 
7:0. The enzyme was then eluted by the same buffer 
with Tris concentration increased to 0:75 mol/l. 
This eluant was dialysed against 50 m mol/l Tris, 0-1 
m mol/l dithiothreitol, o-1 m mol/l EDTA, pH 7:0. 
Using this procedure, COMT of red cells could be 
purified more than 200-fold with a yield of approx- 
imately 60 per cent. 

pI determinations. The isoelectric pH value for red 
cell COMT was determined by isoelectric focusing 
on acrylamide gel slabs, using the procedure described 
by White and Wu (1975). 

Meta-methoxy and para-methoxy products of COMT 
were separated by two dimensional chromatography 
and identified by radioautography, as described by 
White and Wu (1975). 


RESULTS 

Enzyme activities 

The mean value for COMT in red blood cells 
of schizophrenics (Table I and Fig. 1) appeared 
significantly higher than that for normals or 
unipolar depressives. Two of the schizophrenic 
patients who exhibited high COMT values 
(61:9 and 46-5 in Fig. 1) suffered from para- 
noid schizophrenia with depression. No correla- 
tion of COMT activities with either age or sex 
was observed. 


Taare I 
COMT in lysed red blood cells 
Mean-+8.E.M. 
Source (# of samples) алеја RBC _ 

Combined normals (24) .. 29:2+1:8 

Males (5) .. 29:34-4:8 

Females (19) 29:24:21 
Schizophrenia (11) : 38-9 +3:8* 
Depression, primary (23) .. 28-541'7 
Depression, secondary (10) 32°0+2°7 


* p < 0:02 as normals, 


Biochemical properties 

Partially purified COMT from blood of both 
normal and schizophrenic individuals was found 
to catalyse only the o-methylation of catechols, 
such as dopamine and 3,4-dihydroxybenzoic 
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Fio. 1.—Distribution of COMT activities. 
М, normals; S, schizophrenics; Dp, primary depressives; 


Ds 


Ds, secondary depressives. Horizontal lines indicate mean 


‘activities. 


acid. Substrates not methylated by the enzyme 


were serotonin, tryptamine, 4-methoxydopa-, 


mine, 3-methoxydopamine, and 3,4-dimethoxy- 
dopamine. Using 3,4-dihydroxybenzoic acid as 
substrate, the ratio of 3-methoxy/4-methoxy 


products of the enzyme did not differ -signifi-. 


cantly when partially purified COMT from 
blood of normal and schizophrenic subjects was 
compared. The percentages of 3-methoxy 
product were found to be 82-6 per cent 
(normal) and 84-8 per cent (schizophrenic). 
No dimethoxy product of COMT was detected, 
from either crude or partially purified pre- 
parations. 

The enzyme of normal and schizophrenic 
individuals exhibited isoelectric pH (pI) values 
of 5:70--0-05 and 5-62--0-05 respectively 
after electrofocusing on acrylamide gel, indi- 
cating that COMT would bear a net negative 
charge at physiological pH. 


CATECHOL O-METHYLTRANSFERASE IN RED BLOOD CELLS 


Discussion 

The activities for COMT of human erythro- 
cytes shown in Table I and Fig. 1 were obtained 
under optimal assay conditions with saturating 
concentrations of both substrates and therefore’ 
are higher than values previously reported for 
this enzyme. Poitou et al (1974), who assayed 
the o-methylation of epinephrine, which is a 
poorer substrate of COMT than is 3,4- 
dihydroxybenzoic acid, reported a mean value 
in normal subjects of 15 nmol/hr/ml RBC. 
Weinshilboum et al (1974) employed the same 
substrates as in the present study but assayed 
the enzyme in heparinized whole blood lysates.’ 
These workers also extracted o-methylated 
products of COMT into toluene, rather than 
the isoamyl alcohol/toluene mixture which 
has been found to give maximal yields (Niko- 
dejevic e£ al, 1970). Their mean value of 11:3 
is less than half that shown in Table I. Cohn’ 
et al (1970) reported a mean COMT activity 
in normal human blood of only 1-4 nmol/hr/ml 
RBC. However, these authors not only used 
the poorer catechol substrate, norepinephrine, 
but they also employed a very low concentration, 
of the methyl donor, S-adenosyl-L-methionine,: 
so that enzyme activities were obtained under 
conditions of limited substrate concentration. . . 

The conclusions reached by the latter authors: 
concerning relative activities in schizophrenic 
patients are consistent with those of the present 
study. Mean COMT activities appeared’ signi-: 
ficantly higher than normal in blood of 
schizophrenics (Fig. 1), although there was a con- 
siderable amount of overlap among individual 
samples. If the two highest COMT values are 
excluded from' the schizophrenic group, the 
mean becomes 934:8-L-9:5 and is not signifi- 
cantly different from the normal mean. The 
possibility that a particular category of schizo- 
phrenia may be typified by high COMT has 
been suggested (Matthysse and Baldessarini, 
1972). 

A number of workers (Osmond and Smythies, 
1952; Brown et al, 1965; Himwich and Narasim- 
hachari, r974) have suggested that an aberra- 
tion in o-methylation may be a causative factor 
in schizophrenia. If COMT were functioning 
abnormally, one might expect changes in the 
substrate specificity of the enzyme or an 
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altered ratio of the two o-methylated products, 
with the formation of excessive amounts of 
4-0-methyl derivatives, many of which exhibit 
psychomimetic properties in animals (Smythies 
et al, 1967; Shulgin et al, 1969). Results of the 
present study indicate that COMT of schizo- 
phrenic individuals does not differ from:-that of 
normals in substrate specificities, ratios of the 
o-methylated products, or in isoelectric pH 
value. Poitou ei al (1974) have shown that K,, 
values of COMT substrates are unchanged in 
schizophrenia. Therefore, it is unlikely that 
any defect in o-methylation which may occur 
in schizophrenia can be attributed to a difference 
in the intrinsic properties of the enzyme СОМТ. 

COMT activity in the blood of female 
unipolar depressives has been reported to be 
lower than in normals (Cohn et al, 1970; 
Dunner et al, 1971). The results of the present 
study do not support this observation. However, 
there remains a possibility that a sub-group in 
unipolar depression may be characterized by 
low COMT. 
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Hostility in Drug Dependent Individuals: Its Relation to 


Specific Drugs, and Oral or Intravenous Use 


By MICHAEL К. GOSSOP and ALEC ROY 


Summary. Although a number of studies have suggested that hostility and 
drug dependence may be related, there are few systematic studies of this issue. 
Using the Hostility and Direction of Hostility Questionnaire, the present study 
compares several drug-dependent groups of patients. Results showed that the 
intravenous in-patient group was more hostile on several variables than their 
out-patient counterparts, and also more hostile than an oral in-patient group. 
Barbiturate abusers were found to have high levels of hostility; amphetamine 
abusers were the least hostile group, and narcotic dependent patients were 
intermediate between the two. 

Correlations between scales of the НОНО were all positive, and most were 
both high and statistically significant, suggesting that hostility represents a 
relatively generalized trait in drug-dependent subjects. The results are discussed 
both in terms of patient selection factors—the differential pressures on different 
types of patients, and in terms of direct drug effects. It is suggested that the 
hostility of drug-dependent patients may represent an important problem of 
personal functioning and may require special attention in treatment programmes. 


INTRODUCTION 

A considerable number of studies have 
investigated personality factors in drug addicts. 
And although it is now widely acknowledged 
that, as in alcoholism (Mogar, Wilson and 
Helm, 1970), no unitary personality pattern 
will be found for all drug-dependent individuals, 
there is some evidence that differences exist 
both between addicts and non-drug-dependent 
groups and between different groups of addicts 
in terms of discrete personality traits. Teasdale, 
Segraves and Zacune (1971) suggest that drug 
users may score higher than normal subjects on 
the psychoticism factor of the Eysenck Per- 
sonality Questionnaire, and there is also 
evidence that oral amphetamine users may be 
more submissive than intravenous narcotic 
users (Teasdale, 1972). Heller and Mordkoff 
(1972), in an MMPI study, suggest that there 
may be personality differences between heroin 
and multiple non-addictive drug users, and 
Levine et al. (1972) have investigated the 
personality correlates of success in treatment 


programmes; successful treatment was found to 
be associated with high scores on the compliance 
and anxiety variables. 

One personality characteristic which has not 
been fully investigated in drug-dependent 
subjects, is hostility.’ It has been suggested 
that drug dependence may be closely related to 
hostility and aggression (Burke and Eichberg, 
1972; Schoolar, White and Cohen, 1972); and 
Cockett and Marks (1969), who studied a 
group of young offenders (aged under 21 years) 
in the London area, found that amphetamine 
users tended to be more hostile than non-users. 
The authors account for this in terms of the 
greater tendency of the drug users to be intro- 
punitive, and particularly to express feelings of 
self-criticism and guilt. Gossop, Cobb and 
Connell (1975) have studied self-destructive 
behaviour in intravenous and oral drug- 
dependent groups and suggest that the incidence 
of self-poisoning and self-injury is high for 
both of these groups. There were, however, 
differences between the two groups, the oral 
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users being more likely to have a history of 
multiple self-injury. 

Another study (Edwards, Bloom and Cohen, 
1969) compared groups of hallucinogenic drug 
users and controls, and found the drug users to 
be more hostile. These authors suggest that 
expression of hostility and dependence upon 
drugs appeared to be associated: the subjects 
who were most dependent upon drugs scored 
highly on the hostility measures. Anumonye 
(1970), on the other hand, looked for personality. 
characteristics that might predispose subjects to 
barbiturate dependence, but was unable to 
discover any differences in hostility between 
addicts and controls. ; 

There are, however, no studies of the rela- 


tionship between hostility and drug dependence | 


in which direct comparisons are made between 
different groups of addicts. The present study 
compares intravenous and orally dependent 
groups, and in-patient and out-patient groups, 
and also compares addicts who are dependent 
upon sedatives, narcotics and amphetamines. 


, METHOD 
Subjects and procedure . са 

Fifty-three subjects took part in the study. They 
were divided into four main groups. In-patients and 
out-patienta were separated, .as were intravenous 
users and oral users. Most subjects were multiple 
drug abusers, and the drug preferences of these groups 
have been described by Gossop and Connell (1975): 
the subjects of the intravenous groups however, were 
mainly narcotic users, though a few were barbiturate 
users. Subjects in the oral groups used a wider range 
of drugs. The in-patient group used barbiturates and 
amphetamines, and the out-patient group was com- 
posed of approximately equal numbers of barbiturate, 
amphetamine and narcotic drug users. In the intra- 
venous group, there were 14 in-patients and 19 out- 
patients; in the oral group there were то subjects in 
both the in-patient and in the out-patient group. 
There were 32 subjects dependent on narcotics 
(heroin, morphine and methadone), 13 dependent on 
sedatives (barbiturates and mandrax) and 8 depen- 
dent on amphetamines. All subjects were receiving 
treatment at the drug dependence unit of the Bethlem 
Royal Hospital and the Maudsley Hospital, and were 
comparable in terms of age, sex and drug abuse 
characteristics to other patients at the drug unit 
(Gossop and Connell, 1975). All in-patients were 
drug-free at the time of testing; the out-patients were 
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all using drugs. The ratio of males to females in the 
drug-dependent population is generally taken to be 
about 4:1 for both opiate and non-opiate using 
groups (Gardner and Connell, 1971, 1972). In the 
present study, the overall ratio of males to females 
was about 3 : 1 (39 males, 14 females), and the sexes 
were equally divided in all groups. The average age 
of the subjects was 25°0 years. 

All subjects were seen individually and completed 
the Hostility and Direction of Hostility Question- 
naire—HDHQ (Foulds, 1965). This gives scores on 
eight variables; a general hostility scale, an extrapunitive 
scale, an intropunitive scale and scores on five subscales. 
The three extrapunitive scales are acting-out hostility, 
delusional hostility, and criticism of others. The two intro- 
punitive scales are delusional guilt and self-criticism. 


RESULTS 

The data were first of all analysed using a 
two-way multivariate analysis of variance, 
covariance and regression. This showed no 
differences on the two main effects (intravenous 
vs oral and in-patient vs out-patient). However, 
the interaction effect was statistically significant 
for five of the variables. There was a significant 
interaction effect on the general hostility 
(р < 0-002), extrapunitive (p < 0:004), 
intropunitive (р < 0:04), acting-out (р < 0:02) 
and criticism of others (р < 0-003) variables. 
The mean scores of each group are given in 
Table I, and it can be seen that on all variables 
the intravenous in-patients score higher than 
the intravenous out-patients. This relationship 
is reversed for the oral group: out-patients score 
higher than the in-patients on all variables. 

A further analysis of variance compared the 
intravenous in-patients and the oral in-patients. 
This showed that intravenous in-patients are 
more generally hostile and more exirapunitive, and 
also score higher оп the acting-out hostility, and 
criticism of others variables (p < о-о for all 
variables). Of the comparisons between the 
intravenous and oral out-patient groups, none 
reached statistical significance. 

Analyses of variance were also made within 
the intravenous and oral groups, comparing the 
in-patients and out-patients. No statistically 
significant differences were found within the 
oral group. However, there were differences 
within the intravenous group. It was found 
that the intravenous in-patients scored higher 
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HOSTILITY IN DRUG DEPENDENT INDIVIDUALS 


Taare І 
Mean scores of intravenous and oral in-patient and out-patient groups, on the Hostility and Direction of Hostility Questionnaire 





Intravenous 




















Oral 
In-patients Out-patients In-patients Out-patients 
(n = 14) (п = 19) (n = 10) (а = 10) 
Age 22:4 24:3 29:9 25:1 
96 of each group Narcotics 79% Narcotics 95% Barbiturates 60% Narcotics 30% 
dependent upon Barbiturates 30% 
specific drugs Barbiturates 21% Barbiturates 5% ^ Amphets. 40% Amphets. 40% 
Total hostility 31:1 21:6 22:7 29:1 
Extrapunitive 20:1 19:4 13:2 17-8 
Intropunitive II':0 8-2 9:6 II'4 
Acting out .. T 8:2 5:9 5:3 6-8 
Delusional hostility .. 3-1 2:0 2:3 3:6 
Criticism of others .. 8-7 5:4 5:2 7:4 
Delusional guilt - 4I 2:8 3*5 40 
Self-criticism 6.8 5:3 б-т 7u 
on the general hostility, extrapunitive, acting-out and Discussion 


criticism of others variables (р < о:ог for all 
variables). In addition, the in-patients scored 
higher on the delusional guilt variable (p < 0:05). 

Analyses of the data comparing subjects 
dependent upon different drugs also revealed 
statistically significant differences. Patients de- 
pendent upon barbiturates and Mandrax were 
found to be the most hostile group on the 
extrapuntive and acting-out hostility variables, with 
narcotic users intermediáte and amphetamine 
users the least hostile (p < 0:05 for’ both 
variables). There were no overall sex differences, 
and comparisons of the groups for age revealed 
no statistically significant differences (see 
Table I). 

The correlations between age and the eight 
hostility variables were calculated, and these 
are shown in Table II. All correlations between 
the hostility variables are positive, and all 
except for four are statistically significant. It is 
striking that many of these intercorrelations are 
very high (e.g. between general hostility and 
extrapunitiveness, --0:92, and between general 
hostility and criticism of others, +-0-83). All 
correlations between hostility scores and the 
age variable are negative, though none at a 
statistically significant level. 


The results of the present study suggest that 
there are differences in measured hostility 
between differing groups of drug-dependent 
patients. In particular, the study has yielded 
three statistically significant results. Firstly, 
intravenous in-patients had higher scores than 
intravenous out-patients. Secondly, intravenous 
in-patients had higher scores than oral in- 
patients. Thirdly, the barbiturate-using group 
had the highest scores, next were the opiate- 
users and lowest were the amphetamine users. 

The higher general hostility, extrapunitive, 
acting-out hostility and criticism of others 
scores of the intravenous in-patients when 
compared with the intravenous out-patients and 
the in-patient oral users, may be explained by 
two factors. First is a selection factor. The out- 
patient group contains several different groups 
of patients. Some are patients who have been 
attending for some months and years, and who 
are maintained opiate addicts, often working 
and leading otherwise ordinary lives. They 
attend the clinic fortnightly and report few 
problems. These patients are very similar to the 
‘stable’ addicts described by Stimson (1973). 
Other out-patients are not apparently so well- 
adjusted and have many difficulties in several 
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Tase II 
Correlations between age and hostility variables 
Delu-  Criti- Delu- Self - 
Total Extra- Intro Acting sional cism sional criti- 
| Аре hostility punitive punitive out hostility ofothers guilt cism 
Age m 100 | 
Hostility —o-21 1:00 
Extrapunitive ' ` —o'17 0:92 1-00 
Intropunitive — 0:73 0-42 £08 
Acting out —0*12 0:72 0-79 O34 1*00 
Delusional hostility: — —0:06 "0-78 0:2 — 0:46 ^ 0:46 1:00 
Criticism of others —0*22 0°83 prod 96 P 0:56 0:65 1*00 
Delusional guilt —0*17 P ' 0°52 0:82 ' 0:40 0'49 0* 44 1-00 
Self-criticism —o-18 0:57 . 0-25. очот 0:18 O25 — 0:23 — 0:54 1-00 





All italicized scores are statistically significant. For 1 and 50 degrees of freedom, confidence limits. are: 
. at 95% = 0:286; and at 99% = 0:376. 


areas of Ше, but are nonetheless maintained on 
a reducing scale of opiates over:a period of 
months. Such patients may, for a variety of 
reasons, have no inclination to seek in-patient 
treatment. Admission may lead to the loss of 
their job or to the revelation of their drug 
problem to their employer, family or friends. 
On the other’ hand, several in-patients 
attend the clinic, referred from other centres, 
with admission requested. This request may be 
precipitated by some crisis in the patient’s life 
or management—for example, a future court 
appearance on a drug-related charge; or, indeed, 
after such an appearance the court may indicate 
that in-patient treatment should be sought. 
Apart from such referrals, other intravenous 
opiate addicts may come themselves to the 
clinic because of similar circumstances. Their 
drug addiction may have led to contact with the 
police, and a court appearance may be pending. 
In an effort to influence: the future decision of 
the court, the addict may seek out the clinic 
with the intention of eventually obtaining, 
through his solicitor, a medical report to the 
court which is bound to state that he is attend- 
ing a treatrhent centre. The greater general 


hostility, extrapunitiveness, acting-out hostility, 
criticism of others, and delusional guilt which are 
characteristic of the intravenous in-patient 
group may reflect personality traits which are 
relatively stable over time. These may have led 
to greater difficulties in work, social, family, 
inter-personal and law-abiding aspects of life. 
It may be that the greater difficulties of the 
intravenous in-patient group in these areas, 
especially in relation to the law, may have led 
to their admission. The intravenous out-patients, 
who as a group have lower hostility scores, may 
have fewer difficulties in these areas of life and 
thus may be more able to be managed and 
treated as out-patients. 

The in-patient oral group are not, in the main, 
admitted because of legal proceedings. They 
rarely come directly from court or prison or 
seek admission because of impending court 
proceedings. Their drugs of dependence are 
more often obtained from doctors and other 
conventional sources which do not necessitate 
illegal activity. In this way the pressures on an 
oral user.to seek in-patient treatment may differ 
from those for intravenous users, and this could 
be reflected in the results. Oral in-patients tend 
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to score lower than their intravenous counter- 
parts on the general hostility, extrapunitiveness, 
acting-out hostility and criticism of others 
variables. The ‘differences in hostility between 
the oral and intravenous users are in some ways 
comparable to the previous finding of Teasdale 
(1972). Teasdale reported that oral amphe- 
tamine users tended to be less dominant than 
intravenous narcotics users. Connell (1970) 
also suggested that there may be basic differences 
between oral and intravenous drug users, and 
this gains general support from the present 

The second factor to account for the higher 
levels of hostility of the intravenous in-patients 
may be the pharmacological action of the drugs 
themselves. The in-patients are withdrawn from 
drugs when admitted to hospital, and at the 
time of the study all in-patients were drug-free. 
It may well be that the intravenous narcotics 
reduce the hostility of the patient, and thus 
scores on the different sections of the hostility 
questionnaire may be different depending on 
whether or not the patient is taking opiate drugs. 
Certainly, many patients claim that inter- 
personal relationships are easier and more 
harmonious when they are taking opiates than 
when they are not. It may be that decreased 
hostility while taking opiates contributes to this 
in some cases. Thus the intravenous in-patients 
may score more highly on the hostility measures 
because they are detoxified and free of opiates. 
This explanation is supported by the suggestions 
of Gossop and Connell (1975), and of Teasdale 
(1972), that the drugs of dependence may fulfil 
some self-medicating or self-regulatory function. 

The third finding, that the barbiturate-using 
group had the highest total hostility, extra- 
punitive, and acting-out hostility scores, suggests 
that neither selection factors on the basis of 
personality and behavioural factors, nor phar- 
macological factors alone, are sufficient to 
explain the results, since barbiturate users 
represented only 21 per cent of the high-scoring 
intravenous in-patient group, while they repre- 
sented 60 per cent of the low scoring oral 
in-patient group. 

It is difficult to explain why there was a 
lower percentage of barbiturate users in the 
high-scoring intravenous in-patient group than 
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in the low-scoring oral in-patient group. How- 
ever, it is possible that some interaction of drug 
and selection factors could have produced such 
a result. Intravenous barbiturate users may 


‚ differ markedly from the oral barbiturate users 


in terms of hostility. Although there are too 
few barbiturate users in the present sample to 
test this suggestion, it is one which lends itself 
readily to empirical research. 

Finally, the high positive correlations between 
the eight scales of the HDHQ require mention. 
With four exceptions, all correlations are 
statistically significant (the highest correlation is 
that between general and extrapunitive hostility, 
--o:92). This suggests that the high level of 
hostility which is characteristic of drug- 
dependent individuals tends to manifest itself 
as a general trait in a wide range of situations. 
Indeed, the finding that extrapunitive and 
intropunitive hostility scores are correlated 
(-++-0-42) confirms this. 

The results of this study, together with those 
of previous studies (Cockett and Marks, 1969; 
Edwards, Bloom and Cohen, 1969), suggest that 
many drug-dependent individuals may have 
considerable difficulty in coping with their own 
hostile feelings and impulses, and that this 
hostility may reflect a relatively generalized 
trait which manifests itself in many situations. 
It is not clear how the aetiology of addiction 
and hostility are related. Indeed, it is probable, 
as the present study suggests, that drugs may 
have some direct effect upon measured hostility. 
Nonetheless, it is equally likely that the high 
levels of hostility which are found in many of 
those people who are dependent upon drugs also 
reflects, at least in part, a stable personality 
trait. For those concerned with the treatment of 
drug dependence, the hostile feelings and 
behaviour of addicts may represent an im- 
portant area of personal difficulty, needing 
special attention. Individuals addicted to intra- 
venous drugs who seek in-patient treatment 
may represent the most hostile drug-dependent 
group and may be the most in need of help 
with their problems in this area. 
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Impotence: Prognosis (A Controlled Study) 
E By J. M. A. ANSARI 


Summary. Sixty-five patients primarily reférred for erectile impotence were 
investigated and, treated in a psychiatric out-patient department. Information , 
was obtained from patients and wherever possible from their partners. Subjects 
. were treated either with chemotherapy or with a modified form of. Masters and 
Johnson's technique. A controlled group were not given any specific treatment. 
Results indicated that neither chemotherapy or behaviour modification (modi- 
fied Masters and Johnson's technique) were in any way superior to no treatment. 
The prognosis was related to the clinical features of the subjects rather than to 
the form-of treatment. Subjects in whom impotence was caused by a specific 
psychological or physical trauma showed a much better prognosis than those 
who had an insidious decline in sexual potency without any discernible psycho- 
` logical or physical factors. The decline in these latter subjects with a vay poor , 


prognosis was posse due To inherent physiological factors. 


4 


INTRODUCTION 
Opinions regarding the prognosis of impo- 
tence, especially disorders of erection, appear 
contradictory. Some workers have claimed a 
very high (up to go per cent) recovery rate with 
psychotherapy (Stekel, 1927; Stafford-Clark, 
1954; Hastings, 1963), chemotherapy (Hamil- 
ton, 1937; Tuthill, 1955; Teter, 1972), beha- 
viour therapy (Wolpe, 1958; Rachman, 1961; 
Friedman, 1968), hypnotherapy (Schneck, 
1970) or even simple counselling (Wolberg, 
1967), while others, using similar forms of 
treatment have reported a very low recovery 
rate (Johnson, 1965; Cooper, 1969). Possible 
reasons for such a wide discrepancy may be that 
the opinions are based on single case studies 
(Kinsey et al, 1948), preconceived ideas 
(Hastings, 1963) or dearth of factual data 
(Cooper, 1968). 
The present paper is a report of a controlled 
study in which the efficacy of specific forms of 
treatments was evaluated against no treatment 


(control) in a group of subjects suffering from: 


erectile impotence, and examines the factors 
which may have influenced the outcome of 
treatment. 


Pip ada С 


PATIENTS AND METHODS 

Sixty-five patients with a primary complaint of 
erectile impotence were investigated and treated in a 
psychiatric out-patient department. On the basis of 
the data obtained from the patients and (wherever 
possible) their partners, they were classified into three 
distinct clinical sub-groups: 

Group 1 (ат cases). Acute onset triggered off by 

psychological or physical trauma. 

Gioup 2 (23 cases). Insidious onset due to long- 

term psychological or physical factors. 


Group 3 (21 cases). Insidious onset without any 
discernible psychological or physical factors. 


In Group г the majority of subjects had become 
impotent because of anxiety in sexual situations: first 
coital attempt, engagement, marriage. In Group 2 
subjects developed impotence mainly because of their 
partners’ low sexual response, interpersonal conflict, 
extra-marital relationships. In Group 3, in spite of a 
thorough search, no psychological or physical factors 
could be found to account for the decline in sexual 
potency. The three groups differed significantly in 
their mean age (Group т = 29:0; Group 2 = 46:4; 
Group 3 = 45:0; P < :001), marital status 
(Р < ‘oo1), mean duration of disability (Group 1 
= 1.6 years; Group 2 = 3:1 years; Group 3 = 5:0 
years; P < +05), and their sex drive. Details of the 
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differences between the three groups have been 
published elsewhere (Ansari, 1975). 

For the purpose of treatment subjects were assigned 
either to (a) chemotherapy, (b) a modified form of 
Masters and Johnson’s technique (Bancroft, 1972) 
or (c) to a control group who were пої given any 
specific treatment. The distribution was not strictly 
random. А` number of cases could not be assigned 
to the Masters arid Johnson's technique either because 
they were single or because their partners were.un- 
willing to participate in the treatment. Such cases 
were treated either with chemotherapy or were 
placed in the no-treatment control group. All subjects 
attended the clinic for six to eight months and were 
seen every two to three weeks for a total of 12-14 
occasions. No formal psychotherapy was given to any 
patient. The partners were interviewed whenever 
they agreed to come and were only involved in 
treatment if allocated to the Másters and }омноа! 8 
technique. ‘ 


Cente. . 

Patients were prescribed oxazepam, a total of 30—90 
mgm. daily in divided doses. This drug is known to 
have anxiolytic properties (Dally, 1967) and impo- 
tence caused by a high level of anxiety (Tucker, 1971) 
should improve as soon as the anxiety is brought 
under control. The initial dose was 30 mg. and this 
was gradually increased to a maximum of go mg. 
daily (30 mgm. t.d.s.). If patients became drowsy the 
dosage was reduced and kept at the lower level. 
Patients were made aware that the tablets prescribed 
were not hormones. 


Masters and Johnson's technique 

Masters and Johnson’s (1970) technique is based 
on the principle that impotence develops from a 
breakdown of interpersonal relationship, rather than 
from a psychiatric or medical illness; so the aim of 
the method is to improve the quality of the relation- 
ship between the couple as well as their sexual atti-. 
tudes. No patient is accepted on his or her own, for 
sexual dysfunction is regarded as a problem of the 


marital unit and not of the individual alone. There is- 


a dual-therapy team consisting of a male and a 
female therapist. Couples are initially told not to 
indulge in sexual intercourse until advised to do so, 
thus removing the pressure to procure and perform. 
They are further instructed to explore the sensation of 
touch, and emphasis js placed on giving pleasure 
rather than on receiving it. As soon as the subjects 
have mastered the preliminaries, the female js 
advised to stimulate the male's genitals, and this is 
repeated several times. The erections thus procured 
are allowed to die down until the man gradually 


195 


overcomes his fear of losing erection during inter- 
course; only then are they encouraged to indulge in 
coitus. Treatment lasts about two weeks, during which 
time they spend 12.to 30 hours with the therapists and 
the rest in homework., 


Modified form (Bancroft, 1972) 

In order to make it applicable in the hospital 
setting, a modified form of the original technique was 
used. The basic principles were the same. There was 
only one therapist; the patients practice took place 
in their own homes, and they were seen periodically 
in the out-patients department, usually every two 
weeks, totalling 12 to 14 occasions. 


No-treatment group (control) 

These patients were not given any specific therapy, 
though they attended the clinic for the same length 
of time and the same number of occasions as the 
other groups. History taking, physical examination, 
any necessary laboratory investigations and follow-up 
were exactly. the same as for the other subjects. 

The distribution of the subjects according to their 
clinical categories and the type of treatment assigned 
to, is presented in Table I. 


ТавІЕ І 
Distribution of 55 impotent subjects in ішо treatment 
and no treatment (control) categories 





Chemo: Masters and Мо treat- 








Subjects th Johnson ment 
тару (mod) (control) 
Group 1 
(N = 18) 6 4 8 
Group 2 : 
(N = 20) 6 9 5 
Group 3 
(N=17) 4 8 5 
Total .. 16 (29:0%) 21 (38-19%) 18 (32-7%) 


e REsutts 
Out of a total of 65 cases, 55 subjects com- 
pleted their treatment. In the remaining 10 
subjects the outcome was not known, as they 
discontinued their treatment after attending 
only a few sessions. 
' The degree of improvement was assessed as: 
1. Recovered—In this group subjects were 
completely satisfied with their sexual per- 
formance and considered themselves as 
completely recovered. 
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2. Improved—In this group subjects were 
able to perform coitus more often than 
before they attended the clinic; but they 
experienced occasional failure and were 
considerably less satisfied than the re- 
covered group. 

3. No change. 

Patients were followed up for a further 
period of eight months. During this period 
they were seen on two or three occasions and 
their progress was noted. The results of treat- 
ment after the completion of their treatment 
and at eight months follow-up are summarized 
in Table II. 

There was no significant difference in the 
outcome between treated and control subjects. 
The rate of recovery appeared to be related to 
the clinical categories. Groups. 1. and 2 showed 
a significantly better recovery rate than Group 3 
(P« -or). The higher rate of recovery seen in 
the controls is due to a bigher number of 
Group 1 cases in this category. 


IMPOTENCE: PROGNOSIS (A CONTROLLED STUDY) 


Eight months follow-up showed no signi- 
ficant change in the outcome of Group 1 sub- 
jects; but a considerable number of subjects 
relapsed in Groups 2 and 3. 

Age, social class and religion were not 
related to the rate of recovery. Although subjects 
in Group 1 had a lower mean age than those in 
Groups 2 and 3, they did not significantly differ 
in the age range (Group 1—17-49; Group 2— 
29-61; Group 3—31-58). A Chi-square test 
performed on subjects aged 31—49 years (thereby 
removing the age effect) showed a significant 
difference in the rate of recovery between 
Groups 1 and 3 (x? == 10:53, d.£. 1, P< o1). 
Subjects who were married to a helpful partner 
either showed a good recovery or adjusted to 
their own low sexual capacity. Where the 
partners! sexual response and attitudes were at 
fault the outcome was poor. Long duration of 
disability was associated with poor outcome, 
which is a significant characteristic of Group 3 
(Group 1/Group 3 P< -05). 























Tasre П 
Distribution of 55 impotent See according to treatment response. (A—After the completion of their treatment ; 
B—Eight months follow-up) 
Chemo- Masters and No treatment 
therapy Johnson (mod) (control) "Total 
Subjects ——————— Rec4-Imp Significance* 
Rec Imp МС Rec Imp NC Rec Imp NC 96 РЕ 
A Group I . 
(N 218) .. 4 I I 4 =- >, 7 I - 89 Gi/G2 N.S. 
Group 2 ^ , i | 
(N —20) .. 3 I 2 3 4 2 2 2 I 75 G2/G3 Р < +05 
Group 3 ` s e: | | 
(N—:1) o = 1 8 c7 4 4 "c I 4 35 Ga/G1 Р < +002 
Total - Treatments/control 
Rec/Imp (%) 63 67 72 64 N.S. 
B Group 1 

(№ = 18) 4 - 2 4 -= >- 7 -= 1 84 Gi/G2 Р < -o2 
Group 2 ; 
(N=20) .. 3 - 8 2 ~ 7 2 2 1 45 G2/G3 N.S. 
Group 3 i . 
(N = 17) - =- 4 - 1 7 - I 4 12 G3/G1 P< «оог 
Total Treatments/control 
Rec/Imp (%) 44 33 68 47 N.S. 





Rec = Recovered; Imp = Improved; NC = No change. 
* Geigy Scientific Tables. 


BY J. M. A. ANSARI 


Discussion 

Opinions regarding the prognosis and the 
treatment of choice for impotence vary. Most 
workers agree that a number of patients recover 
after a discussion of their problem, or simple 
counselling (Wolberg, 1967), while a number of 
patients do not respond even after years of 
treatment (Stafford-Clark, 1954). 

Many divergent forms of treatment having 
no common theoretical basis have been used, 
each claiming a significant success. Before the 
introduction of psychoanalysis, urologists used 
to treat impotence with steel bougies and silver 
nitrate instillation (Gross, 1887; Hohman and 
Scott, 1933). Psychoanalytical writers pointed 
out that whatever benefit these subjects received 
from urological treatment was a placebo effect 
(Menninger, 1935) and claimed that only 
psychotherapy could cure these cases by re- 
moving guilt and conflicts (Stekel, 1927; 
Stafford-Clark, 1954; Ellis, 1962; Hastings, 
1963). Tuthill (1955) obtained a 77 per cent 
success rate in impotence by the use of testo- 
sterone preparations, while Friedman (1968) 
obtained 84 per cent recovery by desensitization. 
In recent years Masters and Johnson (1970) 
introduced a technique based on the principles 
of supportive psychotherapy and behaviour 
modification, with a very significant recovery 
rate (up to 80 per cent). Bancrofts (1972) 
modification of Masters and. Johnson's tech- 
nique in several respects did not significantly 
affect the results obtained by the original 
method. Contrary to the claims of such high 
success rates there are studies which show 
that the prognosis of impotence is poor. Jobn- 
son's (1965) retrospective study of Maudsley 
Hospital patients showed 31 per cent recovered 
or improved, and Cooper (1969) obtained 39 per 
cent recovered or improved with a treatment 
consisting of deep muscular relaxation, provision 
of optimal sexual stimulation and psychotherapy. 

Generally impotence is regarded as a symp- 
tom of neurosis (Glover, 1949) caused by psycho- 
logical or physical stress, and psychotherapy 
could therefore be considered to be the treat- 
ment of choice. However, several studies 
(Denker, 1946; Eysenck, 1960) have pointed 
out that the spontaneous remission rate in 
neurotic disorders does not vary significantly 
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from that obtained by psychotherapy. It is 
possible that we may be dealing with a similar 
situation in the case of impotence. Whether the 
high success rate obtained with psychotherapy, 
hormone treatment or behaviour modification 
represents spontaneous remission or the bene- 
ficial effect derived from the specific therapy 
needs evaluation on the basis of properly con- 
ducted controlled studies. 

In the present study subjects in Group 1 and 2 
developed impotence in response to a psycho- 
logical or physical trauma. The mean recovery 
rate of these two groups, though fairly high, was 
not far off the spontaneous remission rate of 
neurosis (Eysenck, 1960). The difference in the 
rate of recovery between these two groups was 
due to the fact that in Group 1 the stress pri- 
marily involved the subject himself, while in 
Group 2 the stress was linked with the partner's 
personality, and sexual response and with dis- 
turbed interpersonal relationships. Group 3 
appears to be singularly different from the other 
two groups in that the subjects had an insidious 
decline in their sexual potency without any 
discernible aetiological factors. From the begin- 
ning of their sex life they consistently showed a 
low sex drive. In this group impotence does not 
appear to be neurotic in origin and is difficult to 
explain except in terms of inherent physio- 
logical factors (Ansari, 1975). A radio-immuno- 
assay technique did not show that serum testo- 
sterone levels in Group 3 were significantly 
different from those of the other two groups 
(Ansari et al, 1973); however, endocrine 
abnormalities have been reported by others 
(Cooper et al., 1970; Fabre et al., 1973; Legros 
еі al., 1973). Subjects in this group showed а 
very poor prognosis; none of them recovered 
completely, and those who showed improve- 
ment relapsed very soon. 'This confirms the 
findings of others that there is a group of 
patients who do not respond to any form of 
treatment (Stafford-Clark, 1954; Johnson, 1965; 
Masters and Johnson, 1970). It may, however, 
appear that the factors responsible for their poor 
prognosis are physiological rather than psycho- 
logical. 

Although a number of factors could have 
influenced the prognosis of the subjects in the 
no treatment (control) category, such as 
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attendance at the clinic, physical examination 
and expectation of recovery, there is no doubt 
that neither chemotherapy nor behaviour modi- 
fication proved to be any more effective than 
the simple reassurance or encouragement which 
these patients might have received while dis- 
cussing their problem. It may also appear of 
considerable practical importance to recognize 
those subjects in whom the prognosis is likely to 
be poor in order to enable the couple to adjust 
to the situation, by explanation and support, 
rather than by lengthy treatments. 
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Book Reviews 


HISTORY 


World History of Psychiatry. Edited by J. G. 
Howexts. London: Baillitre Tindall. 1975. 
Pp xvii+728. Index 21 pp. Illustrated. Price 
£14.50. 

This book comprises 29 chapters covering the 
history of psychiatry in, as the editor claims, some 
90 per cent of the globe. Dr Howells is to be con- 
gratulated on having collected contributions from 
psychiatrists in over 30 countries. These include 
many whose writings on history are universally 
known, such as Mora, Lopez Ibor, Diethelm, 
Wortis, Margetts and Schneck; but there are others 


whose contributions are all the more valuable. 
because they deal with less familiar areas and oe 


of the subject, 
The editor has himself written the: ЕРА 
and, with a co-author, Ше chapter on psychiatry in 


Great Britain. He rightly emphasizes, the -valué of a. 


sense of history by which ‘we are better orientated. to 


judge the present’ so that ‘the real issues stand out. 


against the detail’. However, the issues are not made. 
clearer by the intrusion of Dr Howells’ views on 
nosology and on trends in psychiatric treatment. He 
distinguishes between states of abnormal behaviour 
due to brain dysfunction and. those due to psychic 
dysfunction; for the former he invents the term 
‘encephalonosis’, for the latter ‘psychonosis’. Encepha- 
lonosis is the subject of ‘neuropsychiatry’ while 
psychonosis is that of ‘true psychiatry’. But then, 
strangely, encephalonosis is identified with what is 
usually called psychosis, and psychonosis is equated 
with neurosis. Thus it would seem that all disorders 
now classified as psychotic are to be regarded as of 
organic origin; but this is not followed up consistently, 
as elsewhere depression (of any type) is stated to be ‘an 
emotional illness’, 

The account of psychiatry in Britain (there is no 
chapter on Ireland) seems unbalanced; far too much 
space is given to social conditions in Roman and 
medieval times, with only scattered islands of 
psychiatry, and too little to the more recent develop- 
ments which would certainly be of most interest to 
readers in other countries. Such readers, for instance, 
would expect some brief exposition of the principles 
of our Mental Health Acts, but only one com- 
paratively minor feature is mentioned. Again, hardly 
anything is said about the development of the 


Maudsley Hospital, of the Institute of Psychiatry 
and of the now numerous University Departments of 
Psychiatry—in contrast to the space given to the 
activities of the Society of Clinical Psychiatrists; and 
when at last the Institute does receive mention it is 
only to be criticized, quite erroneously, for ‘practically 
holding the monopoly of postgraduate training’, a 
monopoly which is said to extend to research resources 
and to be hampering progress. In general, Dr Howells 
is not pleased with the orientation and outlook of 
British psychiatrists: we have been dominated by the 
views held in previous centuries and by the teachings 
of Adolf Meyer (to whom Dr Schneck devotes a 
section of his chapter on American psychiatry); 
‘neuropsychiatry’ is still in the ascendant and training 
mostly based on‘this, to the neglect, presumably, of 
‘true psychiatry’. However, we are told that progress 
in ‘dynamic psychiatry’ has taken place in spite of 
the ‘extraordinary doctrine’ of psychoanalysis, which 
for a time ‘throttled the home product’. 

A few:random points from the other chapters may 
be mentioned. In their chapter on Ancient Greece 
and Rome the authors, Charles Ducey and Bennett 
Simon, of Harvard, give due prominence to the 
Aristotelian concept of catharsis, and also stress 
thé importance of the Platonic therapeutic use of the 
spoken word. Here they quote P. L. Entralgo’s 
‘Therapy of the Word in Classical Antiquity’, in 
which the history of psychotherapy is sketched from 


‘the time when an Assyrian thinker was led to the 


concept of the ‘moral unconscious’. Entralgo is also 
quoted in Dr Mora’s chapter on Italy—a chapter 
which the author’s lucid diction makes a pleasure to 
read. This reviewer was, however, struck by the 
absence, both in the Graeco-Roman chapter and in 
that by Dr Baasher on the Arab countries, of any 
mention of the therapeutic role of the Isis cult, which 
dominated Egyptian religion in the Hellenistic era 
and spread to Greece and Rome and a large part of 
Europe, for some of the sufferers who thronged her 
shrines were almost certainly cases of mental disorder. 
Another cult which Dr Baasher does mention is the 
ZAR, which was the subject of an article in this 
journal a few years ago. And from Bulgaria comes a 
description of the ancient religious ritual of ‘fire- 
walking’, with an analysis of the social and cathartic 
function of such practices. 

Reading the chapter on India by Professor 
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Venkoba Rao, one notes the relation of the Yoga 
philosophy of Patanjali (about 300 ва), and its 
technique now being used in the West, to J. Н. 
Schultz’s ‘autogene training’ of 1932. And in the 
chapter on Mid and West Africa by Dr Lamho the 
role of the witch doctor is made clear and it is seen 
that without his help skilled and sophisticated 
European techniques can achieve little in these and 
similar countries. Trust and faith in the healer have 
throughout the ages been essential to success, and so 
the psychologically insecure, the anxious and 
troubled have found relief. 

To sum up, in spite of some inequalities, this is a 
valuable and most informative book. Perhaps some 
means could be found to keep it up to date with 
additional details of current advances. 


Е. W. ANDERSON 


DIAGNOSIS 


The Role of Diagnosis in Psychiatry. By R. E. 
Kenve tt. Oxford: Blackwell’s Scientific Publica- 
tions. 1975. Pp viii4-166. Index 10 pp. Price 
43.50. 

Professor Kendell sets out in this book to clarify the 
principles and concepts of diagnosis, and he succeeds 
in providing an impressive account. Continually 
informed by the author's own research experience, 
it lucidly discusses fundamental issues and disposes 
of semantic confusion and ill-thought-out criticisms, 
yet it does not overstate the role of diagnosis or 
minimize the difficulties. 

Starting from the belief that diagnosis is essential 
to communication in psychiatry, about half the book 
is devoted to methodology (reliability, validity, 
analysis and to the uncertain evolution of the 
International Classification and its glossaries. Some- 
what unsatisfactory is the chapter on Multivariate 
Analysis, which is too concisely technical to be 
comprehensible to the general reader. The most 
interesting parts of the book however, are those 


chapters devoted to the discussion of basic concepts, 


the nature of illness and disease entities, and issues 
such as discontinuity between syndromes and the 
argument between categories and dimensions. Here 
the author’s well known work on the classification of 
affective disorders and international diagnostic habits 
is set in context. 

Kendell is attracted by Scadding’s medical defini- 
tion of a disease as ‘the sum of abnormal phenomena’ 
by which organisms differ from a norm so as ‘to 
place them at a biological disadvantage’, He shows 
that the problems of diagnosis are as great in medicine 
as in psychiatry and examines the problems of 
describing ‘disease entities’ in both situations, In 
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psychiatry, where definition is usually in terms of 
clinical symptoms, this generally entails the establish- 
ment of a natural boundary between its symptoms 
and those of its neighbours. The author suggests, no 
doubt with personal feeling, that the issues are such 
that it is worthwhile for a few research teams to risk 
‘incurring the scepticism of their colleagues and 
eventual disappointment’ in the search for dis- 
continuities between syndromes. While the problems 
of the Kraepelinian system are admitted, the inade- 
quacies of alternatives are also pointed out. 

Particularly interesting and relevant to everyday 
clinical practice is the chapter on decision-making, 
which largely derives from Kendell’s own research. 
He describes the ways in which psychiatrists obtain 
information and make diagnoses, showing a lack of 
relationship between ‘diagnostic accuracy’ and 
experience, and examining the crucial role of the 
early moments of the interview. These findings give 
a fascinating glimpse of how individual psychiatrists 
actually work, but the conclusions are tantalizing. 
So much of psychiatry is concerned with other sorts 
of decision—whether to treat or not, the form of 
therapy, the need for further information. It would 
be very valuable to take this work further into what 
psychiatrists actually do. 

This book should be, and no doubt will be, widely 
read. It is clear and sensible and, being concerned 
with fundamental ideas about familiar issues, it is a 
stimulus to thought about one's own profession and 
clinical work. 

RicuagD Mayou 


PSYCHOPHYSIOLOGY 


The Psychophysiology of Mental Illness. By 
Marcom LADER. London: Routledge and 
Kegan Раш. Pp x--215. Indexes 56 pp. Price 
67.25. 

Psychophysiology—the study of ‘physiological 
variables which have a relevant correlation with 
behavioural events'—has so far had little more than 
lip service paid to it by psychiatrists. One possible 
reason has been the lack of a comprehensive and 
medically oriented textbook. This deficiency is now 
made good by the appearance of Dr Lader’s excellent 
work, which is concise, lucid, authoritative, and 
modest in the demands it makes on the reader’s 
background knowledge. 

The author's essentially empirical approach is 
spelled out in the Introduction, in which he empha- 
sizes that physiological variables usually act as no 
more than indicators of some behavioural change in 
the patient; causal relationships should not be 
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assumed and can rarely be demonstrated. Those who 
find this cautious viewpoint irksome should be 
encouraged to read on. The whole book amounts to 
a demonstration that the careful amassing of empirical 
observations provides ultimately a firm basis for 
speculation about the mechanisms of mental illness. 

The second chapter gives as useful a description of 
psychophysiological techniques as can be found 
anywhere, and in the following chapter a number of 
notoriously elusive concepts are discussed, such as 
autonomic balance, stress, activation, and arousal. 
In the second half of the book an account is given 
of studies on anxiety, depression, schizophrenia, 
hysteria and a variety of other conditions. The 
inclusion here of summaries of a large number of 
published reports makes for rather heavy reading; 
but this is a small price to pay for so wide-ranging 
and meticulous a review of the literature, backed up 
by excellent bibliographical and subject indexes. 

In the concluding chapter the author sets out, with 
tantalizing brevity, a possible model of emotion and 
its morbid developments. This is a particularly 
illuminating section, and a longer discussion would 
have been welcome. The same could be said of the 
preceding section of psychosomatic conditions, where 
a fuller exposition would have allowed some im- 
portant concepts. to emerge more. definitively from 
the fog which for decades has obscured them. . 

It is, however, a pleasure to read a text so econo- 
mical of words, so reliable in its statement of current 
knowledge, so realistically restrained in its interpreta- 
tions. It should be owned by all medical libraries and 
all trainee psychiatrists. It will also be useful to many 
psychologists and physiologists. To the budding 
researcher it is'a godsend as a source of ideas and 
references and of priceless caution and advice on 
research methodology. 

` Davip JULER 


MENTAL HANDICAP 


Opening the Door: A Study of New Policies for 
the Mentally Handicapped. By KATHLEEN 
Jones, Joun Brown, W. J. CUNNINGHAM, 
Jouan Roserts and Perer ҮҮплтїАмз. Rout- 
ledge and Kegan Paul Ltd. 1975. Price £6.95. 

Inquiries in recent years into the administration 
and quality of care in several large mental sub- 
normality hospitals led to a spate of constructive 
investigations, and documentation of the need for 
change. The Hospital Advisory Service teams gave 
their opinions, and many books and papers were 
published including the command paper Better 
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Services for the Mentally Handicapped. One Regional 
Hospital Board arranged its own detailed inquiry 
by using the research facilities and personnel of the 
University of York, and in three years a scientific 
appraisal was made. 

This book is the result and must be read by all of 
us who have said in the past ‘that doesn’t happen in 
my hospital’. Details of the patients’ day are un- 
covered and placed before those of us who rarely see 
the ward at night or in the early morning. ‘Nobody is 
batting for Ely’ and ‘the nursing shortage’ are 
platitudes under which we can afford to sink only at 
our professional peril and with the inevitability of 
declining standards of patient care. 

The text is somewhat tedious because of the detail 
portrayed, but the summary is good. What concerns 
me most is that the action it was possible to take as a 
result of this survey was so limited that one gains the 
impression that very little happened. 

The sub-title ‘A Study of New Policies for the 
Mentally Handicapped’ is perhaps inaccurate but 
reflects the optimism of those who work in mental 
handicap and the disappointment we experience 
when new policies are put on paper but there is 
neither the money, manpower nor expertise to 
convert these into action for the patients’ benefit. 
This book shows clearly that we are still a long way 
from implementing the policies outlined, for instance, 
in the Government White Paper Better Services for the 
Mentally Handicapped, a document considered out- 
dated. by many of us who look into the future. 

The main title, however, is appropriate: ‘ 
the door'—but by whom, how far and for how long? 


Joan Brickner. 


CHILDREN AND ADOLESCENCE 


Psychiatric Illness in Adolescence: Its Psycho- 
pathology and Prognosis. By M. T. HasrAM. 
London: Butterworths. 1975. Pp x-- 118. Index 
3 pp. Price £5.00. 

It is becoming increasingly clear that long-term 
detailed follow-up studies are invaluable for learning 
about the impact of life events upon individual 
development. Such studies are therefore very much 
to be welcomed: However, to be useful in clinical 
practice some way must be found to include individual 
temperamental differences among the variables. 
Similar life events in the biography of two individuals 
may have quite different effects upon development, 
depending on whether the individual experiences it 
with an active or passive or aggressive reaction. An 
event may result in disorder in one person but 
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maturation in another. In such a study it is also 
important that preconceived ideas of what is a trau- 
matic experience should not slant the inquiry to the 
exclusion of probably equally important events that 
do not fit the investigator’s current theory. The 
relative lack of information, until recently, about the 
importance of fathers to their children is one such 
instance. This book, after a useful review of the 
earlier literature on deprivation in childhood, gives 
an account of a study of some 50 adolescent in- 
patients and their progress after 2 to 4 years. Their 
initial histories are compared with a control group. 
As would be expected, the psychiatric patients had 
experienced significantly more separations from 
parents and those which had occurred between 
ages 18 months and $ years correlated significantly 
with adolescent breakdown, and related to low IQ. 
Anxiety was especially strongly related to poor and 
disrupted early relationships. 

At follow-up nearly half of the patients were found 
to have a new diagnosis, and half were still receiving 
psychiatric help. Such damaged young people present 
a severe therapeutic challenge. Unfortunately little is 
said in this book about treatment. It is clearly essential 
that effective therapeutic techniques should be 
developed that will enable disturbed and deprived 
adolescents to form relationships with peers and 
adults leading to emotional maturation. Some of our 
special residential schools for maladjusted children 
have worked with success on these lines, and a 
systematic study of their results and methods should 
prove very rewarding. 

The findings in this book are a useful contribution 
to the study of psychopathology in adolescence. 


Eva FROMMER 


Bridging in Health: Reports of Studies on 
Health Services for Children. Edited by 
Gorpon MoLAcHLAN. Nuffield Provincial Hos- 
pitals Trust. Oxford University Press, London. 
1975. Рр 2154-xii. Price £2.60. 

The reorganization of the Health Service has 
provided the opportunity for clinicians to become 
more involved in the planning of community services 
through the medium of health care planning teams. 
Whether or not this opportunity is fully grasped will 
depend on a clear identification of the issues involved 
by those participating in such teams. 

Although this collection of papers is concerned 
wtih the planning of child health services, many of 
the underlying principles which emerge are relevant 
to planning teams involved with mental health and 
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rehabilitation services, and they will form valuable 
reading for those involved in this exercise. 

Four of the five papers are concerned with existing 
developing services in Newcastle, Derbyshire and 
Devon, and the fifth, which is of particular interest, 
describes the development of an experimental health 
care planning team on Humberside. It contains a 
useful discussion of the functions of such a team, 
followed by a blow by blow account of the team’s 
initial meetings. Many lessons can be learnt from this 
useful piece of action research, but the most out- 
standing is that the mere assembly of the relevant 
numbers in the hope that they will work out their 
own salvation will result in much frustration and 
time wasting unless the team has a clear-cut brief, 
good administrative support and effective leadership. 

The area profile and reading list which accompany 
this paper, together with the analysis of data on the 
services described in the other contributions to this 
volume, provide a useful example of what we may 
hope for from this new planning medium. 


J. A. Соввктт 


Child Care, Health and Development. Vol. 1. 
No. т. January/February 1975. Editor R. B. 
Јомиз. Oxford: Blackwell Scientific Publications. 
Price £10 per annum. 


This is the first number of a new journal which is 
aiming at an interdisciplinary readership in the field 
of the care of the handicapped child. Despite the 
title, which might imply a main concern for the 
normal child, the first issue is entirely taken up with 
articles relating to the child with a chronic handicap, 
and it is clear that this will be the focus of future issues. 

The interdisciplinary approach is certainly very 
evident, there being articles in this number by a 
paediatrician, a social worker, a psychologist and a 
physiotherapist. I was particularly interested in an 
account by Sophie Levitt of the way in which the 
capacity for movement of cerebral palsied children 
differs according to whether they are in the clinic or 
in an adventure playground, and in a discussion by 
Kate Rackham of the value of boarding special 
schools for children with chronic handicap. In- 
evitably when readership is wide and knowledge 
cannot be taken for granted there is a tendency to 
write with the lowest common denominator in mind, 
and the editor will have to ensure that an emphasis 
on comprehensibility to all does not lead to banality 
for nearly all. However, there is a need for a forum 
in the field of handicapped children to which many 
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disciplines can contribute, and Child Care, Health 
and Development wil be able to fulfil this function 
very effectively. 

Pamir GRAHAM 


ALCOHOL 


Vagrant Alcoholics. By Тім Соок. London: 
Routledge and Kegan Раш. 1975. Pp x-+ 186. 
Index 3 pp. Price £4.95. 


The hearts of most psychiatrists and social workers 
sink when faced with the vagrant alcoholic or derelict 
skid-row drinker. He is ‘inadequate’ with a ‘life-long 
personality disorder’ and a ‘pathological social 
adjustment’, ‘lacking in motivation’, ‘unhelpable’ 
and ‘incurable’, and it is not surprising that most 
vagrant alcoholics receive more attention from the 
courts and prisons than from social agencies and 
hospitals. 

This book describes the efforts of the Alcoholics 
Recovery Project—of which the author is Director— 
to give effective help to alcoholic homeless men in 
South London. During the past ten years the Project 
has set up residential hostels and ‘shop-fronts’ (where 
the alcoholic can meet the Project staff and other 
‘customers’ to receive understanding and material 
help) and has sought out homeless drinkers in the 
courts, prisons, lodging houses and hospitals. The 
problems are discussed in detail, and their solutions— 
always based.on experience and never on pre- 
conceived notions—are sometimes surprising. The 
results of these efforts are perhaps disappointing: 
only about 20 per cent of all ‘customers’ are consi- 
dered improved and the mortality rate from continued 
drinking is horrifyingly high, but every instance 
where a man is helped to remain sober, to work and 
to be housed must be applauded. 

There is a most illuminating chapter on the vagrant 
alcoholic’s attitudes to hostels (‘he is sick of places 
like the “Sally” °), methylated spirits (‘when you 
begin drinking “е jack” you have to join the rough 
boys’), social workers and doctors (often unprintable), 
Pentonville prison (‘the Dossers’ Retreat’) and other 
people and institutions with whom he comes into 
contact. This section might have been improved by 
the inclusion of a glossary of the ‘meffer’s’ argot. 

This book can be recommended as a manual for 
those who would wish to emulate the Alcoholics 
Recovery Project, and it is of relevance to the 
understanding and approach to other serious social 
problems. For the general psychiatrist and social 
worker, it throws light on a subject which most of 
us tend to ignore. 

К. GRANVILLE-GROSSMAN 
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The Origins of Behaviour. Volume 2: The 
Origins of Fear. Edited by MICHAEL LEWIS 
and Lzonarp A. Коѕемвілм. New York: John 
Wiley and Sons. 1974. Pp xiii 4-284. Index 15 pp. 
Price £9.50. 


This, the second volume in a new series ‘The 
Origins of Behaviour, brings together the papers 
presented at a conference on ‘Fear’, held at the 
Educational Testing Service at Princeton. The date 
of the original conference is not given, but many of 
the references quoted are very recent. The individual 
chapters are predominantly based on each worker’s 
own researches, but in the final section attempts are 
made to draw the different contributions together. 
The studies described cover experimental and 
observational work on both human and animal 
infants. 

This is a useful book for those interested in early 
child development. There are valuable chapters by 
Schaffer on cognitive components of the infant’s 
response and by Riciutti on fear and social attach- 
ments. Kagan deals with the lack of direct continuity 
between child and adult behaviour and the impor- 
tance of considering individual temperamental dis- 
position. Unfortunately, as so often happens with 
collections of conference papers, the resulting book 
makes heavy going. There are, however, many 
fascinating findings and speculations which suggest 
direct analogies with problems seen in clinical 
practice. A main and praiseworthy aim of the 
editors of the series is to bring the results of current 
research in child development to practitioners in 
psychiatry and paediatrics. A more clinically orien- 
tated introduction and greater editorial linkage of 
chapters would have increased the chances of this 
aim succeeding. 


S. N. WorxiND 


L'Antipsychiatrie: Sens ou Non-sens? By C. 
KourERNIK et al. Presses Universitaires de 
France. 1974. Pp 237. Price not stated. 


Anti-psychiatry has had its day—this is the 
conclusion reached by seven French psychiatrists in 
a round-table exchange of correspondence. Its 
lessons have been well learnt and have invigorated 
our practice (crisis intervention, family therapy, 
large groups, etc). A counter-culture and darling of 
the New Left, it found its ultimate and absurd 
expression with Basaglia's political formulation and 
the concept of the psychotic society. The movement 
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was the inevitable reaction to a discipline that sought 
its salvation in a too close alignment with the rapidly 
developing medical sciences and succeeded instead in 
becoming an inhuman and carceral ‘botany’. It 
represents the struggle against repression by the 
psychiatric institution, which explains its rapid 
popularity. It also represents psychiatry’s guilty 
conscience and we see ourselves as subject, object or 
observer of this repression. While we are all too ready 
to reject the anti-psychiatrists we are equally ready 
to throw in our lot with them in order to fustigate 
‘bad’ psychiatrists. 

The mistake we have made, in the name of science, 
is to pretend that we are uncontaminated by ideology. 
The problem is that the moment we declare our 
dissatisfaction with the mere enumeration of symp- 
toms, to be a psychiatrist is a very difficult thing. 

We accept our ambiguous role interposed between 
the insane person and society, protecting him from its 
pressures in order to afford him the opportunity to 
regain responsibility for himself. The anti-psychiatrist, 
on the other hand, takes on an impossible role when 
he throws in his lot with the insane (now regarded as 
the revolutionary and mystic) to join him in his 
metanoia. The schizophrenic’s impenetrable autism is 
optimistically and naively regarded as deliverance 
from repression; a total failure on the part of the 
anti-psychiatrist to understand Freud’s thinking on 
the vicissitudes of the organization of impulses, that 
beyond the pleasure principle is to be found a greater 
pleasure in the organization of reality. Repression has 
a very different meaning here. 

The authors fall into their own trap by excluding 
voices from other disciplines, but the book is still 
worth while. 

Panir Evans 


Schizophrenia and What it Means. By 
A. К. К. MircugLL. Hazell Watson and Viney 
Ltd. Pp 116. Price 7op. 

This short text is onc of the series entitled "Teach 

Yourself Books’ and is written with a view to in- 

forming à wide range of professional and lay people 
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about schizophrenia. Anticipated audiences include 
teachers, lawyers, priests, young doctors and nurses, 
and it is envisaged that the book will also enlighten 
schizophrenic patients and their relatives. 

Unfortunately the shortness of the text and the 
wide view taken of the subject result in a great 
number of things being touched upon but few 
treated. in sufficient depth. Many will find much to 
question in the section on treatment, not least the 
statement that ‘leucotomy still offers a valuable 
means of management of the disturbed and disturbing 
schizophrenic’ (p 93). Some doctors may show 
surprise at the emphasis given to barbiturates, 
phenelzine and modified insulin therapy, and some 
patients may feel deprived when they realize they 
might have received individual or group psycho- 
therapy, family therapy, psychodrama, milieu 
therapy, recreational therapy or occupational therapy, 
or learned techniques of socialization, or that they 
might have experienced the rewards of life in a 
therapeutic community. 

M. J. KELLEHER 


Group Work Theory in Practice. By MARGARET 
Вволрвемт and Rosemary LovzLock. London: 
Invalid Childrens Aid Association. 1975. Pp 
Vii 4-75. Price gop. 

Groups as a means of counselling, support or 
therapy have become increasingly popular, and 
although much has been published on the subject it 
is often of rather wide application and puts a rather 
daunting emphasis on theory. This commendably 
short manual is mainly about groups for parents with 
handicapped children. It offers explicit and sensible 
advice about the starting and running of such a 
group, and gives examples of groups in action which 
accurately convey the content and achievements 
which may be expected. Regrettably, there is no 
clear discussion of the aims of group work, which 
need to be clearly defined if it is not to become 
merely another modish way of deferring action. 
A useful publication well worth its modest price. 


ANTHONY J. COSTELLO 


Brit. J. Psychiat. (1976), 128, 205 


Books Received 


PSYCHOLOGY 


The Fundamentals of Psychological Medicine. 
By К. R. Trrearp-Corz and J. Марке. Medical 
and Technical Publishing. Price £6.95. 

Current and Future Trends in Community Psy- 
chology. Edited by Stuart E. GOLANN and JEFFREY 
Bager. Human Sciences Press. Price $9.95. 

Essential Psychology Series. General Editor PETER 
Herriot. Methuen. Price 75p each (paperback), 
£1.80 (hardback) : 

Growing up in Society. By Tony Воотн. 

The Person in Psychology. By Raprorp and 
Krey. 

Selection and Assessment at Work. By GILBERT 
and HELEN JESUP. 

Need to Change? By Fay FRANSELLA. 
Motivation. By Pan. Evans. 

Approaches of Personality Theory. By Peox and 
WnrrLow. 

Studies in Philosophical Psychology: Bodily Sensa- 
tions. By D. M. Авмзткомс. Routledge and Kegan 
Paul. Price 75p. 

The Psychological Effects of Concussion. By D. M. A. 
GnoNwALL and Н. Sampson. Oxford University Press. 
Price £2.50. 

Psychoanalytic Psychology. By REUBEN Fine. Jason 
Aronson. Price $10.00. 


COMMUNITY, SOCIAL AND ALLIED MATTERS 


Group Therapy and Social Environment: Proceed- 
ings of the 5th International Congress for Group 
Psychotherapy. Zurich 1973. Edited by Амвкоз 
UcHTENHAGEN, Raymond Barrecay and ADOLF 
FRIEDEMANN. Hans Huber. Price DM 94.00. 

Mental Evaluation of the Disability Claimant. 
By Frank О. Vorrz. Charles C. Thomas. Price $10.50. 

Developments in Human Services. Vol. ЇЇ. Edited by 
НЕвВЕЕТ C. Scrutperc and FRANK Baker. Human 
Sciences Press. Price $17.95, $13.95 (paperback). 

Human Services Education and Practice: An 
Organic Model. By Joann CuzNAULT. Human 
Sciences Press. Price 84.50. 

Lost Souls: Services for Mentally Abnormal Offen- 
ders. Joint Editors M. J. Grarr, J. R. Exuiorr and 
D. А. Sme. King Edward's Hospital Fund for London. 
Price 45р. 

The Future Role of the State Hospital. Edited by 
JAOK Zusman and Erwzn Е. Bertsar. Lexington Books. 
Price £8.00. 

Commissioning Hospital Buildings. By СкАнАМ 
Moard. King Edward’s Hospital Fund for London. 
Price £4.50. 


Toward Final Personality Integration: A Measure 
for Health, Social Change and Leadership, By 
A. Reza АкАЗтЕН. John Wiley and Sons. Price £7.40 
(cloth), £4.00 (paper). 

Whose Discretion? Fairness and Flexibility in the 
Penal System. The Howard League for Penal 
Reform. Price 4ор. 

Lifestyle of 100 Psychiatric Patients: Some Cost and 
Policy Implications for Rehabilitation. Ву PETER 
McCowen and Joun Wiper. Psychiatric Rehabilitation 
Association Price £1.00. 

Health Insurance and Mental Illness. Report based 
on study visits to Denmark, the Federal Repub- 
lic of Germany, Italy, Poland, Romania, Spain 
and the United Kingdom. Distributed by the 
Regional Office for Europe, W.H.O., Copenhagen. 

Women and Education. By ELIZABETH STEINER МАССА 
with MARTHA ANN CoLEMAN, Myrna Estep and 
Твору MirrER SurgL. Charles C. Thomas. Price $13.75 
(cloth) $10.95 (paper). 


MISCELLANEOUS 


Stress and Anxiety. Volume 2. Edited by Irwin G. 
Sarason and CHARLES D. Spmipercer. John Wiley. 
Price £10.60. 

India. Cases of the Reincarnation Type. Volume I. 
Ten Cases in India. Ву [an STEVENSON, University 
Press of Virginia. Price $20.00. 

Workshop Management: A Behavioral and Systems 
Approach. By Doucras B. Ѕімртом and Pru P М. 
Popsaxore. Charles С, Thomas. Price £12.95. 

Neurobiological Mechanisms of Adaptation and 
Behavior. Edited by Arnoro J. MawpELL. North 
Holland Publishing. Price $21.25. 

Sexual Behavior—Pharmacology and Biochemistry. 
Edited by Marron Sanpter and С. L. Gzssa. 
North Holland Publishing. Price $25.95. 

Dynamic Neuroscience: Its Application to Brain 
Disorders. By GEoncE О. Warrs. Harper © Row. 
Price-816.95. . 

Viral Diseases of the Central Nervous System. 

_ Edited by L, S. Iure. Baillióre Tindall. Price £7.50. 

Death and Neurosis. By Јоланім E. Mever. Translated 
by MAROARETE NuNwsERG. International Universities 
Press. Price $8.50. 4 

The Art of Empathy: A Manual for Improving Accuracy 
of Interpersonal Perception. By Kenneru BULLMER, 
Human Sciences Press. Price 84.95. 

The Case for Possession. By GYNTHIA PETTIWARD. 
Colin Smythe Ltd. Price £2.50. 


Many of these books will be reviewed at a later date. 
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Correspondence 


Letters for publication in the Correspondence columns should be addressed to: 
The Editor, British Journal of Psychiatry, 17 Belgrave Square, London, SW1X 8PG 


PSYCHIATRY AND THE CONCEPT OF 
DISEASE 


Dear Sir, 

While we welcome Professor Kendell’s attempt to 
redress the balance of academic debate about the 
logical status of mental illness, certain flaws in his 
argument demand attention (Journal, October 1975, 
127, pp 305-15). Professor Kendell quite rightly 
points out that the anti-psychiatrists often attack a 
straw man: the model of disease which refers to 
organic lesion is one long since abandoned by pro- 
gressive medicine. Instead, Professor Kendell proposes 
to view disease as individual biological disadvantage 
which he defines in terms of increased mortality and 
decreased fertility. He then asks whether ‘mental 
illnesses possess the essential attributes of illness’ and 
proceeds to demonstrate the reduced fertility and 
increased mortality rates of certain groups of mental 
patients. Leaving to one side the question of the 
validity and usefulness of his redefinition of illness, 
there is a central weakness in the argument. This 
emerges most clearly by presenting it in skeletal form. 

1, Шпезз places the individual at a biological 

disadvantage. 

2. Mental illness places the individual at a bio- 

logical disadvantage. 

9. Therefore, mental illness is illness. 

If his argument is to stand, what Professor Kendell 
needs to show, of course, is that illness, and only 
illness, places the individual at a biological dis- 
advantage. But how would Professor Kendell’s 
definition handle the problem of motor cyclists for 
example? It is well known that there is a grossly 
increased mortality rate (and hence a lowered fertility 
rate) associated with riding a motor cycle, so, accord- 
ing to Kendell, we must attach the label of disease to 
motor cycling. 

Kendell refers to the problem of distinguishing 
between a biological and social disadvantage but does 
not resolve it. He claims that the disadvantages of the 
mentally il are essentially biological, though he 
concedes that additional social disadvantages may 
accrue to the individual througli such mechanisms as 
labelling. The example he cites of an undiagnosed 


socially accepted schizophrenic who is nevertheless at 
a biological disadvantage, is speculation. According 
to his argument, in which social disadvantage occupies 
such a subservient position, Kendell would have to 
explain the massive rise in asylum deaths during the 
First World War as due to increased severity of illness 
rather than to poor diet and overcrowding. 

In fact, despite the seeming progression of his 
argument, Professor Kendell has a firm grasp of his 
conclusions from the outset. He writes: ‘We have 
adequate evidence that schizophrenia and manic- 
depressive illness, and also some sexual disorders and 
some forms of drug dependence carry with them an 
intrinsic biological disadvantage and on these grounds 
are justifiably regarded as illnesses; but it is not yet 
clear whether the same is true of neurotic illness and 
the ill-defined territory of personality disorder.’ On 
what basis then does Kendell talk of neuroticism as 
iliness or subsume personality disorders under the 
general rubric of mental illness, if his definitional 
criterion is a biological one? The above statement 
indicates that Professor Kendell is operating with a 
firmly entrenched medical model of illness implicitly 
applied to a wide variety of conditions but for which 
as yet he has found only a questionable relevance in a 
few cases. It is saddening to find one of the few 
attacks on the ‘anti-psychiatrists’ expressed in the 
nineteenth-century language of the non-survival of 
the unfittest. 

УтЕрА SKULTANS 
ANDREW TREACHER 
University of Bristol, 
Department of Mental Health, 
41 St Michaels Hill, 
Bristol, BS2 805 


Dear SIR, 

We would like to offer some comments about 
Professor Kendell’s erudite paper "The Concepts of 
Disease and Its Implications for Psychiatry’. 

Obesity offers both social and biological dis- 
advantages—the latter by increased morbidity due to 
predisposition to suffer from hypertensions, diabetes, 
or atherosclerosis. By Scadding's definition, would 
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obesity be considered a disease? Or should it be 
hypertension? One wonders if this is the kind of 
‘category mistake’ Gilbert Ryle (1) has warned us 
against, 

May we gently protest that by this same definition 
being a native American (Indian) in the USA, puts 
the individual in both social and biological dis- 
advantages and thus makes one’s ethnic origin a 
disease. Need we remind Professor Kendell that 
alcoholism, as well as other social and physical 
illnesses, have reduced the life span of this ethnic 
minority. Presumably by the same definition living 
in an urban area would earn one the label of a 
‘disease’. 

We are, however, pleased to note that Professor 
Kendell is of the opinion that the biological dis- 
advantage criterion gives environmental influences a 
powerful role. Thus, *. . . albinism would rank as a 
disease in Delhi or Khartoum, but probably not in 
Newfoundland’. (p 310). Indeed, Professor Szasz 
reminds us that talking to God in church is acceptable, 
but in Piccadilly Circus would be a ‘disease’ which 
might lead to involuntary commitment to a psychia- 
tric institution. 


C. V. HALDIPUR 
Hans STEINER 
Upstate Medical Center, 
750 E. Adams Street, 
Department of Psychiatry, 


Syracuse, NY 13210, USA 


REFERENCE 
1, Ryze, Спвккт (1973) The Concept of Mind. Har- 
mondsworth: Penguin. 


Dear Sm, 

Professor Kendell would have us accept the view 
that illnesses are states in which the chances of 
(a) longevity, and/or of (b) successful reproduction, 
are decreased. He wants a guide to what the physician 
should be able to do better than others. He implies 
that a clear concept of disease would help psychiatrists. 

Illness, though, is only a word and there is no 
reason to believe it must or even ought to necessarily 
have a clear meaning, though we could change its 
everyday usage if we so desire. Ill is from Old Norse 
and meant ‘badness’. We are writing to reaffirm 
that doctors in fact are in part making a value 
judgement when using words like ill, pathological, 
etc. This does not matter in physical medicine: the 
human consensus to call the bacteria in pneumonia 
bad, and to be on the side of man, is almost unani- 
mous. Further, as we cannot yet make hearts which 
are more effective than natural ones we all agree to 
call that which is ‘usual’ normal. In such cases, some 
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medical concern seems very clearly in the interest of 
the patient. 

In psychiatry, homosexuality and masturbation 
have been considered as diseases and the former 
remains one for Kendell Consensus here is more 
obviously dependent on historical context, and 
medical concern is less obviously in the interest of 
the patient. If the best one can do with word-juggling 
leaves homosexuality as a disease, but not psoriasis or 
post-hepatic neuralgia, the victory seems Pyrrhic. 
This is especially so in our own era. Many of the 
left, as well as philosophers and sociologists, are 
challenging psychiatrists about their false objectivity, 
and perhaps few issues are more alive in our univer- 
sities than those relating to the sociology of knowledge. 

Under these circumstances its seems wiser for the 
psychiatrist to concede that defining the normal 
(which comes from the Latin for a setsquare) does 
represent a projection of values. But we do not need 
to be ashamed of being opposed to delusions, de- 
pression, anxiety etc, nor need we be concerned 
about the arbitrariness of the lines drawn for this 
purpose. We can emphasize, too, that such categories 
seem to differ in different societies—as does, for 
example, anger and other human manifestations 
which may be inevitable consequences of socializa- 
tion. This might not therefore disappear in any 
Utopia. Others, of course, are as entitled as we are to 
define what shall be called normal. Our expertise 
does not lie there, nor in related ethical questions. 
We can only hope to have knowledge of the conse- 
quences of alternative ways of managing some prob- 
lems. 

Psychiatry remains an art, and we cannot be made 
immune from the socio-political basis of all pro- 
fessions simply by making new definitions of words. 
While psychiatry must be practical politics—in the 
sense of ordering priorities or being the art of 
the possible—psychodynamics, psychopharmacology, 
sociology, genetics etc can aspire to being empirical 
sciences describing and classifying the relationships 
between events objectively. 

Of course if we do legislate about the meaning of 
the word illness, some things become illness and 
others are excluded, but what is then achieved? That 
which is undesirable and which we in particular can 
ameliorate, we might reasonably still be expected to 
treat, whatever it is called. 


Е. A. JENNER 
Jorct Damas Mora 
Department of Psychiatry, 
The University of Sheffield, 
Middlewood Hospital, 
PO Box 134, 


Sheffield, S6 rTP 
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EGAZ MONIZ'S NOBEL PRIZE 
Dear Sm, 

In his review of Szasz's book The Age of Madness 
(Journal, September 1975, 127, 297) Dr Sim maintains 
that Egaz Moniz received the 1949 Nobel Prize for 
his work on cerebral angiography. Actually it is as 
Dr Szasz maintains, ie that Egas Moniz received his 
prize 'for his discovery of the therapeutic value of 
leucotomy in certain psychoses’, 

CARLO PERRIS 
Professor of Psychiatry and Chairman, 
Department of Psychiatry, 
University of Umeå, 
S-gor 85 Umea, Sweden 


STENGEL PRIZE 

Dear Sr, | 

I would like to draw the attention- of your readers 
to the award of the Stengel Prize due to be made in 
July 1976. The prize was established from contribu- 
tions by colleagues of the laté Professor Stengel to 
mark his retirement from the Chair of Psychiatry at 
the University of Sheffield. 
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The prize of £100 is to be awarded every three 
years to any doctor or group of doctors who have 
worked in the Trent Region (ie geographical area 
covered by the Regional Health Authority) for a 
piece of research in a field related to clinical psy- 
chiatry and carried out during tenure of an appoint- 
ment in the Region, whether in hospital, university, 
general practice or other service. Preference will be 
given to doctors who have been qualified for not 
more than eight years. The prize may be shared at 
the discretion of the assessors. 

The entry should consist of two typed copies of 
the study written in a manner suitable for publication 
in a scientific journal. The closing date will be 
go June 1976. Any inquiries concerning the suitability 
of-a project, or eligibility of a candidate should be 
made to the Board of Assessors. 

C. P. SEAGER 
Hon Secretary, 
Board of Assessors for the Stengel Prize, 
Department of Psychiatry, 
University of Sheffield, 
Whiteley Wood Clinic, 
Woofindin Road, 
Sheffield, Sto ЗТІ 
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NOTICE TO CONTRIBUTORS 


The British Journal of Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists. 
The Journal publishes original work in all fields of psychiatry. Communications on general editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, 
The Royal College of Psychiatrists, 17 Belgrave Square, London, SW 1X 8PG. 

Contributions are accepted for publication on condition that their substance has not been published or 
submitted for publication elsewhere. The Journal does not hold itself responsible for statements made by 
contributors. Unless so stated, material in the Journal does not necessarily reflect the views of the Editor or of 
the Royal College of Psychiatrists. 

Articles published become the property of the Journal and can be published elsewhere in full or part only 
with the Editor’s written permission. 


Manuscripts Three high quality copies (one of which should be the original typescript) should be submitted. 
Articles must be typed on one side of the paper only with double spacing and wide margins, and the pages 
must be numbered. 


The title should be brief and to the point. A sub-title may be used to amplify the main title. The names of 
the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. 


Asummary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 

References should be listed alphabetically at the end of the paper, the titles of journals being given in full. 
For the reference list, authors should follow the style of the Journal and study the illustrations set out below. 
Titles of books and of journals will be printed in italics and should therefore be underlined in the typescript. 


KENDELL, К. E. (1974) The stability of psychiatric diagnoses. British Journal of Psychiatry, хад, 352-8. 

Коттек, M., Tizarp, J. & Warrmore, К. (1970) Education, Health and Behaviour, p 14. London: Longman. 

Ѕаотт, P. D. (1964) Definition, classification, prognosis and treatment. In Pathology and Treatment of Sexual 
Deviation (edited by I. Rosen). Oxford University Press, 

Durguem, E. (1897) Le Suicide. Paris. Translated 1952 as Suicide: A Study in Sociology, by J. A. Spaulding 
and C, Simpson, pp 191-206. London: Routledge and Kegan Paul. 


In the text, references should be made by giving in brackets the name of the author and the year of 
publication, e.g. (Smith, 1971) ; or ‘Smith (1971) showed that . . .' 

Symbols and Abbreviations Follow ‘Units, Symbols and Abbreviations, a Guide for Biological and 
Medical Editors and Authors’ (1971, The Royal Society of Medicine, т Wimpole Street, London, W1M 5AE). 
Terms or abbreviations which might not be understood by the average reader should be explained. 

Tables and Figures Each table and figure must be on a separate sheet and its desired position in the 
text should be indicated (Table II here). Figures should be original drawings or glossy photos (not photocopies) ; 
the author's name and the title of the paper should be written in pencil on the back. T'ables and figures should 
be self-explanatory, with adequate headings and footnotes, Units of measure must always be clearly indicated. . 

Editing Manuscripts accepted for publication are subject to copy-editing and to editorial changes 
required for conformity with Journal style. 

Proofs A proof will be sent to the senior author of an article. Corrections other than printer’s errors 
may be disallowed or charged to the authors. Reprints prepared at the same time as the Journal should be 
ordered for all authors from the printers when the proof is returned to the Editor. 


General advice to authors In the assessment of papers submitted to the Journal, great importance is attached 
to conciseness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers’, published 
by the Royal Society (6 Carlton House Terrace, London, SW1Y 5AG), 1974 edition. They should check the 
accuracy of all references in their manuscript and ensure that dates and spellings correspond in the text and 
reference list. 
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The Parkinson syndrome is complex and 
often gives rise to considerable 
disagreement over its classification and 
treatment 

Artane* (benzhexol) is still one of the 
most versatile antiparkinsonism drugs 
available after twenty years of clinical use 

When levodopa is indicated, 
concomitant administration of Анапе often 
improves therapeutic results 

Artane also protects from distressing 
drug-induced extrapyramidal! effectswhere 
levodopa is ineffective 

Side effects, an important 
consideration in any long term treatment, 
are comparatively few. This makes Artane 
one of the most acceptable drugs available 
for the treatment of Parkinsonism 

The economical price also makes 
Artane an attractive alternative when the 
routine management of the condition is 
being considered 
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Full information is available on request 
Lederie Laboratories 
A division of Cyanamid of Gt Britain Ltd 
Fareham Road Gosport Hants PO13 0А5 
sentation: Tablets 2mg апа 5mg, Sustets Smg 
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The Retreat, York 


for Psychiatric Illnesses 





This long established Private Registered Nursing Home of 275 beds is a non-profit 
making charity. 


It has separate departments for the admission of all types of acute and short-stay 
patients and for long-stay and psychogeriatric disorders, The Hospital is able to offer a 
combination of psychological and physical methods of treatment for most types of 
psychiatric illness, including alcohol dependence, in a sympathetic and friendly atmo- 
sphere where religious convictions are understood and problems can be given individual 
specialist consideration. 


The Hospital stands within its own grounds on the outskirts of the City of York and is 
able to offer a wide range of occupational activities. 


The Hospital is recognised by the main private patient schemes and fees which are 
inclusive start from £10.30 per day. 


For further particulars apply to: The Medical Director, The Retreat, York 
YO1 5BN (Telephone: 54551 STD 09 04). 


ANNUAL SEMINARS IN 
FAMILY PSYCHIATRY 


THE INSTITUTE OF FAMILY PSYCHIATRY 
THE IPSWICH HOSPITAL 
28th JUNE-2nd JULY, 1976 


The seminars have been designed for trainee psychiatrists as an introduction to 
the new approach of FAMILY PSYCHIATRY. It will be residential in the relaxed 
atmosphere of beautiful Hengrave Hall, a Tudor mansion. 


There will be coverage of the whole field of Family Psychiatry with particular 
sessions devoted to Theory, Psychopathology, Family Diagnosis, Family Therapy 
and Vector Therapy. 


Particulars from the Secretary of the Institute, 23 Henley Road, Ipswich IP1 3TF. 








Comprehensive 
Psychiatric Care 


Edited by A. А, Baker C.B.E. M.D. MRCP. 
F.R.C.Psych, 1976. 304 pages. £6.75 

This book describes modern concepts of 
psychiatric care and is based on the principle 
that а therapeutic team based in the hospital 
can be most effective when their resources are 
linked with professional staff, relatives and 
volunteers in the community. 

Contents Historical background to psychiatric 
nursing; Modern developments in psychiatric 
nursing care; Contribution of the remedial 
professions; Social work, Role of the 
administrator; Clinical psychology and health 
care; General practice; The consultant's role; 
Psychiatric care of children and adolescents; 
Care of the mentally handicapped; Mental 
illness in the elderly 


Textbook of Clinical Psychiatry: 


an Interpersonal Approach 

A. Н. Chapman M. D. Second Edition, March 
1976. 512 pages, 10 illustrations. Lippincott, 
about £10.00 
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Clinical Psychiatry 


James Willis М.В. F.R.C.P.E. M.A.C. Psych. 
D.P.M. 1976. 482 pages. £10.50 


A straightforward book on general clinical 
psychiatry which provides a relatively concise 
overview of the field in readable and often 
provocative prose, There are over 200 
references to the literature which should be 
helpful to doctors preparing for the МОН С. 
Psych. examination, 

Contents History of psychiatry; Concept of 
psychiatric illness; Language of psychiatry, 
Psychiatric history and examination: Causes of 
psychiatric disorder; Organic cerebral syn 
dromes; Affective disorders; The neuroses, 
Schizophrenia; Normal and abnormal person- 
alities, and psychopathy; Alcoholism and drug 
addiction; Mental subnormality; Disorders of 
childhood and adolescence; The psychiatrist in 
the general hospital; Psychiatric disorders in 
old age; Psychosexual disorders; Management 
of psychiatric disorders; Rare syndromes; 
Psychiatry and the law. 


Textbook of Psychiatry for Medical 


Practice 
C.K. Hofling M.D. Third Edition, 1976. 


660 pages, 8 illustrations, Lippincott, £10.85 


Child: 
care, health and development 


Edited by В. B. Jones and published bi- 
monthly at £14.00 (U.K.), £17.00 (overseas! 
$ 47.50 (U.S.A. and Canada) per annum post 
free, 

This is а new journal for all professionals 
concerned with the care of the child and of 
interest to those working in health, social and 
educational fields, including paediatricians, 
therapists, psychologists, teachers, social 
workers etc. [ts purpose is to promote the 
study of the development of all children, but 
particularly those handicapped by physical, 
intellectual, emotional and social problems and 


to provide information on new methods to 
help overcome them, The considerable interest 
shown in it by both subscribers and contri- 
butors encourages the belief that the journal 
will contribute to the expansion of sound 
programmes of care and treatment and to a 
greater cooperation between the various 
disciplines concerned with child development 


Subscriptions and requests for specimen copies 
should be addressed to Blackwell Scientific 
Publications Ltd, P.O. Box 88, Oxfard, 
England. 


Blackwell Scientific Publications 
Oxford London Edinburgh Melbourne 





iv BETIS RITISH JOURNAL OF P OF PSYCHIATE RY, MARCH 19 76 


New EVADYNE 
Raises the Standards оѓ 
Antidepressant Therapy 





[] Effective against both [] Provides release from 

reactive and endogenous somatic disorders, such as 

depression. persistent fatigue, lethargy, 

Г} A potent new anti- loss of appetite, and vague 

depressant with anxiolytic gastro-intestinal distress. 

properties. [i Assistance in re-establishing 
sleep patterns. 


VADYNE 


iutriotyting Hydeochtondet 
For further technical information please contact: 
Ayerst Laboratories Limited, Invincible Road, Farnborough, Hants. GU14 7QH. 
Telephone: Farnborough 511981 (STD 0252) 
*Evadyne is a Registered Trade Mark. 
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Anxiety poses special problems for 

those who work 

It ruins accuracy, essential for work 
to be effective 

In fact, by blunting mental faculties 
inducing psychosomatic symptoms 
or both, anxiety always impairs the 

ability to work 

Performance deteriorates 


Further ir ио уа 


Sternetil 15 a trade mark of May & Ba 


1 


ker Ltd 
Dagenham Essex RM10 7XS for its preparations of 


prochlorperazine 


SIT May & Baker 
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Internationally accepted 
as the standard depot treatment 
in schizophrenia 


Modecate 


(fluphenazine decanoate) 
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0-5 ml. 10 т! 


SQUIBB 





Further information available on request E.R. Squibb and Sons Limited, Regal House, Twickenham, Middlesex TW1 ЗОТ 


Psychiatric Aspects of N eurological Disease 
A Seminars in Psychiatry Monograph 


EDITED BY 
D. FRANK BENSON, М.р. 
DIETRICH BLUMER, M.D. 





This new monograph presents some of the exciting 
new concepts currently sparking interest in the 
held of organic behavioral disturbances. The 





1 LS m T Я ONTENTS 
emphasis is toward the elinieal characterization CONTENTS 
of the mental disorders occurring im neurologic THE BORDERLAND OF NEUROLOGY AND 
disease, and their treatment. SOME COMMON MISCONCEPTIONS 


Norman Geschwind 
Featured are: a new concept in classification of 
P | ORGANIC BRAIN SYNDROMES: OVERVIEW AND 








organic mental disease; anew look at acute CLASSIFICATION 

confusional states, and at treatable dementias; Zbigniew dJ. Lax 

depressive pseudo dementia; behavioral disorders ACUTE MENTAL CONCOMITANTE OF PHYSIC, 
of frontal and temporal lobe disease; the neurology Mantred Bleuler 


of Sex. EEG 







/ALUATION OF THE PATIENT WITH DEMENTIA 


The authors explore the vast borderland of тага N. Harner 





рхусїнаїгу and neurology, providing overviews of THE HYDROCEPHALIC DEMENTIAS 
major areas and focusing sharply on topics of D. Frank Benson 
special interest. DEMENTIA, DEPRESSION AND PS 
Felix Post 
DISORDERS OF VERBAL EXPRESSION 
July 1975, 336 Pages, $17.50 £8.75 D. Frenk Benson 
ISBN 0-8089-0880-x DISORDERS OF MENTAL FUNCTIONING RELATED TO 











FRONTAL LOBE PATHOLOGY 
Henry Hecaen and Martin L. Albert 
PERSONALITY CHANGES WITH FR 
ARS IN PSYCHIATRY Pea Mo NR : 
Я : єз Dietrick mer and D. Frank Be 

dito Ailton Greenblatt, M.D. ея ? 
“УОТ Se te TEMPORAL LOBE EPILEPSY A 

Other books in series: iNIFICANCE 

Blumer 
BORDERLINE 5 "ES IN PSYCHIATRY THE NEURAL BASIS ( 
EDITED BY JOHN E. MACK, M.D. trich Blumer anc 





INTAL AND TEMP 























| | | SPONTANEOUS AND ORUG-INDU 
TOPICS IN PSYCHOENDOCRINOLOGY DISORDERS IN PSYCHOTIC PA 
EDITED BY EDWARD J. SACHAR, M.D. (IN PRESS) C. David Marsden, Daniel Ta 
PSYCHIATRIC SYNDROMES OF HUNTINGTON? 
DRUGS IN COMBINATION WITH Paul cHugh and Marshal F., Folstein 
OTH ER THERAPIES ORGANIC BRAIN DISEASE MISTAKEN 5 
EDITED BY MILTON GREENBLATT, M.D. (IN PRESS) DISORDER: A CLINICOPATHOLOGIC STUDY 


Nathan Malamud 




















CONSULTATION LIAISON PSYCHIATRY 
EDITED BY ROBERT PASNAU, M.D. (IN PRESS) 


SUICIDOLOGY: CURRENT 
DEVELOPMENTS 
EDITED BY EDWIN S. SCHNEIDMAN, Ph.D. (IN PRESS) 





GRUNE & STRATTON, INC. 


A Subsidiary of Harcourt Brace Jovanovich, Publishers 
111 Fifth Avenue, New York, N.Y, 10003 
24-28 Oval Road, London NW1 7DX, England 
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SOUTH AFRICA 
PSYCHIATRISTS 





The Department of Health of 
the South African Civil Service 
wishes to appoint Psychiatrists 
at various centres in the Repub- 
lic, and vacancies also exist for 
Psychiatrists desiring to under- 
take post graduate study in 
psychiatry. 


Essential requirements are an 
interest іп community-based 
clinical psychiatry and an ability 
to function as a group leader 
of a team which may include 
general practitioners, clinical 
psychologists, social workers 
and psychiatric nurses. Appli- 
cants must he eligible for regis- 
tration with the S.A. Medical 
and Dental Council. 


Research Workers, particularly 
in cultural psychiatry, will find 
ample opportunity for original 
research work, and Psycho- 
therapists of any known school 
will find a place in at least one 
of the six academic hospitals 
offering pre- and post-graduate 
teaching. Initial contract will be 
for three years. 


For further information and an 
application form, write to the 
Civil Service Officer, Ref. BJP, 
South African Embassy, 
Trafalgar Square, London 
WC2N 5DP. 


Positions for academic psychiatrists. Faculty 
appointments with unique opportunities for 
research in areas related to: 1. Social Psychiatry 
—Urban mental health problems, suicide and 
homicide, forensic programs and related areas. 
2. Clinical Psychiatry-—40 beds for patient 
related studies. Support staff and patients 
available. 3. Mental Health Systems--Program 
evaluation studies, standardization of psychia- 
tric terms, automation and evaluation of 
problem oriented approaches and other areas. 
4. Psychobiology-Biochemistry, Psychophysio- 
logy and psychopharmacology laboratories 
available for collaborative studies with clinical 
psychiatrists, Openings for qualified candidates 
at various levels of experience. Teaching 
responsibilities concern psychiatric residents. 
Usual university fringe benefits—tenure, sabba- 
ticals, vacations and continuing education, 
Attractive metropolitan area, central USA. 
Unusual opportunity for research oriented 
candidates. Competitive salaries, Send curri- 
culum vitae to: Ivan W. Sletten, M.D., Director, 
Missouri Institute of Psychiatry, A Division of 
the Department of Psychiatry, University of 
Missouri-Columbia, School of Medicine, 5400 
Arsenal Street, St. Louis, Mo. 63139 EEO. 





Bowden House (linie 


for the treatment of 
psychiatric illnesses 


Founded by Dr. Hugh Crichton-Miller as a 
Charity in 1911 
LONDON ROAD 
HARROW-ON-THE-HILL 
MIDDLESEX 
Telephone: 01-864 0221 


‘This is à mini hospital of 70 beds of which 
16 are devoted to the care of the aged. Over 
the past то years the facilities in the Clinic 
have been steadily added to and existing 
ones improved. In 1974 a 16-bedded wing 
was built, each room with bathroom ensuite 
and every modern convenience, including 
colour television. 

Despite rising costs we plan to keep fees 
within the framework of BUPA and PPP. 
For further particulars apply to the Medical 
Director. 
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CENTRAL MIDDLESEX HOSPITAL 


ONE-DAY CONFERENCE 


WEDNESDAY, 7th APRIL, 1976 


“THE SIGNIFICANCE OF THE 
EARLY YEARS OF MARRIAGE” 


Speakers: 
INTRODUCTION TO THE EARLY YEARS OF MARRIAGE 
Dr. J. Dominian 
POSTPUERPERAL DEPRESSION 
Dr. Brice Pitt 
INCIDENCE OF DEPRESSION IN MARRIED WOMEN WITH 
REFERENCE TO THE EARLY YEARS OF MARRIAGE 

Professor George Brown 
Soctat STRUCTURE AND CHANGE IN. NEWLYWEDS 

Miss Penny Mansfield 


MARITAL AND SEXUAL COUNSELLING 
Mrs. Anne R. Colin 


For particulars please write to: Dr. J. Dominian, 
Central Middlesex Hospital, Acton Lane, NW10 7NS 


INSTITUTE OF GROUP 
ANALYSIS 


1 Bickenhall Mansions, Bickenhall Street 
London W1H 3LF 01-487 5373 


The following courses will be run by the 

Insitute of Group Analysis: 

GENERAL COURSE IN GROUP WORK for people 
working with or interested in groups, small and large, for 
therapy and training. Twenty lectures followed by a Large 
Group experience, and a weekly Small Group experience 
throughout the course. 

Course begins October 14, 1976 until June 16, 1977, on 
Thursdays from 2.15-5,45 p.m, 

COURSE IN FAMILY AND MARITAL GROUP WORK 
combines lectures, films and video tape presentations with 
small groups that include role playing, simulated family 
situations and examination of group process, Course begins 
October 1976 until June 1977 on Tuesdays 2.15-5.45 p.m. 

A PILOT COURSE IN STAFF SUPPORT, SUPERVISION 
AND TRAINING is planned if sufficient enquiries are received, 
ADVANCED COURSES AND SEMINARS in both above 
and other subjects will be run over the same period to suit 
various levels of experience. 

LAST DATE FOR ENROLMENT--28 May 1976 
QUALIFYING COURSE offers full training leading to 
professional membership of the Institute of Group Analysis. 
Applications can be made at any time. 

Enquiries to: “Courses Secretary” at the above address. 
Please enclose a stamped addressed envelope for reply. 








SANDREW. 
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ONE OF THE FOREMOST PRIVATE 
PSYCHIATRIC HOSPITALS IN BRITAIN 


ST. ANDREW'S HOSPITAL, which was established in 
1838 as a non-profit making charitable foundation, is à 
progressive hospital staffed and equipped for the treatment 
of every type of psychiatric illness. 


SHORT STAY patients are, in general, admitted 
to Isham House, a modern and luxurious Nursing Home 
within the grounds. The accommodation consists of 
private bedrooms, most of which have private bathrooms. 
All forms of treatment are available, with emphasis on 
individual and group psychotherapy. 


PSYCHO-GERIATRIC patients are admitted to 
“The Harper Unit" in the main hospital, which has 
recently been opened. This unit, which has both private 
rooms and cubicle accommodation, has been completely 
reconstructed and adapted specifically to provide a high 
standard of care and privacy and the ratio of nurses to 
patients is generous. 


LONG STAY patients are admitted to a separate 
part of the main hospital, which has also been completely 
modernised. 


АП patients are under the care of full-time 
Consultant Psychiatrists. 


FACILITIES AND AMENITIES for occupational 
therapy and recreation are excellent, and include a 9-hole 
golf course, squash court, tennis courts, heated indoor 
swimming pool and a Social Centre with restaurant, 
shop and hairdressing salon. All these are set in the 
hospital's own {00 acres of attractive well-wooded 
grounds, 


Northampton is about one hour's journey from 
London, either by train or on the M.1 motorway, and is 
easily accessible from all parts of the country. 


B.U.P.A. and P.P.P. subscribers are able to claim 
benefit in respect of their treatment fees. 


Further particulars, including fees, may be obtained 
from the Medical Director, St. Andrew's Hospital, 
Northampton (Tel: 0604-21311) who can be seen in 
consultation by appointment at the hospital. 
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Current Views on Depression" x 





In common with other aspects of psvehiatric : : 
medicine, a somatie basis for depression. has i To: Marketing Services Department. i 
long been sought in the hope that, once identi- | CIBA Laboratories. Horsham. West Sussex, "n 
fied, the abnormality could be corrected. і М 
‘Current Views on Depression! is the title | Please arrange for me to see П 
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Cognitive Reduction in Presenile Dementia Related to 
Regional Abnormalities of the Cerebral Blood Flow 


By BO HAGBERG and DAVID H. INGVAR 


Summary. Fifty-five patients with presenile dementia were examined. There 
were 28 women and 27 men, and the mean age was 59 and 56 years respectively 
at the time of the study. A large series of psychometric tests was used, and with 
the aid of age-matched non-demented controls five significantly different 
cognitive reduction groups could be identified. 

In the demented patients the regional cerebral blood flow (rCBF) was deter- 
mined with an eight-detector or 32-detector equipment. There was a rough 
proportionality between the cognitive reduction and a decrease of the cerebral 
blood flow (especially the flow in the grey matter). In addition, certain regional 
flow abnormalities correlated with specific cognitive functions in a manner 
resembling the cognitive defects found in focal brain lesions in the sarne region. 
Thus, patients who showed only memory disturbances demonstrated a focal flow 
reduction in the temporal region. More severely affected patients, with reduction 
of verbal abilities and signs of agnosia, showed very low flows in occipito- 
temporo-parietal parts of the hemisphere. The results offer a principal confirma- 
tion of the dynamic field theory concerning the functional organization of the 


cerebral cortex (Luria, 1966). 


INTRODUCTION 

It has been known for a long time that organic 
dementia, including the type labelled presenile, 
is accompanied by a reduced cerebral meta- 
bolism and blood flow, proportional to the 
cognitive defect (Freyhan et al., 1951; Fazekas 
et al., 1953; Hedlund et al., 1964; Klee, 1964). 
The studies mentioned were carried out with 
the nitrous oxide Kety-technique which mea- 
sures the total mean cerebral blood flow. With 
the same method Lassen et al. (1960) showed 
that the reduction in organic dementia was 
more pronounced in the dominant hemisphere 
than in the non-dominant. 

With techniques for measurements of regional 
cerebral blood flow (rCBF) it was later found 
that certain psychiatric symptoms in presenile 
dementia could be related to localized decreases 
of the cerebral blood flow (Ingvar and Gustafson, 
1970). A flow reduction in the temporo-occipito- 
parietal part of the dominant hemisphere was 
found in patients with pronounced mental 


1 


209 


deterioration. Productive emotional symptoms, 
as well as personality changes, were mainly 
found in patients with less reduced cerebral 
blood flow (Gustafson and Risberg, 1974; 
Gustafson and Hagberg, 1975). 

In the present study psychometric measures 
of the cognitive functions in patients with pre- 
senile dementia are related to regional cerebral 
blood flow (rCBF) measurements at rest. In 
the first part, the psychometric performance of 
the presenile patients was compared with that 
of an age-matched control group of non- 
demented (orthopaedic) patients. With the aid 
of these controls five different groups with 
cognitive reduction were identified among the 
preseniles, suggesting a successive change from 
limited defects to a severe general deterioration. 

In the second part of the study, the rCBF 
measurements in the preseniles were related to 
the groups of cognitive defects. It was confirmed 
that the flow reduction was more pronounced, 
the more advanced the deterioration. Further- 
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more, specific rCBF patterns could be esta- 
blished within the different cognitive reduction 
groups. 

The psychiatric aspects of the present patient 
material have been published by Gustafson 
(1975) and Gustafson and Hagberg (1975). A 
preliminary report of the present investigation 
has been given by Hagberg (1974). The present 
rCBF results in presenile dementia are discussed 
in relation to rCBF findings in post-traumatic 
dementia and in chronic schizophrenia in other 
publications (Ingvar and Franzén, 1974; Ingvar, 
1975; Ingvar and Gadea Ciria, 1975). 


ETHICAL CONSIDERATIONS 

About ten years ago, observations during measure- 
ments of regional cerebral blood flow with the 133 
xenon technique carried out in conjunction with 
carotid angiography, showed that this technique was 
sensitive enough to register local changes in the brain 
related to mental activity (Ingvar and Risberg, 1965, 
1967; cf. Risberg and Ingvar, 1973). The rCBF 
method was therefore applied (still in conjunction 
with cerebral angiography) in patients with presenile 
dementia. The first series (Ingvar and Gustafson, 
1970) showed that correlations existed between 
abnormal flow patterns and symptoms of dementia. 

It has later been demonstrated by analysing about 
4,000 rCBF studies at 18 clinical centres that the 
193 xenon technique does not carry a greater risk 
than other routine diagnostic procedures applied in 
patients with suspected organic brain disorders 
(Ingvar and Lassen, 1973). We have therefore felt it 
unethical not to use the 139 xenon method to measure 
the cerebral functional activity in patients with pre- 
senile dementia, a disorder which carries such a severe 
prognosis. 

All patients participating in the study were volun- 
tarily admitted to the Department of Psychiatry. 
The non-deteriorated patients were carefully told 
about the nature and goal of all diagnostic proce- 
dures, including the rCBF study and their informed 
consent was obtained. In deteriorated patients, the 
next of kin was informed and permission to carry out 
the study was obtained. The present investigation, 
including other rCBF studies at our laboratory, has 
been supported by the Swedish Medical Research 
Council, following consideration by the Committee of 
Ethics of the Medical Faculty of the University of 
Lund. 


MATERIALS AND METHODS 
I. The dementia group consisted of 57 patients of 
which two were later excluded because of incomplete 


data. The patients were admitted consecutively to a 
psychiatric department for signs of intellectual 
reduction in the presenile period. Patients with 
somatic diseases or a history of mental disorder, head 
injury, alcoholism, drug abuse, etc. were excluded 
(Ingvar and Gustafson, 1970; Gustafson, 1975). 
During the course of the study 20 of the patients 
have died and 14 of them have been autopsied. Four 
of these patients showed typical changes of Alzhei- 
mer’s disease, and four showed a diffuse cortical 
atrophy, most marked in the frontotemporal regions. 
Four further patients showed degenerative brain 
stem lesions of non-vascular origin and two of these 
showed cortical degenerations in addition. One 
patient showed a localized degeneration in the 
temporal region and one showed reduced brain 
weight and arteriosclerotic brain vessels. These 
findings demonstrate that the patho-anatomical basis 
of the organic dementia in the present group was 
highly varied. Details of the patho-anatomical find- 
ings are published elsewhere (Brun, Gustafson and 
Ingvar, 1975). 

Table I demonstrates the age and sex distribution 








TABLE I 
Age and sex distribution for the controls and the demented 
‘patients 
Sex n Age SD R 
Patients 9 28 596 43-71 
g 27 56-5 48-66 
55 58-5 43-71 
Controls 9 25 54:47 45-64 
$ 31 5646 46-66 
56 5546 45-66 
Pat. /contr. :NS 


of the patients and controls. Because of deficiencies of 
the rCBF measurements six patients were later 
excluded in the correlation of psychometric and 
rCBF data. This did not affect the age distribution 
within the group. 

Many of the patients were taking medication at 
the time of the study. In general, the least deteriorated 
patients had more medication than the others, often 
thymoleptics. Signs of depression were only found in 
relatively better preserved patients (Gustafson, 1975). 


2. The psychometric control group consisted of 56 
patients from the out-patient department of ortho- 
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‘paedics. They were matched approximately with 
regard to age, sex (Table I), and educational level. 
None of the controls had a history of brain injury, 
and patients with symptoms of pain which could 
have affected the psychometric procedures were 
excluded. 


3. The rCBF reference groups consisted of A: seven 
healthy young men, mean age 35 years (Ingvar et al., 
1965); and В: тї alcoholics, mean age 42 years, 
without psychometric signs of cognitive reduction 
(Berglund and Sonesson, 1975). 


Psychomstric methods 

The psychological tests were chosen to measure 
cognitive functions known to be vulnerable, such as 
immediate memory, spatial perception, reasoning 
and, particularly in deteriorated patients, verbal 

abilities (Inglis, 1958): 

I. Vocabulary, a word list (Husén, 1956). 

2. Synonyms (Prien, 1957). 

3. Paired associates, verbal memory test for йршей 
recall (Cronholm and Molander, 1954). 
4. Memory for objects, recognition test (Cronholm and 
Molander, 1954). 
5. Kohs block design, 
(Wechsler, 1958). 
6. Memory for design, spatial memory test (Graham 
and Kendall, 1960). 

7. Visual retention test, spatial memory test (Benton, 
1963). 

8. Colour word test, one reading (Smith and Nyman, 
1959). 

9. Visual reaction time test, simple and choice. 

In addition the following tests were used: 

10. The memory design test and visual retention test when 
required to test the ability to copy geometrical 
designs. 

11. Examination for aphasia was made as described by 
Eisenson (1954), in a slightly shortened version. 
This examination was only made when other 
tests indicated a speech disturbance, and it 
cannot be compared with a standardized psycho- 
logical instrument. It includes items which 
detect visual, auditory, and tactile agnosia. 
Verbal comprehension is tested by reading short 
paragraphs to the patients. Tests for expressive 
dysphasia and for apraxia were also included. 
Non-verbal test items included voluntary motor, 
mainly manual activity. Verbal apraxia items 
included repetition of numbers, words, and 
symbols. Automatic speech was tested by recita- 
tion of the alphabet, the days of the week, or 
the months. When possible, spelling, writing from 
dictation, reading aloud, word findings, arith- 


spatial performance test 
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metic, etc., were tested. Dysarthria was also 
examined by means of conventional test words. 
The psychometric tests were presented in the folowing 
order: 
1. Spatial memory tests; 2. Spatial tests; 3. Memory 
tests; 4. Verbal testa; and finally if indicated, 5. 
Examination for aphasia. The psychiatric evaluation, 
the rCBF study, and the psychometric exploration 
were usually performed within one week of admission. 
For the validity of the memory tests, reference is 
made to Inglis (1958), Orme et al. (1964), White and 
Knox (1965), Pearce and Miller (1973), and others. 
The diagnostic validity of the tests has been demon- 
stated by Roth and Hopkins (1953), Roth and 
Myers (1969), and by Williams (1970). These 
authors have established that a good differentiation 
can be made between demented patients and other 
psychiatric groups, as well as normals of approxi- 
mately the same age. Their findings also show that it 
is possible to separate the natural decline with age in 
psychometric performance from the cognitive deterio- 
ration which takes place in organic dementia. 


The rCBF technique 

` In the demented patients and in the two reference 
groups rCBF was determined by means of the intra- 
arterial 133 xenon injection technique. The theoretical 
background and the clinical application of this 
method have been described in detail elsewhere 
(Lassen et al., 1963; Hoedt-Rasmussen, Sveinsdottir 
and Lassen, 1966; Sveinsdottir et al., 1971; Ingvar 
and Gustafson, 1970; Lassen and Ingvar, 1972). In 
short, the method involves an injection into one of 
the internal carotid arteries of an inert, diffusible, 
gamma-emitting indicator, 133 xenon. About 5 mCi 
of the tracer, dissolved in 3-4 ml. saline, is injected 
during 1-2 sec. Following rapid uptake of the brain 
tissuc, the clearance of the isotope is recorded 
externally by multiple (8 or 32) scintillation detectors 
mounted in parallel in a honey-comb holder looking 
at right angle at the lateral surface of the subject's 
head. The wash-out of the isotope lasts about 15 min., 
during which the tracer is almost completely elimi- 
nated via the lungs. From each detector a regional 
clearance curve is obtained which is stored in a core 
memory, and calculations of flow values in ml./100 g./ 
min. are made by a computer, either on-line or off- 
line. The following parameters were calculated from 
the clearance curves: 


Ja The blood flow of the grey matter, calculated from 
the fast component of the clearance curve ob- 
tained by biexponential analysis; 

fu The blood flow of the white matter, calculated 
from the slow component of the curve; 
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то The mean (‘stochastic’) blood flow of the two 
brain tissue compartments, calculated according 
to the height-over-area principle; 

g% Relative weight of the tissue (grey matter), yield- 
ing the fast component. g%, calculated from the 
intercepts of the two components at time zero. 

A detailed description of the detector system and the 

computer programs has been given elsewhere (Ingvar 

and Gustafson, 1970; Sveinsdottir et aL, 1971). 

Following the measurements, the centre of 4 or 5 of 

the detector fields were marked with small lead 

pieces, and a lateral skull film was taken to map out 
the fields of measurements, Thirty of the measure- 
ments were made with an eight-detector instrument, 
the remainder with a 92-detector device. For the 
sake of uniformity, the nineteen 92-detector studies 
were transformed into an eight-region pattern by 

averaging the measurements in groups of 3-4 

detectors, The eight regions, their approximate 

localization and their designation are shown in Fig. 1. 

In the final group of 49 demented patients the 
rCBF measurements were made on the dominant 

(left) side in 47 cases and on the right side in 2 cases. 

At least two arterial blood samples were taken during 

each rCBF study to determine the pCO, tension. 

The variation in pCO, were found to be small, and 

no correction for this factor has been made (Gustafson 

and Risberg, 1974). The patients were premedicated 
with 0:75 mg. atropine and о:2 g. phenobarbitone. 

Twenty-three of the patients were not on medication; 


+ 


Fro. 1.—The localization of the detectors on the 


hemisphere. 

1, The upper frontal region (F up) 
Frontal (z The lower frontal region (Flow) 

g. The premotor region (Prem) 

4. The motor region (Mot) 

5. The anterior temporal region (T ant) 
Postcentral 6. The parietal region (Par) 
and temporal | 7. The posterior temporal region (Т post) 

8. The occipital region (Occ) 


the remainder were being treated with anti- 
depressants, tranquillizers, hypnotics, and neuroleptics 


in standard dosages. No systematic effect on rCBF of ~» 


these drugs are generally observed (Franzén and 
Ingvar, 1975). 


Statistics 

The rCBF values will be presented in two ways, 
firstly as raw figures, and secondly as percentages of 
the individual hemisphere mean. The percentage 
expression made it possible to compare rCBF 
patterns or ‘landscapes’ in which the intra-individual 
differences due to variations in mean hemisphere 
level were nil. Mean percentage deviations could 
then be calculated for each region and each psycho- 
logical group. The significance peaks and valleys in 
the regional distribution were calculated as differences 
from the тоо per cent level, using a pooled standard 
deviation for the eight regions. This procedure was 
used for each cognitive defect group and each rCBF 
parameter. Differences, especially peaks and valleys 
(focal flow abnormalities), were calculated against 
the regional values for the reference group B. 


RESULTS 
I. Psychometric differences between the demented 
patients and the non-demented controls 

Thirty-two of the 55 patients were successfully 
tested, They understood the tasks presented and 
showed ability to solve at least the demonstration 
items. The results for the demented and non- 
demented patients are shown in Table II, 
together with some normal ranges. 

The most marked differences were found for 
the memory tests. Smaller differences were 
found in tests for general intellectual ability 
(p < o-or), while tests for verbal ability did 
not show significant differences. When the 
performance of the non-demented control group 
was compared. with that of lower age groups 
(values obtained from the test manuals) the 
main difference (not statistically testable) was 
found for the verbal memory test. The per- 
formance in all other tests (except perhaps 
reaction time) was approximately equal for the 
controls and the young normals. This reflects 
the normal reduction of learning ability during 
ageing. 

The 23 most deteriorated patients were not 
testable with the standardized psychometric 
instruments. Some of them were only able to 
take verbal tests. Several had difficulties in 
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Taste II 
Psychometric data for the patients (п == 32) and the controls (п = 56) 
Reference also given to mean performance in lower age groups 

















Patient group Control group Mean performance 
Mean age: 56 Mean age: 55 according to 
Test n = 32 р n = 56 the manual 
m SD m SD (references in text) 
Vocabulary Ке én "e 29'0+12:9 NS 274109 27-32 (recruits) 
Synonyms .. v i .. 7 21°3+ 9'0 NS 24°8+ 7*9 — 21-27 (stud. ex.) 
Attention .. As X: .. 7:64 2:9 «001 9:64- 2:0 
Paired associates .. es 12:04 5:9 < оо: 16:543 4:6 20-21 
Memory for objects 3 a 22*44- 6:6 <'оої 27°84 2:0 24-25 
Block design (bonus score) PE 14°8-+ 7:4 < +01 21:0: 6:8 21-27 (age 15-54) 
Memory for designs (points) .. 8:44 6-4 «001 2:8-F 2:6 0-4 
copy (no. of pat.) 2 : 2 o 
Visual retention test (no. correct) 414 2:2 «001 6-24 1:6 7-8 (age 15-54) 
Visual retention test (error score) g°8+ 4-6 «001 6:44 3:2 3-5 (age 15-54) 
copy (no. of pat.) ; 23 I о 
CWT, word (reading time in 
seconds) .. 22043-7777 <-oor  138:3-E56:5 — 121—140 
untestable (no. of pat) ss 5 о 
Reaction time (simple) .. кз 58-8+23°1 «0I 46:04: 9:8 48:4 (age 15-54) 
untestable (no. of pat.) - 1 o 
Reaction time (choice) .. Б 74°2+38-7 «0I 54:8:k 9:8 48:1 (age 15-54) 
untestable (no. of pat.) d 4 о 
Тавів ПІ 
Differences in spatial ability in relation to symptoms of aphasia in the 29 most deteriorated patients 
Reproduces 
Spatial ability on memory for with subnormal Not able Significance test:* 
designs test. n = 23 score Can copy tocopy Reproduce and copy/ 
(mean age: 60) п = 3 а= 7 n= 13 not able to сору 
Agnosia 
Visual EN s ka o o 8 p «-ot 
Auditive EN Ls us o o 8 р < о: 
Tactile Vs A о 2 8 p< -or 
Impressive aphasia Me V о 1 2 NS 
Audile чак zs D 2s I 2 8 NS 
Alexia Я we у “Ж о 3 10 р < +05 
Expressive aphasia o o 8 р< о: 
Anomia .. be ° 7 II NS 
Agraphia . 1 1 12 р < 005 
Acalculia . 1 6 13 NS 
Apraxia о 4 8 NS 
Dysarthria a ate о 2 11 р < 005 
Perseveration І 7 9 NS 
Confabulation .. x T 3 2 2 NS 





* Fisher’s exact probability test. 
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understanding the tasks, and many showed 
signs of aphasia. In order to differentiate these 
highly deteriorated patients, the copying version 
of the spatial memory tests and the aphasia test 
were given. The results from these assessments 
are given in Table III. Three distinct per- 
formance levels of the spatial test are here com- 
pared with the outcome of the aphasia examina- 
tion in order to simplify the comparison with the 
rCBF measurements. Table III also gives the 
distribution of aphasia symptoms in the most 
deteriorated patients. 

Table III also shows that agnosia and aphasia 
were most frequent amongst patients who could 
not copy geometrical designs. On the sensory 
side these patients showed visual, auditory and 


tactile agnosia and on the motor side signs of 
alexia and agraphia. In contrast, patients able 
to copy geometrical designs showed fewer signs 
of agnosia or of impressive aphasia. In general, 
signs of agnosia, apraxia and aphasia were more 
frequent the worse the performance was in the 
spatial tests. 


The psychometric defect groups 

A comparison of the preseniles with the non- 
demented controls showed the following five 
groups (Cir-C5) in regard to type and degree 
of intellectual reduction. The significant 
differences between the groups are clearly 
shown in Table IV. 


Taste IV 
Psychometric results in the controls and in the four groups of patients with intellectual dysfunction. (Significant differences 
from controls denoted accordingly: p < -05*, р < -01**, p < -oo1***. Group r (no defect; n = 2) was excluded 





from calculations) 
` Patient group 
Control 
Test group Сә C3 C5 
n = 56 n-1I4 n=16 n=10 n= 1g 
Vocabulary m 27:4 32-0 26:0 8.795 2:7 
sd 10°9 11:2 377 9:5 4'5 
Synonyms .. m 24:8 25:3 19:0 2 Bree о 
ad 79 9:2 8-7 43 o 
Attention .. m 9:6 8:6 6.4% т.Вжеж о 
за 2-0 2:6 2:6 1:7 о 
Paired associates .. m 16:5 I1:2*** — 11:5 1:9** о 
sd 4:6 5:8 5:9 2:1 o 
Memory for objects m 27:8 25:0*** — 19.6* B.1** o-8 
sd 2-0 2:9 8-0 9:2 1:4 
Block design (Kohs) (bonus score) m 21:0 19:9 9'5*** 2: eee ° 
sd 6-8 5.8 4'9 4:8 о 
Memory for designs (Rendall) m 2:8 7:2*** — 10:1 19:5* о 
(points) .. А за 2:6 6-2 6:4 47 o 
can copy (no. of pat.) о І 1 5 o 
unable to copy (no. of pat.) о о o 2 12 
Visual retention test (Benton) m 6:2 5:3* g:o** 1'1%% 0*9 
(no. correct) .. sd 1:6 2:2 1*5 1:6 0:3 
Visual retention test (Benton) m 6:4 7:9 19:0** 14-0 o 
(error score) .. š sd 3:2 45 3:7 7 о 
сап сору (по. of pat.) _ o o I 5 I 
unable to copy (no. of pat.) Vs о о о о ‚її 
CWT, word (reading time in m 138-3 195:6*** 266-:8** 2239-0 о 
seconds) sd 36:5 52:9 78:7 — ° 
untestable (no. of pat) és o о 5 9 12 
Reaction time (simple) .. vs m 46:0 41:6 74:8** 59*1 — 
sd 9:8 6-8 30:2 9-9 — 
untestable (no. of pat.) ed о о 5 11 
Reaction time (choice) .. En m 54:3 56:6 95°4** 92:1 
sd 9.8 10:2 50-5 29:5 о 
untestable (no. of pat.) o o 4 6 12 
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. No differences from the control group in the 
performance of any test (п = 2). 

. Significant differences only with regard to 

short-term memory, verbal, as well as spatial 

(n = 14). 

General intellectual reduction, with re- 

tained verbal functions (n = 16). 

. General and verbal reduction with anomia 

and acalculia: disturbed spatial ability 

(n = 10). 

General intellectual reduction with signs of 

aphasia, agnosia, apraxia, and loss of spatial 

ability (n = 13). 

In all likelihood these groups represent successive 

stages of increasing intellectual reduction in 

progressive organic dementia. This sequential 

aspect however, could not be verified, since the 

patients in the present analysis were only 

studied from a cross-sectional point of view. 


C3. 


C5. 


The age parameters 

There was no evidence that age differences 
could explain the differences found in cognitive 
reduction. The degree of reduction was calcu- 
lated with age-matched non-demented controls 
as a reference and thus was not influenced by 
any cognitive deterioration due to natural age 
decline. Furthermore, there were no significant 
correlations between age and duration of the 
dementia on the one hand and the degree of 
cognitive reduction on the other. 

Here it may be added that the mean systolic 
blood pressure was almost equal in groups 
C2-C5 (range 110-114 mm. Hg). The mean 
pCO, was 35:9, 38:2, 39:6 and 41-6 mm. Hg, 
respectively. This slight successive increase of 
pCO, thus showed an opposite tendency to the 
flow values, which decreased with increasing men- 
tal deterioration. There is thus no evidence that 
respiratory factors could explain the flow 
reductions found. 


II. rCBF findings in the psychometric defect groups 
As indicated in the Introduction, it could be 
expected that measurements of rCBF in the 
dominant hemisphere would show a reduction 
roughly in proportion to the intellectual deficit 
(see references in Introduction). ‘This finding is 
in general explained by the ‘metabolic regula- 
tion’ of the cerebral blood flow, which implies 
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that the neuronal activity of the nervous tissue 
normally controls its blood flow (Ingvar and 
Lassen, 1975). In organic dementia which 
causes loss of neurons the neuronal activity is 
reduced, and so is the cerebral oxidative 
metabolism and consequently also the cerebral 
blood flow. It also seems plausible that such a 
relation should hold for circumscribed areas of 
the brain and hence that focal reductions of the 
cerebral blood flow should give rise to focal loss 
of function—including different cognitive ab- 
normalities (Ingvar and Gustafson, 1970; 
Simard et al., 1971; Hagberg, 1974). 


(a) Mean hemisphere rCBF values 

There was a clear parallelism between the 
reduced flow on the one hand апа the 
degree of cognitive reduction on the other 
(Table V). Among the rCBF parameters the 
mean f; and mean f, appeared more sensitive, 
showing a reduction as early as in group C2 
(selective memory dysfunction). Ё, was signifi- 
cantly reduced in groups Сз, C4 and C5, while 
g% reached a significant reduction only in 
group С» (aphasia, agnosia, apraxia, and spatial 
dysfunction). 


(b) Regional flow abnormalities 

In Fig. 2 a schematic representation of the 
rCBF values is given for the eight hemisphere 
regions for fio, fg, fy, and g%, respectively, in 
the four psychometric defect groups Со, Cs, 
C4 and Cs. Fig. 2 is based upon an extensive 
statistical analysis of the regional distribution 
of the rCBF parameters. Tables with the raw 
data are available to readers on request. 


The fro parameter 

Except for slightly higher values in the 
frontal regions, no specific focal characteristics 
are found for this parameter in normals or in 
non-demented patients (rCBF reference group 
B). The memory defective group C2 showed a 
normal mean hemisphere fro, but a significant 
focal reduction over anterior temporal regions, 
which significantly deviated from the reference 
group. Group C3 (general reduction) showed a 
significantly reduced mean hemisphere fio in 
addition to a focal anterior-temporal flow 
reduction. 'T'he focal reduction was greater than 
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ТАВІЕ V 
Mean hemisphere rCBF parameters for the normal sample (reference group A) and the different cognitive reduction 
groups. Inter-group differences presented in the table (two-sided test) 





Psychometric defect groups 





rCBF 
parameters Normal 
(mean sample Ca 
hemisphere п = ў Normal/C2 n == 14 
values) р 
fro m 49:8 46:4 
sd 4'1 7:8 
f m 79:5 63° 
sd 8-3 «0I 9:7 
fy m 20°9 Аа 
за 2-1 < +05 2'9 
5% .. т 49-2 50/1 
sd 2:0 4°9 





4*** 


©з C4 C5 
n=13 Сб n=g 4/05 ner 
р р 


44:0* 37:6" 35°:*** 
7`4 < '05 5'2 71:6 
67: o*** 53:9*** 55:2*** 
12:3 < 01 8-0 8-2 
17:g*** 16: 1*** 16:2%%% 
2.1 2:5 31 
46-5 471 40:5*** 
6-3 6-0 «01 T6 





Significances: * p < -05, ** p < *01, *** p < -oor in rel. to normals, 


in Со and also differed significantly from the 
same region of the reference group. Group C4 
showed a marked reduction of the mean 
hemisphere fio (significantly lower than in 
group C3), but no focal abnormalities. In 
group C5 the general reduction was even greater 
and the flow was very low in the posterior 
temporal, the parietal, and the occipital regions. 
The fio measurements thus confirmed previous 
findings that the mean hemisphere blood flow 
is reduced roughly in proportion to the cognitive 
reduction. In addition, this parameter showed 
regional abnormalities which correlated with 
the type of cognitive reduction in groups Ca, 
Сз and C5. 


The grey matter blood flow parameter (fz) 

In normals and non-demented patients this 
parameter shows a typical distribution, with low 
values in the anterior temporal region and 
higher values frontally (Ingvar and Schwartz, 
1974). In groups C2 and Сз the normal fz distribu- 
tion was retained, but the level was lowered. 
Group C4, however, showed an abnormal distri- 
bution. The mean hemisphere fg was markedly 
reduced (even lower than in C3), and there was 
a focal reduction in the posterior temporal and 
the occipital regions, while the f; was higher in 
central and parietal regions. In group C5, the 


most deteriorated one, the f; reduction in the 
posterior temporal and the occipital regions was 
even more marked. It should be noted that in 
spite of the marked cognitive reduction there 
was no anterior temporal focus in group C5. 


The white matter blood flow parameter (fy) 

In normals, the f, distribution shows the 
highest values over the Sylvian fissure and basal 
ganglia (Ingvar and Schwartz, 1974). In the 
present dementia groups, the f, distribution 
appeared rather uniform, and it was not 
possible to differentiate the groups with the 
aid of this parameter. However, in the occipital 
region a progressive fy decrease was noted 
which paralleled the cognitive deterioration. 


The relative weight of the grey matter (g%) 

In normals, a typical distribution of g9/ is 
found with high values in the anterior temporal 
region and significantly low ones in the posterior 
temporal area. A gradual decrease of g% was 
found in the anterior temporal regions in 
groups C2-C5. In the central region the g% 
values did not change much. Only the most 
deteriorated group C5 showed a significantly 
mean hemisphere reduction of g%. The rCBFs 
measured in the rolandic region thus stand out 
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as those least affected even in patients with 
severe cognitive reduction. 


Discussion 
The patient material 

The present sample of patients showed the 
classical symptoms that have been described in 
presenile dementia, such as defective compre- 
hension, problem-solving, learning and judge- 
ment, as well as memory deficits, disorientation, 
affective disturbances, and, in the end state, 
signs of aphasia, agnosia, apraxia, etc. (Mayer- 
Gross and Guttman, 1953; Mayer-Gross, Slater 
and Roth, 1969; Busse, 1967; Kaplan, 1956; 
Mulder, 1959; and others). These symptoms 
form the main topic of the present study, while 
‘secondary’ symptoms, which seemingly consti- 
tute a reaction of the patient to his waning 
cognitive abilities, such as depression, delusions, 
paranoid and primitive hysteroid reactions, will 
be considered in the psychiatric analysis of the 
material (Gustafson, 1975; Gustafson and 
Hagberg, 1975). 

In the present analysis, the concept of 
differential decline of cognitive functions (Bab- 
cock, 1930; Inglis, 1958) has been used as the 
basis for interpretation of the intellectual 
deterioration in presenile dementia. It implies 
that verbal functions are more resistant to 
decline than other cognitive functions, This is 
reflected in the so called verbal-performance 
discrepancy. Jones (1967), Feifel (1949), and 
Yacorzynski (1941) have emphasized that verbal 
abilities show a higher resistance than other 
cognitive functions in deteriorating processes 
of the central nervous system. The present 
findings support the concept of differential 
decline. 

The five groups of cognitive reduction (page 
214) show a good correspondence with the 
symptomatology found in other series of pre- 
senile patients (Sjógren, Sjógren and Lindgren, 
1952; Mansveld, 1954; Mayer-Gross, Slater and 
Roth, 1969; Busse, 1967; Kaplan, 1956; 
Mulder, 1959; and others). It should be 
stressed, however, that the groups represent the 
cognitive state of the patients at the time of the 
study and that no aetiological or anamnestic 
conclusions can be drawn from them. In spite 
of this, however, it is evident that our groups 


denote increasing severity of mental deteriora- 
tion, and hence they could reflect the progressive 
course of cerebral organic changes underlying 
the slow deterioration in presenile dementia. 
This problem will be taken up in a follow-up 
study of the material. 


The mean hemisphere rCBF parameters in presentls 
dementia 

The mean hemisphere rCBF parameters of 
the different cognitive reduction groups de- 
creased with the intellectual deterioration. This 
confirms previous study with global CBF tech- 
niques (Freyhan et al., 1951; Fazekas et al., 1953; 
Hedlund et al., 1964; Klee, 1964). 

The most important psychometry/rCBF corre- 
lations concerned the f; and the fio parameters 
(fro being determined to a great extent by fj). 
This confirms that parameters which measure 
the blood flow of the grey matter reflect the 
highest functions of the brain (Risberg and 
Ingvar, 1973), while fy and g% are less affected. 
However, as will be shown below, the most 
deteriorated patients showed distinct alterations 
of these two parameters also, a finding possibly 
indicating the presence of cerebral atrophy. 


rCBF distribution in the normal controls and in the 
demented patients 

Control group B (Berglund and Sonesson, 
1974) showed an rCBF distribution coinciding 
with the one found by others (Heedt-Rasmussen, 
1967; Wilkinson et al., 1969; Sveinsdottir et al., 
1971/72). In normals, f; and also fio show 
higher flows in premotor, frontal regions and 
lower values in temporal and parieto-occipital 
regions, as well as postcentrally (Ingvar and 
Schwartz, 1974). This signifies that normally 
at rest the structures situated precentrally, in 
the premotor and frontal regions have a higher 
functional activity than have temporal and 
postcentral structures. During voluntary motor 
activity, perception of sensory stimuli, speech, 
reading, problem-solving, abstract thinking, 
etc., the normal resting pattern is changed into 
various other patterns. Abstract thinking aug- 
ments the flow (function) especial in the 
cortical association areas frontally as well as 
postcentrally in the occipito-parieto-temporal 
region (Risberg and Ingvar, 1973; Ingvar and 
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Schwartz, 1974). Such changes affect mainly 

‚ the f, parameters and the present deficits found 
in presenile patients—studied with the rCBF 
technique at rest—should be analysed with these 
findings as a background. 

It should be emphasized that the rolandic 
region appeared to be least affected. This is in 
line with the general notion that demented 
patients usually have fairly intact elementary 
motor and sensory functions. It is also known 
that rolandic and Sylvian regions show less 
patho-anatomical changes in presenile dementia 
(Wolstenholme and O’Connor, 1970). 


Selective memory impairment (C2) 

The patients in group C2 with selective 
memory impairment demonstrated a charac- 
teristic focal decrease of fio and g% over the 
temporal region. fg, on the other hand, showed 
a similar pattern as the reference group. How- 
ever, the regional pattern is profiled relative to 
a reduced mean hemisphere level, which pre- 
sumably gives the temporal focus a more severe 
functional significance than in the reference 
groups for determining the memory defect. It 
should be recalled that the memory functions 
were tested verbally, visual-spatially, concretely 
and abstractly. Therefore other areas than the 
temporal one, e.g. parietal-occipital, posterior- 
temporal, fronto-temporal as well as frontal 
participated in determining the state of the 
memory functions (Luria, 1966). The findings 
in group C2 thus support the hypothesis that 
memory mechanisms are determined to a 
major extent by temporal structures (Milner, 
1958), and also that they are influenced by 
adjacent areas and the general functioning level 
of the cortex (Hagberg, 1975). 


General cognitive reduction with retained verbal 
Junctions (C3) 

The patients in group Сз showed a general 
reduction of the capacity for handling symbols 
and abstractions in a logical-inductive way. In 
any sample of tasks offered to the patients for 
solution the deficiency was shown. Two aspects 
of the defects were especially apparent: an 
incapacity to form abstractions (understand 
symbols) and to process symbols and abstrac- 
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tions in a logical fashion. Even if minor concep- 
tual deficiencies were present in this group, the 
major dysfunction seemed to be within the area 
of processing. 

In group C3, f, and g% showed similarities 
as to mean rCBF level and regional distribution 
with the memory-disturbed group C2. However, 
fro showed a significant reduction. The unique 
feature of the generally reduced group C3 was 
thus a diffuse involvement of the hemisphere, a 
fact verifying the assumption that the brain 
works in an increasingly ‘equipotent’ manner, 
Le. with a diffuse involvement of the hemisphere, 
the more complex the mental activity is. Our 
findings support those of Willanger (1970), and 
Chapman and Wolff (1959), who used similar 
tests. Chapman and Wolff (1959) concluded 
that ‘the form and degree of impairment of 
higher integrative functions were independent 
of the site of tissue loss within the neopallium 
and were closely related to the mass of im- 
properly functioning tissue’. 

The findings in group C3 indicate that with 
advancing dementia fewer and fewer alterna- 
tives remain to form cerebral ‘constellations’ of 
functional systems. This makes the mental 
activity progressively less flexible. Finally, as in 
group C3, it is impossible to keep up an adequate 
level of mental function. This interpretation 
coincides in general with Luria’s (1966) dynamic 
field theory, in which the concepts of ‘pluri- 
potentialism’ and ‘graded localization of func- 
tioning’ are central. 


General cognitive and verbal reduction (C4) 

The fourth group (C4) contained patients 
with a general reduction of cognitive abilities, 
as well as verbal dysfunction, mainly in the 
form of anomia and acalculia. Compared to 
group Сз these patients showed a further 
deterioration in their ability to process symbols 
and also an incipient reduction in their use of 
concepts and symbols. The rCBF parameters 
showed a further general reduction of the mean 
hemisphere fi. and f, and also significant focal 
reduction relative to the low mean values over 
the posterior temporal region and the parietal- 
occipital regions, which are known to play a 
prominent role in symbol handling. 
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General cognitive reduction with aphasia, agnosia, 
apraxia, and loss of spatial ability (C5) 

The most deteriorated group, C5, included 
patients with not only a marked breakdown of 
their symbol processing capacity but also a 
severe inability to understand and to use 
concepts and symbols. The flow pattern was 
similar to the one in group C4, but the mean 
hemisphere flow was even more reduced and the 
regional reductions in the temporal and occipito- 
temporal regions were more pronounced. Over 
rolandic and middle Sylvian regions the 
measurements showed fewer abnormalities. 
There were also significant reductions of fy 
and g%, a finding possibly related to brain 
atrophy in this group. 

Recently Baer et al. (1975) have published a 
study similar to the present one. They too 
found correlations between psychometric de- 
fects and CBF and rCBF, including regional 
correlations specific to defects of verbal func- 
tions, performance and memory. Their patient 
material showed a very low mean flow, suggest- 
ing that their patients were as deteriorated, or 
even more so, than our worst group G5. Further- 
more, in the selection of patients for regional 
correlations, Baer et al. (1975) used only patients 
with outspoken regional rCBF deviations. These 
considerations would seem to limit the general 
applicability of their conclusions as to the role 
of various brain regions for the intellectual 
functions. 


CoNcLUDING REMARKS 

The present presenile patients were highly 
heterogeneous, as evidenced by the patho- 
anatomical findings in 14 of the 20 patients who 
have died (Brun, Gustafson and Ingvar, 1975). 
Furthermore, the psychometric and rCBF 
measurements represent only the state of the 
patients at the time of the examination. Our 
study, therefore, does not elucidate the cerebral 
circulatory and functional conditions within the 
classical clinical diagnostic entities of presenile 
dementia, or the progressive intellectual deterio- 
ration within these entities. The main object was 
to study the relationship between two sets of 
measurements, the patients’ intellectual reduc- 
tion and the level and distribution of the cerebral 
function, as reflected in rCBF measurements. 


There are two main results. First, it has been 
confirmed that the functional level of the 
dominant hemisphere, measured by the mean 
hemisphere rCBF parameters, especially f; and 
fr, correlates with the cognitive ability of 
patients with presenile dementia. A reduced 
mean f, and fi, indicating a loss of neurons 
and degenerative changes, was found in patients 
showing defects of symbol processing on a 
general level, and the defect was more pro- 
nounced when the flow reduction was severe. 
Apparently, fg which reflects the activity of the 
grey matter, mainly cortex, is the most sensitive 
index to measure this capacity (Risberg and 
Ingvar, 1973). The g% mean values were only 
reduced in the most severely defective group C5, 
in which most likely cerebral atrophy had taken 
place. 

The second main result is the finding that 
some of the partial symptoms in presenile 
dementia showed distinct correlations to focal 
flow abnormalities. Here the temporal flow 
reduction in group C2 with memory reduction 
should be recalled, as well as the defect in 
verbal and symbol functions in groups C4 and 
C5, in which there was a marked flow reduction 
in the occipito-parieto-temporal region. Gene- 
rally speaking, these findings on the regional 
plane indicate that disturbances of cognitive 
functions in presenile dementia are in principle 
of the same nature as those found in patients 
with focal cerebral lesions in corresponding 
regions. 

The regional relations are highly borne out 
by a further detailed analysis of the present 
material (Hagberg, 1975) in which it was 
possible to show that even within limited sec- 
tions of the intellect, e.g. memory, various rCBF 
patterns could be identified, correlating in a 
meaningful way to visual, auditory and other 
types of specific memory defects. 

One may thus look upon the intellectual 
deterioration in presenile dementia as depend- 
ing upon (1) a general reduction of the cerebral 
activity leading to a diminution of the mean 
flow level; this reduction determines the overall 
intellectual deficit. In addition (2) focal reduc- 
tion of the brain activity in various magnitudes 
and combinations reflected as different flow 
pattern give rise to specific dementia syndromes, 
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reflected in the cognitive reduction groups 
demonstrated above. 
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The Contribution to Psychiatry by Padua University* 


By PROFESSOR LUCIANO BONUZZI 


The welcome visit of the Royal College of 
Psychiatrists brings to mind the close links 
which exist between the University of Padua 
and Britain. 

The University of Padua was founded in 1222 
by dissident academics from Bologna. Not long 
afterwards the University began to open her 
doors to distinguished British scholars, and 
these were particularly numerous during the 
fifteenth, sixteenth and seventeenth centuries. 
As an illustration of this academic movement it 
is noteworthy that, in the 200 years following 
the establishment of the Royal College of 
Physicians in 1518, eighty of its Fellows were 
graduates of Padua. The most famous of these 
was William Harvey, whose diploma is to be 
seen in our archives. 

Padua’s contribution to psychiatry was mainly 
concerned with the development of methodo- 
logy, although the work done within this 
framework cannot be ignored. I must also 
stress another factor which contributed to 
whatever fame Padua enjoys, namely the un- 
trammelled freedom to pursue research and to 
discuss openly whatever findings emerged, the 
"Universa universis Patavina libertas'. As a result 
of this freedom, also to be found in the thirteenth 
and fourteenth centuries in the Universities of 
Paris and Oxford, there arose a significant swing 
in outlook towards what is termed naturalismo 
(naturalism) and away from the traditional 
verities. At Padua this new outlook was directed 
especially towards the reappraisal of the writings 
of Aristotle. 

Nevertheless, the real contribution to con- 
temporary psychiatric thought begins in the 


* This address was translated from Italian into English 
by Drs. Franco Zanin and Fabrizio Casale and was read 
on 13 May 1974 in the Fabrizio dell, Acquapendente 
lecture theatre to the visiting members of the Royal 
College of Psychiatrists by Dr. Franco Zanin. It has been 
abridged by Dr. H. R, Rollin. 


sixteenth century with Pietro d’Abano, an 
outstanding teacher of Padua, who incidentally 
was well trained in neurology. He accepted 
that the brain was the organ of the mind and 
that nerves were essential for sensory perception 
and motor movement, and in illustration of his 
thesis described some interesting clinical cases. 
He was aware of the damage to the brain caused 
by chronic alcoholism and of the way in which 
emotions could produce physical, i.e. somatic, 
symptoms, and thereby a new approach to 
psychotherapy was opened up. He separated 
out in psychotherapy what could be termed 
rational argument and the effect of suggestion. 
Dreams were interpreted in accordance with the 
humoral theory of Galen. Thus the importance 
of Pietro d'Abano can be seen to have been in 
his naturalistic approach to mental problems. 
He has been accused of dabbling in astrology, 
but this accusation must be seen in another 
context: to study the heavens is to study nature. 

The second luminary is Pompanazzi, who 
attempted in his work De Incantationibus (1556) 
to provide objective explanations for pheno- 
mena which at that time were attributed to 
demons and spirits. While not disputing certain 
articles of faith of the Christian Church, he 
was aware of the discord between some aspects 
of naturalism and Christian teaching and had 
to accept these as irreconcilable. 

As a further extension of the concept of 
naturalism came the attack on the theory 
previously held that insanity was due to 
supernatural phenomena. This paved the way 
for rational, scientific investigation into the 
causes of insanity. At the very same time as 
two Central-European scholars, Agrippa of 
Nettesheim and Johann Weyer were fighting 
for a revision of the concept of demonopathy 
as codified in the Malleus Maleficarum, Padua 
had already achieved victory in this field. It 
was entirely due to the enlightenment which 


224 


existed in the neighbouring powerful State of 
Venice at the time that Paduan scholars were 
allowed to study madness as an exclusive 
province of medicine. 

Gerolamo Fracastoro, the acknowledged 
authority on the transmission of infectious 
disease, was at the same time the first to give 
a detailed description of the depression of 
affect in melancholia and to describe the 
attendant risk of suicide. Giovanni da Monte, 
who took the unusual step in those days of 
abandoning his lectern to teach clinical medicine 
at the bedside, pointed out the possible connec- 
tion between menstruation and some aspects 
of depression. Trincavella, an avowed psycho- 
somatist, became concerned with symptomatic 
psychosis. Capivaccio wrote that *melancholiae 
affinis est mania’ and so linked the two phases 
of manic-depressive psychosis. Interested in the 
same field were Mercuriale, Alpino and Saxonia. 
Many of the authorities so far mentioned were 
influenced by the far reaching anatomical 
researches in Padua; they abandoned the old 
humoral theories of Galen and looked to the 
brain for the real seat of mental iliness. 

At this point it may be worthwhile to digress 
a moment and remind you that William Harvey, 
famed for his discovery of the circulation of the 
blood, remained ever faithful to what he had 
been taught in Padua and to its methodology. 
Harvey will always be remembered here as one 
of the progenitors of modern psychosomatic 
medicine. 

Although obviously Harvey took back with 
him to Britain some of the intellectual milieu 
of Padua, some time later, in about 1700; 
elements of British culture were imported to 
Padua. It was at this time that the house of 
Joseph Smith, the British consul in Venice, 
became a focal point for visiting Paduan and 
British intellectuals; conversely, many pro- 
fessors from Padua visited England and it is 
not surprising that several of them became 
members of British scientific societies. Morgagni, 
for example, was elected a Fellow of the Royal 
Society in 1722. 

Although Morgagni himself could lay no 
claim to being a psychiatrist, his researches had 
an important part to play in medicine, in- 
cluding psychiatry. His influence can be seen 
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on a succession of research workers such as 
Laennec, Cruveilhier, Rokitansky and Virchow, 
whose influence in turn has affected to a con- 
siderable extent the organic approach of Bayle, 
of Wernicke and even of Kraepelin. It is worth 
adding in this context that the thinking in 
Morgagni's De Sedibus seems to reflect Locke's 
philosophy. 

In the 1800s there are no outstanding figures 
to be found in Padua. However, one cannot 
afford to forget De Giovanni, a somatic physi- 
cian who at the same time was sensitive to the 
psychological make-up of his patients. 

To bring our story up to date: after the eclipse 
of psychiatry and psychiatric teaching in Italian 
universities between the 1920s and 1960s, it is 
worth mentioning that Padua played her part 
in its renaissance by founding one of the first 
psychiatric clinics. Equally it must be noted 
that it was in Padua that the first protests were 
to be heard against current anti-psychiatry. 

So it is that with today's anti-psychiatry, the 
wheel has gone full circle and we are back where 
we started. That is to say, that in the outlandish 
claims of the more vociferous anti-psychiatrists 
in which there is an over-emphasis on social 
pressure as the cause of ‘madness’ there is in a 
way a reversal to the demonopathy of anti- 
quity, which also excluded brain lesion and 
biochemical change as a cause of mental illness. 
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Stereotactic Limbic Leucotomy—A Follow-up at 16 Months 


By NITA MITCHELL-HEGGS, DESMOND KELLY and 
ALAN RICHARDSON 


Summary. Sixty-six patients were assessed clinically, psychologically and 
physiologically before operation, at six weeks and at a mean of 16 months 
following stereotactic limbic leucotomy. Seventy-three per cent were clinically 
improved at six weeks and 76 per cent at 16 months. In obsessional neurosis, 
89 per cent of patients showed definite clinical improvement at 16 months; in 
chronic anxiety, 66 per cent were improved; in depression, 78 per cent; and in 
the small number of schizophrenics treated the improvement rate was over 
80 per cent. Self-assessment and observer-assessment questionnaires and scales 
measuring Depression, Anxiety, Neuroticism, Hysterical symptoms and 
Obsessional symptoms and traits all showed highly significant reductions of 
mean scores at 16 months. There was no fall-off in intelligence, and adverse 
effects were minimal. Limbic leucotomy, with its enhanced accuracy and safety, 
compares very favourably with similarly assessed, more extensive ‘free-hand’ 
procedures, and in obsessional neurosis and chronic anxiety the results are 


superior. 


INTRODUCTION 


Previous papers have described the develop- 
ment and technique of stereotactic limbic 
leucotomy (Kelly et aL, 1973a; Kelly, 1973; 
Richardson, 1973a) and reported the en- 
couraging preliminary results in patients assessed 
six weeks after surgery (Kelly et al., 1973b). 
One hundred patients have now undergone the 
operation at Atkinson Morley’s Hospital and 
have been assessed clinically, psychologically 
and physiologically before operation and at 
six weeks. The present paper describes the 
longer-term outcome in 66 of these patients 
who have been followed up and reassessed by 
the authors after a minimum period of a year 
(mean 16 months). An entirely independent 
clinical assessment has been carried out by 
Dr. Maurice Partridge on 28 patients, and a 
comparison has been made between his im- 
provement ratings and those of the other two 
assessors. Dr. Partridge is a retired consultant 
psychiatrist with extensive experience of leu- 
cotomy assessment (Partridge, 1950); such a 
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comparison was, therefore, considered to be of 
value in assessing overall reliability of ratings. 


METHOD 
The patients 

There were 23 men and 43 women, and the mean 
age of the group was 38 years (range 21 to 65). All 
but three of the patients were referred to one of us 
(D.K.) by consultant psychiatrists for an opinion 
regarding leucotomy. Twenty-two patients were 
referred by Dr. William Sargant from St. Thomas’ 
Hospital, 11 by consultants at St. George's Hospital 
and зо by consultants at other hospitals. Two patients, 
previously under the care of other psychiatrists, were 
referred by their general practitioners directly to 
D.K. for a further opinion regarding management, 
as was one who was referred by her psychiatrist. 
After a trial of alternative treatments, these patients 
eventually proceeded to surgery (Case history 4; 
Kelly and Mitchell-Heggs, 1973). 

The patients were all severely ill. They were 
suffering from extremely disabling symptoms and 
had failed to respond to many different forms of 
treatment before they were referred for surgery, an 
adequate trial of suitable treatments being an essential 
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prerequisite for stereotactic limbic leucotomy. Other 
selection criteria include extreme severity and 
chronicity of illness, absence of psychiatric or medical 
contraindications, and the patient’s full agreement 
(no patient undergoes the operation while detained 
under a Section of the Mental Health Act). 

The patients’ mean duration of symptoms was 11 
years (range 3 to 27), and all but nine of them had 
suffered illnesses lasting more than five years. 

The majority of the men had been forced to give 
up work or take a demoted position because of their 
symptoms, and the majority of the women were 
unable to go out to work, run their homes or care for 
their families. The group’s mean number of hospital 
admissions was four, and 23 patients had made at 
least one serious suicidal attempt. All but seven had 
received at least one course of ECT and 28 had under- 
gone this in association with modified narcosis and 
antidepressant drugs (Walter, Mitchell-Heggs and 
Sargant, 1972). Thirty-five patients had undergone 
formal psychotherapy or psychoanalysis, while the 
majority had received supportive, non-interpretative 
psychotherapy throughout the greater part of their 
illnesses. Ten patients had undergone previous 
leucotomy operations of a more extensive type— 
either the modified prefrontal (Jackson, 1954), 
or rostral (McKissock, 1959). 

Most of the patients were suffering from a wide 
variety of psychiatric symptoms, but their primary 
diagnoses were as follows: obsessional neurosis 
(300.9; A Glossary of Mental Disorders, 1968): 27 
patients; chronic anxiety (300.0, 300.2): 15; de- 
pression (296.2): 9; schizophrenia or schizo-affective 
disorder (295.5, 295.7): 7; anorexia nervosa (306.5): 
2; personality disorder with depression (301.1): 1 
personality disorder with anxiety (301.6): 2; 
depersonalization with depression (300.6): 1; 
dementia with depression (309.6): 1; and palilalia 
with post-encephalitic parkinsonism (309.0): 1. 

Previous personality was broadly assessed as Good, 
Moderate or Poor, taking into account adjustment in 
work, social and sexual spheres before the onset of 
the illness. Detailed clinical case histories of some of 
the patients have been described elsewhere, as have 
methods and criteria for selection for limbic leuco- 
tomy (Kelly and Mitchell-Heggs, 1973). 


Assessment procedure 

The patient is generally admitted a week before 
operation. During this period clinical evaluations 
are made by D.K., N.M-H. and Mr. Alan Richard- 
son, the neurosurgeon. Independent assessment by 
Dr. Partridge has been an addition in some patients. 
Patients are assessed psychologically and physio- 
logically before operation, and their intellectual 
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function is evaluated by a clinical psychologist. 
Clinical, psychological, physiological and intellectual 
assessments are repeated six weeks after operation, 
after a period of rehabilitation (Kelly and Mitchell- 
Heggs, 1973), and similar assessments аге repeated 
after a minimum of a year. Clinical assessment is 
made using a standard interview, and the patient 
completes a questionnaire which contains questions 
regarding his progress and the presence of any side- 
effects. At the ‘year’ follow-up, the patient’s closest 
relative, friend or nurse is also interviewed and 
completes a detailed questionnaire regarding the 
patient’s progress. Presence or absence of unwanted 
side-effects are detailed comprehensively in both 
questionnaires. An overall rating of improvement, 
taking into account reports by relatives, referring 
psychiatrists, nursing staff and occupational thera- 
pists, is made at six weeks and again at a minimum 
of a year, using a five-point scale based on that 
devised by Pippard (1955): I. Symptom-free; 
II. Much improved (minimal residual symptoms); 
III. Improved (definite improvement, but significant 
residual symptoms) ; IV. Unchanged; and V. Worse 
(though not necessarily as a result of the operation). 
The least favourable of the independent ratings of the 
three psychiatrists is used for statistical purposes and 
categories T, II and III placed together to give an 
overall rating of improvement, since those in cate- 
gory II show definite improvement, while those in 
whom improvement is slight or questionable are 
placed with those rated as unchanged, in category IV, 


Psychological assessment 

Anxiety is assessed by the Taylor Scale of Manifest 
Anxiety (Taylor, 1953), the Hamilton Anxiety Scale 
(Hamilton, 1959) and the Free Floating Anxiety, 
Phobic Anxiety and Somatic Anxiety scales of the 
Middlesex Hospital Questionnaire (MHQ; Crown 
and Crisp, 1966). Self and observer ratings of anxiety 
on a ten-point scale are also employed during the 
physiological assessments (vide infra). 

Depression is assessed by the Beck (Beck et al., 1961), 
Hamilton (1967) and МНО depression scales and by 
self and observer ratings on a ten-point scale (‘zero’ 
representing no depression and '10' the most severe 
depression ever experienced). 

Obsessions are measured by the Leyton Obsessional 
Inventory (LOI; Cooper, 1970), a subjective card- 
sorting questionnaire, designed to measure obsessional 
symptoms, traits, degree of resistance and distress, 
and extent of interference produced by obsessions 
(the latter two scores are especially useful in discri- 
minating higb-scoring normals from those with 
obsessional neurosis), The LOI contains, in addition, 
some questions regarding non-specific psychiatric 


228 


symptoms, taken from the Cornell Health Question- 
naire (Brodman et al., 1956). Obsessional symptoms 
are also measured by a scale on the МНО. 

Neuroticism and Extraversion are assessed by the 
Maudsley Personality Inventory (MPI; Eysenck, 
1959) and Hysterical symptoms and traits by the 
MHQ. 


Intelligence i$ measured using the Wechsler Adult 
Intelligence Scale (WAIS; Wechsler, 1955). 


Physiological assessment 

This is carried out before operation, at six weeks 
and again after a year. Forearm blood flow, heart rate 
and blood pressure are measured at rest (‘basal’ 
values) and during stress, the methods employed 
having been described elsewhere (Kelly, 1967; 
Kelly, Pik and Chen, 1973). Anxiety ratings are 
made during the ‘basal’ and ‘stress’ periods on a 
ten-point scale, both by the patient himself (self 
ratings) and by the psychiatrist taking the measures 
(N.M-H.: Observer ratings; ‘zero’ corresponding to 
no anxiety and '10' to the most severe anxiety ever 


The operations 

Operations on the 66 patients were carried out by 
Mr. Richardson between 1970 and 1973. When the 
operation was first developed the number of lesions 
was insufficient to produce significant clinical benefit; 
thus the operation has evolved, and now usually 
consists of: 

(1) Three small (6 mm diameter) thermocoagu- 
lative or cryogenic lesions in the lower medial 
quadrant of each frontal lobe (to interrupt fronto- 
thalamic and hypothalamic connections, whilst 
avoiding damage to the converging convexity fibres 
and the more laterally placed uncinate fasciculus); 
and 

(2) two small lesions (6 mm diameter) in each 
cingulum (one of the main limbic circuits—the 
Papez circuit), each lesion in the cingulum having a 
lateral and medial component (Richardson, 1973). 

(3) Similar lesions in the genu of the corpus 
callosum have occasionally been made, since Laitinen 
(1972) reported favourable results in chronic anxiety. 

In a very small number of patients who underwent 
surgery early in the series, lesions were made in a 
two-stage procedure, additional lesions being made a 
few months after the first operation. 


Statistical analysis 
The pre-operative and ‘year’ post-operative data 
were statistically compared using Student’s t-test. 


STEREOTACTIC LIMBIC LEUCOTOMY-—A FOLLOW-UP AT 16 MONTHS 


RESULTS 

Of the 66 patients followed-up for a mean 
period of 16 months (range 9-37 months; one 
patient being seen at under a year, as she was 
emigrating), 57 underwent full clinical and 
psychological assessment before surgery, six 
weeks after operation and again at the 16 months 
follow-up. Three patients, although followed up 
in person, were unable to complete the question- 
naires, either because of poor comprehension of 
English or because of too severe psychotic 
symptoms on one or more occasions of testing. 
Three patients were unable to attend for inter- 
view at a year because their domicile was too 
distant from the hospital (abroad in two cases) ; 
they were, however, sent self-assessment ques- 
tionnaires and their relatives and physicians 
were also asked for details regarding their pro- 
gress. Three patients who had died during the 
period of follow-up (vide infra) are also included 
in the results. 


Clinical ratings 

Ratings on the five-point scale are shown by 
diagnostic category in Table I. Of the 66 
patients, 48 (73 per cent) were clinically im- 
proved at six weeks, as were 50 (76 per cent) at 
16 months. The degree of improvement had 
changed in some cases, however, with 5 patients 
rated as completely Symptom-free at six weeks 
and 14 so-rated at 16 months. Thirty-three 
patients (50 per cent) were completely free 
from symptoms or were suffering from minimal 
symptoms when assessed at 16 months. 

Patients with obsessional neurosis (N = 27) 
formed the largest diagnostic grouping, of 
whom 23 (85 per cent) were clinically improved 
at six weeks and 24 (89 per cent) at 16 months; 
18 (67 per cent) of them being rated as 
Symptom-free or Much improved. 

Of 15 patients suffering from chronic anxiety 
(free-floating or phobic), 8 (53 per cent) were 
improved at six weeks and то (66 per cent) at 
16 months. In those with schizophrenic illnesses 
(N = 7), 6 patients (86 per cent) were improved 
at the time of both assessments. The nature of 
this improvement in the schizophrenic patients 
was such that there was not only a reduction in 
anxiety and depression but also a decrease in 
the intensity and number of psychotic episodes, 
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. ТАВІЕ I 
Clinical ratings 6 weeks and 16 months after limbic leucotomy (N = 66) 
6 weeks % of 16 months % of 
N ` total total 
I П IH IV V improved I П П IV У improved 
Obsessional neurosis 274421 14 8 4 о 85 7 n 6 I 2 89 
Chronic anxiety .. Ібжжж I 3 4 6 I 53 5 I 6 8 2 66 
Depression — 9 3 3 3 о о 100 3 2 2 2 ° 78 
Schizophrenia 7* о 2 4 I о 86 о 4 2 I о 86 
Anorexia nervosa .. а о о 2 о о — d о о о I — 
Personality disorder 
with depression .. I о о о І о — о о І 0 — 
with anxiety .. 2 о 0 o 2 o — о 1 о о — 
Dementia with 
depression € I о o o I о — о o о о І — 
Depersonalization I о о o 1 о — о о о о І — 
Parkinsonian palilalia I о о о I о — о о o 1 ° — 
"Total 66 5 22 21 17 I 73 14 19 17 9 7 76 
* Previous operation. 
I: Symptom free. II: Much improved. III: Improved. IV: Unchanged. V: Worse. 


thus allowing the patients to achieve a better 
quality of life by taking employment and 
engaging in social activities. 

In the group of those suffering from depression 
(N = 9), all patients were improved at six 
weeks, while 7 of them (78 per cent) had 
maintained their clinical improvement at 16 
months. 

The other diagnostic groupings contained 
only one or two patients in each. In those with 
anorexia nervosa, both patients were rated as 
Improved at six weeks; at the later assessment 
one was rated as Symptom-free, while the other, 
rated as Worse, had, as described below, died by 
suicide. 

Two patients suffering from personality disorder 
with anxiety, were both unchanged at six weeks; 
at 16 months, however, both were clinically 
improved. One of them, who had been an in- 
patient in a mental hospital continuously for 
three years, was a patient with a poor pre- 
morbid personality and a history of long- 
standing tension relieved by window-smashing; 
at 16 months she was rated in the category of 
Much improved, having left hospital and taken 
a job. One patient, in whom a personality disorder 
was manifested by depression, failed to improve 
after the operation, and in a further patient in 


whom depression was an accompaniment to a 
dementing process there was again no change in 
depressive symptoms. Further progress of his 
dementing state during the period of follow-up 
caused him to be rated as Worse. One patient 
suffering from depersonalization and depression did 
not improve during the period of follow-up 
and was rated by one assessor as Worse. (She 
has subsequently improved and for the past two 
years has been free from symptoms). 

A man who had suffered from post-encepha- 
litic Parkinsonism, accompanied by frequent 
oculogyric crises and palilalia (repetitious, non- 
voluntary uttering of the phrase ‘R-E-D is red’) 
was not significantly helped by the operation, 
which was performed in an attempt to alleviate 
this very distressing symptom. 

During the period of follow-up three patients 
had died. The first died by asphyxia due to 
inhalation of vomit, following a self-administered 
overdose of barbiturates. This patient, who had 
suffered from depression in the setting of an 
inadequate, schizoid personality, had made an 
uneventful post-operative recovery. His death, 
three and a half months after surgery, occurred 
quite unexpectedly, on the day he was due to 
leave hospital. The blood levels of barbiturate 
were not lethal, and a verdict of ‘death by 
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incautious overdose’ was recorded. A second 
patient, suffering from chronic anxiety, again 
in an inadequate, schizoid pre-morbid per- 
sonality, had shown some relief of anxiety 
symptoms following surgery. Six weeks after his 
operation, on the evening of his premature 
discharge from hospital, at his own request, to 
a home which was far from supportive, he 
became distressed at finding the situation therë 
unchanged, and the following day committed 
suicide. The third patient had suffered from 
long-standing anorexia nervosa, chronic tension 
and depression. Symptomatic improvement 
following the operation was considerable, with 
normal weight gain and lessening of depression 
and tension; her progress was, however, ham- 
pered by a very dependent relationship with a 
girl-friend, who was endeavouring to terminate 
their friendship. Finally, after the break-up of 
their relationship, the patient attempted to 
seek employment near that of her friend and, 
failing to do so, took a fatal overdose of drugs, 
as she had threatened to do if her friend left 
her. (These three patients were each rated as 
Worse for the purposes of follow-up). 


Reliability of ratings on the 5-point scale appeared 
satisfactory, as assessed- by comparing the 
independent ratings of D.K. and N.M-H. with 
those of M.P. Of the total group of 66 patients, 
28 unselected patients were seen by M.P. (his 
availability being dependent. on infrequent 
visits to London since retirement). In 22 cases 
his ratings were in agreement with those of 
both of the other two assessors, while in 6 there 
was a disparity of one point between his rating 
and that of one or bóth of the other two assessor's 
ratings; in 4 of these his ratings were one 
category more favourable than those of the 
others. On no occasion had he discussed the 
patient with the other assessors before his initial 
interview, or between it and his assessment at 
16 months. The other two assessors were in many 
cases both responsible for the clinical care of the 
patients. Discussion of progress throughout the 
period of follow-up inevitably influenced their 
clinical ratings, although made independently, 
and disparity of one point occurred between 
only 8 of their 66 ratings at six weeks and 3 at 
16 months, In all cases the least favourable of 
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the three assessors’ ratings is shown in Table I. 


Psychological assessment 

The mean values on the psychometric scales 
before operation, at 6 weeks and at 16 months 
are shown in Table ІІ and in Figs. 1 and 2. 

Anxisty symptoms were considerably reduced, 
as evidenced by highly significant (p < :oor) 
reductions in all the psychometric scales mea- 
suring these (Taylor, Hamilton, МНО). Self 
and observer ratings of anxiety at rest were also 
significantly reduced (Table VI). Those during 
stress were also reduced, although the reduction 
in the self-rating did not reach statistical 
significance. Highly significant (p < -oor) 
reductions also occurred in all of the psycho- 
metric scores quantifying depression (Beck, 
Hamilton, МНО); self and observer ratings of 
depression were also reduced at a highly 
significant level (p < +001). 

Neuroticism scores on the MPI were markedly 
reduced at six weeks and at 16 months 
(р < -оот). The Evxtraversion scores on the 
MPI were increased very slightly, though the 
change did not reach statistical significance. 
Hysterical syraptoms, as measured by the MHQ, 
were reduced at the p < -oo1 level. 
` The Leyton Obsessional Inventory has been a 
more recent addition to the assessment pro- 
gramme and was completed at the 16 month 
follow-up by 25 patients (Table III; Fig. 3). 
Highly significant (р < 001) reductions 
occurred in mean obsessional Symptoms, Traits, 
Interference, and Resistance and Distress scores. 
Reduction in the mean Cornell general psychia- 
tric complaint level score was also highly 
significant (р < -oor). Twelve of the 25 patients 
tested were suffering from obsessional neurosis, 
and in these patients, as a separate group, 
reductions in all scores on the LOI were again 
at a statistically significant level (Table IV; 
Fig. 4). | | 

Intelligence as measured by the WAIS, has, to 
date, been assessed before surgery and at six 
weeks in 88 of the total of 100 patients who 
have undergone the operation. Twelve patients 
were not tested, either because of psychologist’s 
leave or the patient’s poor comprehension 
of English or because of too florid symptoms 
interfering with co-operation. No fall-off in 
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ТАВЕ П 
Mean psychometric values before and 6 weeks and 16 months after limbic leucotomy (N = 57) 
р 
Рге- 6 weeks 16 months Pre- vs. 16 
months 
MPI 
Neuroticism 33:8 24:2 23:8 *O0I 
Extraversion 14°4 16:7 16:7 NS* 
Depression 
Beck  .. 25:5 17:2 15:3 +001 
Hamilton 22:6 10:6 12:8 *OOI 
Taylor 32:2 24°2 24:3 oor 
Hamilton 24'0 12°6 14'4 001 
MHQ 
Anxiety . 11:6 grt 8:3 .001 
Phobic . 7:5 6-0 5:8 *001 
Obsessional II'S 9'I 8:6 ‘OO! 
Somatic .. 7:8 5:2 4'5 "001 
Depressive 9:9 7*5 6:9 -OOI 
Hysteric 5'5 5'I 4^5 *001 
*NS Not Significant. 
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Fro. 1.—Mean scores before and after limbic leucotomy 

on the Maudsley Personality Inventory (Neuroticism), 

Taylor Scale of Manifest Anxiety and Beck Depression 
Scale (N = 57). 
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Fro. 2.—Mean scores before and after limbic leucotomy 
on the Middlesex Hospital Questionnaire; Hysterical 
Scale not shown (N = 57). 
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ТАвгкЕ III 
Layton Obsessional Inventory scores before and 6 weeks and 16 months after limbic leucotomy. 
Mean scores for normal men and women shown for comparison (N == 25 mixed diagnosis patients) 
І р Normal Normal 
Pre- 6 weeks 16 months Pre- os. 6 men women 
months (N = 41) (N = бо) 
Symptoms 26°7 16:9 15:7 *001 8:7 11:4 
Traits 12.1 9'6 g'o "OI 51 5.1 
Cornell (Sections M-R) 24:7 15:6 13:2 -001I 1°8 4'9 
Resistance 3 39-8 21:6 17:1 oor 4'4 73 
Interference 41:6 21:6 16:0 001 3:6 3:8 
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Fig. 3.—Mean scores before and after limbic leucotomy on the Leyton Obsessional Inventory (N = 25 mixed 
diagnosis patients). 


intelligence was seen after operation, all of the 
subscales on the WAIS being increased at six 
weeks (Table V). Statistically significant in- 
creases occurred in the Verbal (p < -oor), 
Performance (р < +oo1) and Full Scale (p < 
оог) IQ scores. (Practice effects, generally 
observed when the WAIS is repeated, may, in 
part, explain these results.) 


Physiological assessment 
The mean physiology scores before operation, 
at six weeks and at 16 months are shown in 


Table VI. Reduction in ‘Basal’ (resting) and 
Stress forearm blood flow, heart rate, and systolic 
and diastolic blood pressures occurred at six 
weeks and 16 months. The reductions at 16 
months were statistically significant with regard. 
to ‘Basal’ and Stress heart rates, ‘Basal’ diastolic 
blood pressure, and Stress systolic blood pressure. 


Effects of pre-morbid personality on outcome 
Pre-morbid personality was broadly assessed 

as Good in 14 of the 66 patients, Moderate in 32 

and Poor in 20. The outcome at 16 months in 
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Leyton Obsessional Inventory scores before and 6 weeks and 16 months after limbic leucotomy (№ = 12 obsessional patients) 














р 
Pre- 6 weeks 16 months Pre- os, 16 
months 
Symptoms 32:6 19:0 18:3 001 
Traits .. 5 Уз Mi bs 12*5 9:6 9:0 05 
Cornell (Sections M-R) ee is 23°3 14! 10:7 *O0I 
Resistance 56:0 24:2 17:2 "001 
Interference 57°7 20°9 14,1 *001 
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Fic. 4.—Mean scores before and after limbic leucotomy on the Leyton Obsessional Inventory (N = 12 obsessional 


patients), 
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Taste V 
The mean scores on the Wechsler Adult Intelligence Scale before and 6 weeks after limbic leucotomy (N == 88) хм», 
Before After Difference р 
Verbal IQ... Ji -" " И? 106:5 109°7 +3°2 *OI 
Performance IQ, .. ais zs M. 96:7 IOI‘! +4°4 .001 
Full scale IQ, ‚з e "D ah 102°3 105:8 43:5 ‘OOI 
Verbal sub-scales 
Information  .. еа is is 10'4 10:9 +0°5 .001 
Comprehension a M e 12:6 13:0 40:4 NS* 
Arithmetic Js es M - 9:8 10:4 +0:6 “от 
Similarities a 258 2s aS 10°9 11:2 +о:3 NS 
Digit span x ah ut 4% 9:5 9:8 +0°3 NS 
Vocabulary — .. sto Ба БЯ 12'5 12:7 40-2 NS 
Performance sub-scales 
Digitsymbol .. 74 7:8 40:4 05 - 
Picture completion .. «s “з 9:2 9:8 +0:6 oo! 
Block design .. < os Me 9°3 9°7 +0°4 *05 
Picture arrangement as 8:5 9:2 +0°7 OI 
Object assembly 8-6 9:6 +150 001 


*NS Not significant. 


Taste VI 


The mean ‘basal (resting) and stress physiological values and psychological ratings before and 6 weeks and 16 months 
after limbic leucotomy (№ = 57) 


р 
Рге- 6 weeks 16 months Pre- vs. 16 
months ЧЕ 

Basal 

Forearm blood flow 3:8 3:3 3:7 NS* 

Heart rate 984-7 78:4 80-1 "от 

Systolic BP 126-4 117:7 122°3 NS 

Diastolic ВР: oe 85:3 82:9 81:9 "05 

Anxiety observer rating 4°4 3:8 3:7 OI 

Anxiety self rating a 4'6 3°3 9*5 ‘OI 
Stress 

Forearm blood flow .. s " 8:9 7 77 NS 

Heart rate E ss h ys 96:4 88:8 92-4 *05 

Systolic BP i i V oe 135:6 127°3 128:7 *OI 

Diastolic ВР - Ж i 3 90:0 89:3 88:5 NS 

Anxiety observer rating 6:5 5:6 5'9 *OI 

Anxiety self rating ^ 6-8 6:2 6:4 NS 
Depression 

Observer rating T às 9 5:7 3:6 3*5 осот à 

Self rating A Fa. cd ae 5'5 3°6 3:2 001 


*NS Not significant, 
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these three groups on the five-point clinical 
improvement scale is shown in Table VII. All 
patients assessed as having good pre-morbid 
personalities were improved 16 months after 
operation with 12 (86 per cent) of the 14 rated 
as Symptom-free or Much improved. Twenty- 
six (81 per cent) of those with moderately good 
personalities were improved, 15 (47 per cent) of 
them being Symptom-free or Much improved. 
Those who had shown poor adjustment in social, 
sexual and work adjustment before the onset of 
their presenting illnesses did less well, with то 
(50 per cent) improved, 6 of them (30 per cent) 
being Symptom-free or Much improved. 


Adverse effects . 
Of the 100 patients operated on to date, 
only one has suffered a serious side-effect 
(Richardson, 1973). A previous rostral leuco- 
tomy necessitated his lower medial quadrant 
lesions being made more posteriorly than usual; 
this resulted in a transient neurological compli- 
cation and a post-operative memory deficit, 
which was thought to be caused by the probe’s 
having traversed the caudate head. This led to 
modification of burr hole placement, and no 
similar difficulties have occurred subsequently. 
Physical effects. Confusion, headache, extreme 
laziness, lack of sphincter control and stereo- 
typed perseverative behaviour, may all be 
observed in the immediate post-operative 
period, but they clear, usually within a few 
days and always within a few weeks. Mild 
lethargy or laziness was reported by 8 patients 
at 16 months, but in 4 of these the patients’ 
relatives felt that there had been no change 
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from their pre-operative states. No patient 
developed epilepsy after operation, but one 
woman, who had undergone previous ‘free- 
hand’ psychosurgery, had suffered from grand 
mal seizures before undergoing limbic leucotomy 
and continued to do so subsequently. (All 
patients in the study were advised to take pro- 
phylactic phenytoin for six months following 
surgery). One patient reported slight numbness 
of her small finger several weeks after operation. 
This was still present when she was assessed 
nine months later, but did not cause her dis- 
comfort or concern. Weight gain and change in 
appetite had not occurred, some patients 
actually losing weight as a result of decreased 
medication. Change in alcohol intake and drug 
abuse had also not occurred. Menstrual irre- 
gularity, common during the first few post- 
operative months was not present at 16 months. 
Many of the patients noted that they slept for 
fewer hours for a few months after operation. 
This was not distressing, as, when necessary, it 
responded to a mild hypnotic or small dose of 
tricyclic antidepressant given at night. 

Concentration and memory. No adverse effects 
on concentration were noted, and a number of 
the patients had succeeded in learning new and 
accurate skills following operation, such as, in 
one case, computer card punching. Memory 
deficit was reported by only one patient, a 
woman, of very hysterical personality, who 
complained of patchily disturbed memory; 
cognitive function was, however, found to be 
normal on psychological testing. 

Effects on personality. Emotional changes, 
blunting of personality, increase in aggression, 


"TABLE VII 
Clinical ratings 16 months after limbic leucotomy related to pre-morbid personality (N — 66) 














Global 96 of 
pre-morbid N I II III IV V , total 
personality rating improved 
Good  .. 14 8 4 2 о о 100 
Moderate 32 4 11 11 5 3 81 
Poor 20 2 4 4 6 4 50 
Total 66 14 19 17 9 7 76 
I: Symptom free. II: Much improved. ПІ: Improved. IV: Unchanged. V: Worse. 
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impulsiveness and irritability were not noted 
by the patients or their relatives; in a number of 
cases relatives reported that the patient was 
less self-preoccupied and therefore more in- 
terested in and warmer towards others. Some 
patients commented that they were slightly 
more outspoken since the operation, but in 
only one case did the patient or his relatives 
feel that this was other than a favourable change. 
This man, who had suffered from chronic 
anxiety and severe depression, had become 
mildly euphoric and overactive following the 
operation. By the time of follow-up, however, 
his mood was normal and his outspokenness 
had decreased to acceptable levels. 


Discussion 
Free-hand or stereotactic surgery? 

Free-hand operations performed for chronic 
incapacitating anxiety and intractable depression 
have generally produced acceptable clinical 
improvement (Schurr, 1969; Kelly et al., 1972). 
Possible concomitant unwanted effects, such as 
haemorrhage, epilepsy, severe weight gain and 
personality change are, however, not rare with 
such procedures. Imprecision of lesion-placement 
(Evans, 1971), the size of the lesion and the 
inevitable division of many pathways in order 
to produce a lesion in the depth of the brain, 
have stimulated the search for improved surgical 
techniques (Schurr, 1973). 

More recently, stereotactic techniques have 
been developed, which employ X-rays and 
graduated instruments to determine target 
sites. Such operations as stereotactic tractotomy 
(Knight, 1964; 1973) and limbic leucotomy 
have resulted in much greater accuracy and 
safety in psychosurgery and involve the mini- 
mum of damage between burr hole and target 
site. 


Anxiety and depression 

In the present series, the results in anxiety 
were superior to those in a comparable group 
of patients following free-hand lower medial 
quadrant operations (modified pre-frontal and 
rostral), who were assessed by similar methods 
18 months after operation (Kelly et al., 1972). 
Sixty-six per cent of the anxious patients who 
had undergone limbic leucotomy were clinically 
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improved at 16 months, compared with 55 per 
cent of the free-hand group, and highly signi- ^ 
ficant reductions in all of the mean psycho- 
metric scores measuring anxiety confirmed this 
clinical impression of improvement following 
limbic leucotomy. Particularly interesting is the 
reduction in scores on the Taylor Scale, where a 
drop of almost 10 points occurred (32°20 to 
22°34; p < -oor). Thirty-four patients, who 
completed the Taylor Scale 18 months follow- 
ing free-hand leucotomy, also showed a signi- 
ficant reduction in scores (р < +01), but here 
the drop from the pre-operative mean of 33:9 
was just over 6 points, to 27:7. Similarly, 
JVeuroticism scores fell 10 points following limbic 
leucotomy (33:8 to 25-77; p < -oor), while 
the fall was of almost 4 points (33-3 to 29:4; 
not statistically significant) 18 months after 
free-hand leucotomy. 

The clinical results in depression, with 78 per 
cent of patients improved 16 months after limbic 
leucotomy, appear similar to the free-hand 
group, and here again highly significant reduc- 
tions in mean psychometric scores (including the 
Beck, which did not fall significantly in the 
free-hand group) substantiate the findings of 
clinical improvement. 

Despite some similarity in final outcome in 
anxiety and depression, the free-hand lower 
medial quadrant and limbic leucotomy opera- 
tions reach this improvement in clinically dis- 
similar ways. The free-hand operation often 
produces a very striking immediate change, 
while the smaller lesions of limbic leucotomy 
bring about a more gradual reduction in symp- 
toms: considerable improvement occurs in the 
first six weeks, but the peak of improvement is 
often reached progressively 6 to 12 months 
following operation. This slower progress is the 
small price paid for greater safety and relative 
lack of side-effects. 


Obsessional neurosis 

Though an uncommon psychiatric disorder, 
obsessional illness is for those who suffer from it 
a very distressing affliction, few neuroses having 
such disastrous effects on the patient’s family. 
The condition causes much misery and in- 
capacity, being in many cases refractory to 
treatment. The results with lower medial 


BY NITA MITCHELL-HEGGS, DESMOND KELLY AND ALAN RICHARDSON 237 


quadrant psychosurgery have generally been in 
‚ the region of 50 to бо per cent of patients 
improved (Sykes and Tredgold, 1964; Tan et al., 
1971; Kelly et al., 1972; Bridges et al., 1973). 
In the present series, however, where lower 
medial quadrant lesions were combined with 
cingulate lesions, the results are superior, more 
than 80 per cent of obsessional patients showing 
definite clinical improvement. 

Lewin (1961) felt that anterior cingulectomy 
was more successful than lower medial quadrant 
surgery in obsessional neurosis, and presented 
an aetiological theory of an ‘interrupted rever- 
berating circuit’ (the Papez circuit). In a recent 
survey of obsessional disorder (Beech, 1974) 
further theories regarding the causation of 
obsessional neurosis have been discussed. The 
presence of high levels of arousal in obsessionals, 
in the situations in which obsessive-compulsive 
behaviour normally occurs, is described, and 
attention is drawn to the work of Routtenberg 
(1968) which postulated that there are two 
arousal systems, the Reticular Activating System 
(Moruzzi and Magoun, 1949) and the Limbic 
System. The effects of limbic leucotomy in 
obsessional neurosis may possibly be achieved, 
therefore, by diminution of arousal. 


Limbic circuits 

The effects of lesions in the various limbic 
circuits have recently been reviewed (Kelly, 
1973; 1975). The superior results of limbic 
leucotomy over free-hand lower medial quadrant 
operations in obsessional neurosis are almost 
certainly due to the combination of its far 
smaller lower medial quadrant lesions with 
circumscribed cingulate ones, since even 'Stan- 
dard' leucotomy (Freeman and Watts, 1942), 
with its very extensive frontal lobe lesions, 
produced a less favourable response in this 
disorder. This finding supports the view that 
the beneficial results of leucotomy are due to 
the interruption of certain limbic circuits, and indi- 
cate that site-specificity of lesion placement, rather 
than the total volume of the lesion, is the 
important factor in procuring a favourable 
clinical result. The cingulate lesions in limbic 
leucotomy affect not only the Papez circuit but 
also the ‘Northern’ fronto-limbic pathway 


(Kelly, 1975). 


Target location and stimulation studies 

In stereotactic limbic leucotomy, lesion sites 
are calculated in relation to bony landmarks, 
the ventricular system, or both, and electrical 
stimulation during physiological monitoring is 
employed to verify accuracy of target placement. 
In the present series, a preliminary study of the 
relationship between degree of physiological 
response and therapeutic outcome indicates that 
with regard to the lower medial quadrant lesions 
the more marked the physiological response the 
more probably will the patient achieve a 
favourable outcome (Richardson, Kelly and 
Mitchell-Heggs, 1976). With regard to cingulate 
stimulation, the results are less clear-cut; for 
these lesions, however, the relationship of 
clinical outcome to use of bony and ventricular 
landmarks is more obvious, the results being 
superior when cingulate lesions are calculated 
with reference to the ventricular system. 


The prognosis in obsessional neurosis 

Spontaneous remissions may occur in obses- 
sional neurosis (Pollitt, 1957). It is unlikely that 
this feature of the illness is responsible for the 
improvement rate following limbic leucotomy, 
however, since Young age at onset of symptoms 
(Kringlen, 1965) and age at operation of less 
than 40, as well as duration of symptoms of more 
than five years, are all generally considered to 
carry a poor prognosis, even with lower medial 
quadrant leucotomy (Sykes and Tredgold, 
1964). The mean age of onset of obsessional 
illness in those undergoing limbic leucotomy was 
24 years (range 12 to 43), their mean age at 
operation 37 years (range 23 to 53) and their 
mean duration of illness 13 years (range 3 to 27). 
With 24 (89 per cent) of 27 obsessional patients 
in the present series clinically improved, of 
whom 18 (67 per cent) were Symptom-free or 
Much improved, the results, therefore, are 
very favourable and are supported by highly 
significant reduction in scores on the LOI 
and МНО, obsessional scales. Mention should 
be made, however, of the newer behaviour 
therapy techniques, such as response pre- 
vention and implosion, with which success 
has been reported in obsessional neurosis 
(Marks, 1972; Meyer et al., 1974), since it is 
felt that such techniques should be given a 
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trial before proceeding to surgery (Wolpe, 
1973); should they fail, however, a further 
trial following surgery may be successful (Meyer 
et al., 1974). Favourable results in obsessional 
neurosis have also been reported with intra- 
venous clomipramine, but the outcome with this 
form of treatment in this unit has been dis- 
appointing (Rigby, Clarren and Kelly, 1973). 

It is appreciated that the period of rehabilita- 
tion following limbic leucotomy may contribute 
to its outcome in obsessional neurosis. It is 
unlikely, however, that it was entirely respon- 
sible for the results in the poor prognosis group 
reported here, since the majority of these 
patients had. undergone a great deal of treat- 
ment before operation, including behaviour 
therapy, and without effect (Case Histories 1, 2, 
3, 7; Kelly and Mitchell-Heggs, 1973). 


Schizophrenia 

Reports of the results of psychosurgery in 
schizophrenia have not, in general been 
favourable (Robin, 1958; Schurr, 1969; Stróm- 
Olsen and Carlisle, 1971), since the results 
obtained by the original Freeman 'Standard' 
operation (1942; 1971) were achieved by an 
extensive procedure, which often grossly blunted 
the personality, while in many cases the actual 
schizophrenic process was not greatly affected. 
Although the number of patients with schizo- 
phrenic ilinesses who have undergone limbic 
leucotomy is small, and no firm conclusions 
may yet be drawn, the outcome so far has been 
most rewarding, with 6 of 7 patients improved 
at 16 months. As well as the expected reduction 
in the affective component of the illness, an 
additional finding has been, without any blunting 
of emotions, an alteration in the actual schizo- 
phrenia; although the underlying illness re- 
mains, there is a need for smaller doses of 
phenothiazines, a reduction in the intensity and 
number of psychotic episodes and hence a return 
to more normal activities. The effects of limbic 
leucotomy in schizophrenia are particularly 
interesting, in view of the recent implication 
of limbic system dysfunction as a factor in the 
aetiology of the illness. A recent study (Torrey 
and Peterson, 1974) links diseases of the limbic 
system with schizophrenic symptoms, but re- 
ports that ‘Neurosurgical attempts to correct 
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schizophrenia have been unsuccessful. Excision 
of parts of the limbic system or the temporal _ 
lobe of schizophrenic patients usually decreases 
the florid symptoms but leaves the psychosis 
untouched’. Limbic leucotomy may eventually 
prove to be no exception to this, but the definite 
impression gained to date is that it produces a 
reduction in psychotic episodes and ‘florid 
symptoms’ of a degree which permits the 
patient to attain a new way of life, enabling 
him to work and to enjoy himself, living outside 
the confines of a hospital, but without any 
unwanted changes in personality. This finding 
is of particular interest, since the treatment of 
schizophrenia remains the overriding problem 
of mental hospital practice (Rollin, 1974). 
The schizophrenics selected for limbic leuco- 
tomy had very high levels of distress, with 
affective or obsessional symptoms, and were 
not patients in whom apathy was the major 
presenting symptom. Our clinical impression is 
that the combination of small lower medial 
quadrant and cingulate lesions is important in 
schizophrenia, since even with larger free-hand 
lesions in the lower medial quadrant alone, or 
stereotactic sub-caudate lesions (Knight, 1973), 
the clinical results are often unsatisfactory. 


Other diagnostic categories 

The small number of patients in other 
diagnostic categories makes firm interpretation 
of results difficult at this stage. Results in 
anorexia nervosa (Crisp and Kalucy, 1973) 
suggest, however, that limbic leucotomy may 
be a life-saving measure in severe cases of this 
disorder. 


Effects of premorbid personality on outcome 

A further clinical impression drawn from the 
present study is that a poor pre-morbid per- 
sonality is not a contraindication to surgery, 
although it may affect the degree of improve- 
ment achieved and where the illness itself is a 
manifestation of a very severe personality dis- 
order the results are unlikely to be dramatic, 
Care must be taken, however, when assessing 
the personality before surgery, for, as in the 
case of a chronic window-smasher who benefited 
greatly from the operation, symptoms such as 
excessive tension may exaggerate poor pre- 
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morbid personality traits. Even a 50 per cent 
improvement rate is acceptable when symptoms 
are chronic, severe and disabling, when all other 
treatments have failed, and when the patient is 
likely to spend many years in a mental hospital. 

With a 76 per cent overall improvement rate 
at 16 months in 66 severely and chronically ill 
patients, and with absence of significant inci- 
dence of adverse effects, including epilepsy, the 
results of limbic leucotomy are very encouraging. 
Evidence is steadily accumulating which suggests 
that free-hand operations will eventually be re- 
placed by stereotactic procedures. Questions 
remain, however, regarding the role of rehabili- 
tation in the therapeutic outcome and the 
remote possibility of spontaneous remissions 
contributing to the results. 

Only a controlled trial of psychosurgery will 
satisfactorily resolve many unanswered ques- 
tions, and this unit has contributed to the 
planning of such a study of limbic leucotomy 
and stereotactic tractotomy; this will be carried 
out by the Royal College of Psychiatrists if 
financial support can be raised. The present 
study indicates, however, that limbic leucotomy 
can offer substantial relief to those whose lives 
have been made intolerable by long-standing, 
severe psychiatric symptoms. It compares 
favourably with more extensive free-hand 
procedures and is in some respects superior. 
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Electroconvulsive Therapy in Denmark 


By J. HESHE and E. ROEDER 


Summary. During the fiscal year 1 April 1972 to 31 March 1973, 22,210 
ECT treatments in 3,438 series were given in Denmark (6-46 treatments per 
series). Indications for treatment were: endogenous depression, acute delirium, 
mania, hysterical psychosis, reactive depression and schizophrenia. Unilateral 
ECT was used in more than half of the departments concerned. Two treatments 
were given weekly. The types of apparatus and anaesthesia techniques used are 
described. One death, which had questionable relation to the ECT, was reported, 
and other complications were few and mild. The advantages of ECT compared 
to tricyclic antidepressants are described, including the higher percentage of 
remissions or improvements in the treatment of endogenous depressions (about 
80 per cent for ECT compared to about бо per cent for tricyclic antidepressants). 
Little risk was found in out-patient administration of ECT. With present tech- 
niques and unilateral placement of electrodes out-patient ECT may be recom- 


mended for wider use than before. 


INTRODUCTION AND METHOD 


_ Until recently inadequate information has 
been available about certain aspects of electro- 
convulsive treatment (ECT) in Denmark, 
_ particularly about the extent to which the 
| treatment is used, the number of complications 
which occur, and the generally accepted 
| indications for this treatment. We felt that it 
would be important to clarify these issues. 
Furthermore, we wanted to study the extent 
to which anaesthesia is administered by 
anaesthesiologists, by anaesthetist nurses, or 
by psychiatrists themselves under the super- 
vision. of an anaesthesiologist. One of the 
motives for this study was to introduce more 
facts into the debate concerning the use of 
ECT versus the use of tricyclic antidepressants 
in the treatment of depression. It is our im- 
pression that many patients as well as doctors 
have mistaken ideas concerning ECT. For 
: example, some people appear to have the idea 
that it is an almost barbaric method and may 
cause brain damage. It is also our impression 
that many doctors are hesitant to use this form 
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of treatment because of insufficient knowledge 
about the technique of administration and 
about the electrical factors involved in the 
treatment. Treatment with tricyclic antidepres- 
sants does not have the same aura of extra- 
ordinariness that ECT has. 'The drug treatment 
seems to be more readily available. Further- 
more, it has received considerable commercial 
support from the drug industry. In recent years, 
there has been an increase in the use of tricyclic 
antidepressants in Denmark; in the year 1971, 
the consumption of these drugs resulted in sales 
of the equivalent of about £1-4 million (for a 
population of about 5 million). 

In December 1973, a questionnaire together 
with a letter describing its purpose and guide- 
lines for answering the questions was sent out 
to 55 psychiatric departments in Denmark. 
These departments included all adult psychiatric 
departments—state hospital. departments, as 
well as psychiatric departments in municipal 
hospitals. The study took place during the 
fiscal year т April 1972 to 31 March 1973. 
The 55 departments have a total capacity of 
8,400 beds. 
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RESULTS 

Satisfactory replies to the questionnaire were 
received from 51 departments, so that the reply 
percentage was 93. Of these, 48 departments, 
with a total of 7,892 beds (or 93°5 per cent of 
all psychiatric beds in Denmark), and a total 
of 33,997 admissions during the year, reported 
that they used ECT. From 32 departments 
came reports of the number of individual treat- 
ments as well as the number of series of treat- 
ments. In these departments 13,004 treatments 
were given in 2,013 series of treatments. An 
average of 6-46 treatments per series were given. 
Twelve departments reported either the number 
of series of treatments or the total number of 
treatments, but not both. Using a correction 
factor of 6:46 for these departments, it was 
estimated that 22,210 electroconvulsive treat- 
ments in 3,438 series were given in these 
departments. This figure does not correspond 
to the number of patients treated during the 
year, as it must be assumed that a smal] number 
of patients received more than one series of 
treatments during the course of the year. Since 
the main indication for ECT is a depressive 
phase of a manic-depressive psychosis, it should 
be pointed out that during the same year 1,176 
patients were admitted to the 51 departments 
for the first time under the diagnosis of manic- 
depressive psychosis and a total of 5,673 were 
admitted under this diagnosis. 


Indications 
Table I presents the disorders considered by 








Taare I 
Indications for ECT 
Number of 
Diagnosis departments Percentage 

48 = 100% 
1. Endogenous depression 48 100 
2. Acute delirium - 42 87:5 
3. Mania ee 37 711 
4. Hysterical psychosis... 34 70:8 
5. Reactive depression , . 29 60:4 
6. Hebephrenic depression 24 50 
7. Catatonic stupor |... 24 50 
8. Catatonic excitement 20 4177 
9. Others ds 54 9 18-8 
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Danish psychiatric departments to be indica- 
tions for ECT and the number of departments 
which considered a given condition to be an 
indication for this form of treatment. The indi- 
cations are rank-ordered, so that the disorder 
agreed upon by all departments to be an indi- 
cation for ECT is listed first. The figures in the 
table refer to the number of departments that 
ever consider a particular. disorder to be an 
indication for ECT, not the number of depart- 
ments that consider ECT to be the treatment of 
choice for the disorder. It сап be seen from the 
table that all departments agree that endo- 
genous depression may be an indication for 
ECT. Other disorders considered. to be indica- 
tion for ECT, in decreasing order of frequency 
are: acute delirium, mania, hysterical psychosis 
(psychogenic psychosis with. disturbances of 
consciousness), reactive depression, hebephrenic 
depression, catatonic states, and the group of 
other conditions which includes obsessive- 
compulsive neuroses, depressive neuroses, and 
symptomatic psychoses. 


Placement of electrodes 

Since the mid-1950s, unilateral placement of 
electrodes over the non-dominant hemisphere 
has been increasingly used (3, 4, 12). Table II 
presents the number of departments that use 
the different types of placement of electrodes. 
Unilateral treatment is the routine method in 
37 departments. Of these, 21 use unilateral ECT 
exclusively, while 12 departments use unilateral 
or bilateral ECT, depending on the patient's 
condition. 


Frequency of treatment 

Forty-seven departments routine give ECT 
twice a week for endogenous depressions. One 
department gives three treatments. per week. 
Thus on the average a series of treatments is 
usually given over a period of a little more 
than, three weeks. The frequency of treatment 
for disorders other than endogenous depression 
was not studied. " 


Types of apparatus 

"There are three main types of. apparatus used 
for giving electroconvulsive treatments—appa- 
ratus that. delivers | unmodified alternating 
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Taste II 


Use of different types of placement of electrodes 











Number 








Number Percentage Number ECT 
| Bo departments departments ECT series series 
Exclusively bilateral placement of 
* electrodes 21 45:8 8,426 1,326 6-19 
| Exclusively unilateral placement of 
5. electrodes 12 25 6,420 1,005 6:59 
Both bilateral and unilateral place- 

ment of electrodes depending 
on condition of patient zx 15 31:3 7,364 1,071 6-88 
Total 48 100 3,438 


22,210 





current, apparatus that delivers unidirectional 
pulsating current, and apparatus that delivers 
impulses with a duration of less than one milli- 
second and with ‘sharp wave-front’ (6). The 
"amount of electrical energy required to induce 
a seizure is greatest when unmodified alter- 
nating current is used, and least when the ultra- 
“short, steep-fronted impulses are used. The 
importance of these electrical factors has been 
dealt with in detail by Cronholm and Ottosson 

(1960), and by Liberson (1948) and Maxwell 
(1968). We will here briefly stress that the 
antidepressant effect of ECT is dependent on the 
induction of the grand mal seizure. Side effects 
in the form of memory impairment are parti- 
€ularly. dependent on the amount of current 
used. It is therefore essential to elicit a seizure 
with the smallest possible dose of electricity 
(2, 7, 8). When ECT is used for conditions 
other. than depressions the therapeutic effect 
.may be contingent on both the seizure and the 
dosage of electricity (3, 7, 8). 

“It can be seen from Table III that the 
majority of departments use an electroconvulsive 
apparatus that delivers unidirectional impulses. 
Today this type of apparatus must be consi- 
dered somewhat out of date. It should be 
replaced by apparatus that can deliver both 
unidirectional impulses (for use when maximum 
effect, including antipsychotic and anticon- 
fusional effect, is wanted —for example, in cases 
of acute delirium), and ultrashort stimuli, 
which аге probably to be preferred when 
maximum antidepressant effect is desired. These 
recommendations apply only if the electrical 


dosage is individualized and not if, as happens 
in some places, a standard dose is used, which 
in many instances is too high. 


Anaesthesia and complications 


All departments administer ECT under 
narcosis and muscle relaxation with suxametho- 
nium (narco-curare-electroshock: NCE). The com- 
bination of atropine, a short-acting barbiturate, 
and suxamethonium is standard with all depart- 
ments. In most cases thiopentone is used, but a 
few departments give some other short-acting 











Tase ПІ 
Types of ECT apparatus in use in Danish psychiatric 
departments 
Number of 
departments Number of 
using apparatus 
apparatus 

Siemens K622 

(sinus wave according 

to v. Braunmühl) 43 42 
Siemens K3 

(earlier model of K622 

— $ sinus wave) ix 2 a 
Elema Jarnh 

(sinus waves, un- 

modified) .. НЯ 2 2 
Ectron Duopulse 

(‘ultra-short stimuli’/ 

1 sinus wave) 2x I 1 
Total 47 
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barbiturate. Artificial ventilation with oxygen is. 
routine in all departments. 

In some departments the anaesthesia is. 
always administered by an anaesthesiologist, in 
other departments the anaesthesia is given by 
an anaesthetist nurse, and in still other depart- 
ments the entire treatment procedure is adminis- 
tered by the staff of the psychiatric department, 
a consultant anaesthesiologist instructing and 
supervising the psychiatric staff in the pro- 
cedure of administering routine NCE to physi- 
cally healthy persons. In all cases of doubt the 
anaesthesiologist is called and administers the 
anaesthesia. Table IV shows that in 11 depart- 
ments (which account for about 20 per cent of 
the treatments) the anaesthesia is administered 
by an anaesthesiologist and in 11 other depart- 
ments by anaesthetist nurses. In the remaining 
26 departments (which account for бо per cent 
of the treatments) the anaesthesia is adminis- 
tered by the staff of the department under the 
supervision of an anaesthesiologist. The litera- 
ture indicates that complications from ECT are 
rare and that mortality is under 1 per thousand 
(9, 11). It can be seen from Table IV that very 
few complications occurred during the electro- 
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convulsive treatments reported. In six cases 


intubation was necessary because of secretion . 
problems. Other complications reported in- 


cluded: one fracture of a tooth, one case of 
phlebitis, and а few cases of spasms of the 
larynx, observed in one department during 
the recovery phase, which disappeared with 
the administration of oxygen. 

One death was reported. However, the cause 
of this death was described by the department 
concerned as having doubtful relationship to 
the ECT. Thus, one death occurred in 22,210 
treatments or 3,438 series of treatments, so that 
a mortality rate of 0-029 per cent per electro- 
convulsive series was found. 


No complications were found in out-patient 
ECT. 


CONCLUSIONS AND Discusston 


This investigation shows that ECT in Den- 
mark is a frequently used and safe treatment with 
a well-established technique of administration, 
and with relatively well-defined indications. 
ECT is furthermore ап effective treat- 
ment, particularly їп endogenous depressions, 
where it is superior to drug treatment (1, 10). 


Taare IV 
Complications resulting from 22,210 ECT treatments 





Number of 
departments 
48 = 100% 


Anaesthesia 
administered by 


o 
о 


Number of 
treatments % 
22,210 == 100%, 


Number of 
complica- 
tions 


Complications 





Only by anaesthesiologist п 22:9 


4,357 


Deaths 

Circulatory complications 
Fractures/dislocations 
Apnoea 

Intubation required 
Other (phlebitis) 


19°6 


min oo oc | 





Only by anaesthetist nurses — 11 22°9 





Psychiatrist 26 54°2 





4,404 


13,449 


Deaths 

Circulatory complications 
Fractures/dislocations 
Apnoea, 

Intubation required 
Other 


19-8 


эч кє Om бою 





60-6 Deaths. 
Circulatory. complications 
C Fractures/dislocations 
Apnoea... 
Intubation required 
Other ` ; 


оооооо 


















e think it important to point out these facts. 
l|though some of the questions they raise fall 
utside the framework of this study, we will 
. attempt to consider some of their practical 
implications. 

As mentioned, no complications were found 
. in out-patient ECT. We think that the overall 
. small risk of ECT ought to lead to consideration 
.. of more frequent use of this form of treatment 
. in out-patient and day-hospital settings, espe- 
cially when unilateral treatment and low 
electrical dosage are given, since this form of 
treatment is least likely to result in disturbances 
of cognitive function. It is of course presupposed 
© that the patient is otherwise suitable for out- 
_ patient treatment. From an anaesthesiological 
e point of view it should be emphasized that the 
|» out-patient administration of anaesthesia, com- 
. bined with a subsequent stay of suitable dura- 
_ tion іп а recovery ward, causes no difficulty if 
< the patients have previously been examined and 
. prepared. In comparison with out-patient treat- 
"ment with tricyclic antidepressants, ECT has 
the advantage that the patients are not provided 
with a drug which can be used for committing 
suicide. 

ECT is an inexpensive form of treatment 
compared to drug treatment. The cost of the 
treatment of an endogenous depression is about 
“£5 and about £40 respectively for the two 
. methods of treatment. In addition, the per- 
centage of patients receiving ECT who ex- 
perience remission or improvement is about 
_ 85, falling to about 75 after three months 
_ of observation (1, 10), whereas about 60-65 
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per cent of patients treated with tricyclic 
antidepressants experience remission or im- 
provement (10). Furthermore, with ECT the 
misgivings which one must have about the 
long-term use of psychopharmacologic agents 
are eliminated. 
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The Expectation of Outcome from Maintenance Therapy in 
Chronic Schizophrenic Patients 


By D. A. W. JOHNSON 


Summary. The results from a prospective follow-up study of a group of schizo- 
phrenic patients suggest that a significant proportion (41 per cent) are likely 
to relapse during a two-year period despite the prescription of long-acting 
injectable neuroleptic drugs. Some will relapse because of a failure of the regime, 
but others (32-37 per cent) because the pharmacological protection of these 
drugs would appear to be less effective in certain patients. Even with the major 
advantages of the long-acting injectable neuroleptics over oral medication, the 
schizophrenic patient population remains a group with a high incidence of 
psychiatric and social morbidity which continues to require the full resources 
of both the hospital and community services. 


'The value of neuroleptic drugs in the mainten- 
ance therapy of chronic relapsing schizophrenia 
is now well established, although it has been 
suggested that certain groups of patients are 
more likely to benefit than others (Leff and 
Wing, 1971). In recent years it has been 
repeatedly demonstrated that the long-acting 
injectable depot neuroleptics are a major 
advance over oral medication, both in the 
management of chronic schizophrenia outside 
hospital (Freeman and Johnson, 1970; Ras- 
mussen, 1970; Denham and Adamson, 1971; 
Gottfries, 1971; Johnson and Freeman, 1972; 
Hirsch et al., 1973), and in the treatment of 
acute schizophrenia in hospital (Gottfries, 1971; 
Johnson, 1973; Johnson and Malik, 1975). 
However, the expectation of clinical gain 
suggested by these and other authors varies 
widely. Two studies (Gottfries, 1971; Denham 
and Adamson, 1971) report a reduction in the 
readmission rate of 73 per cent and reduction 
in the total duration of in-patient stay of up to 
85 per cent. Others have speculated that the 
total number of readmissions for schizophrenia 
in England could fall from 24,000 to 3,500 each 
year (Imlah and Murphy, 1970). More modest 
therapeutic gains were demonstrated in two 
separate groups of unselected consecutive schizo- 
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phrenic patients with a reduction of 43 per 
cent at the end of the first year, and 26 per cent 
by the end of the second year (Johnson and 
Freeman, 1972; Johnson, 1973). A reduction of 
approximately 50 per cent in the duration of in- 
patient stay was reported in both studies. The 
only double blind placebo trial of fluphenazine 
decanoate (Hirsch et al., 1973) not only demon- 
strated that the clinical benefits of the long- 
acting regime were due to the pharmacological 
properties of the depot drug but also reported 
that 26 to 29 per cent of patients presented with 
problems of management over a 15-month 
period. The author believes that many of the 
reported differences in the outcome of treatment 
are because of differences in. selection of the 
patient sample (Leff, 1973). To obtain an 
accurate assessment of the outcome of main- 
tenance therapy, not only should the patient 
sample be epidemiologically based but the 
period of follow-up must start when the initial 
prescription of long-acting phenothiazine injec- 
tions (L. A. Р.) is. made, irrespective of whether 
the regime is successfully established. Failure to 
adopt these criteria must lead to an under- 
estimation of the problems of management. 
Since a further double blind placebo trial is 
difficult if not impossible to justify on ethical 


BY D. A. W. JOHNSON 


ponas, the author thought it might help 

to clarify the expectation of management 
problems if the results of a prospective follow-up 
. of patients were reported, despite the acknow- 
Tedged limitations of trials not conducted blind. 









Метнор 


"The patients studied were 140 schizophrenic 
patients admitted to hospital following a relapse, 
‘either as an in-patient or as a day-patient. 
Because of service commitments and limited 
resources the total patient sample was collected 
in two sub-groups. Each sub-group represented 
all known referrals to the local psychiatric 
services from a defined catchment area during 
the period of time under study. 
All patients were diagnosed as suffering from 
schizophrenia on the basis of first rank symptoms 
present either during their current relapse or 
.in a previous illness (Mellor, 1970). All patients 
had at least one previous illness. Follow-up was 
by personal contact in the out-patient depart- 
ment or by a home visit when necessary, in 
addition to any contact by community nurses 
or social workers. The criteria for ‘relapse’ were 
the ‘development of new florid symptoms, a 
worsening of existing positive symptoms, or a 
change in the pattern of the patient’s behaviour 
which could be understood as part of the illness 
(negative symptoms) and required some adjust- 
ment of total management. Patients were rated 
‘on the Brief Psychiatric Rating Scale (Overall 
and Gorham, 1962) with the addition of a 
: global rating in addition to a clinical evaluation. 
A relative or close friend of all patients was 
"interviewed at the onset and again after the 
completion of the period of follow-up. At these 
interviews a rating of social function was made 
on à four-point scale, particularly taking into 
consideration the burden upon the family unit. 
As the author recognizes that there is no 
such thing as a correct dose of L.A.P. medication 
(Johnson, 1975), and since it might be argued 
that any relapse was due to an inadequate 
dose of medication, the adjustment of treatment 
following any relapse was recorded and analysed 
separately. 


REsuLTS 
О the 140 patients prescribed L.A.P. main- 
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tenance therapy only 116 patients (83 per cent) 
were still receiving injections at the end of the 
two-year survey. Nine of these patients (6 per 
cent) missed some injections, so that they were 
without medication for a period of six weeks or 
longer. Therefore only 107 patients (77 per 
cent) received regular medication during the 
whole period of the study. The reasons for the 
failure of the L.A.P. regime were; Patients 
refused injections 9 (6:5 per cent); Lost contact 
with services 7 (5 per cent) ; Side-effects 4 (3 per 
cent); Medical decision 3 (2 per cent); Suicide 1 
(0:5 per cent). An additional 15 patients (11 
per cent) were overdue for an injection and 
required some form of reminder. 

The outcome of the 116 patients substantially 
maintained on the L.A.P. injections are analysed 
in Table I. Forty-three patients (37 per cent) 
relapsed with a deterioration in their mental 
state. Twenty-four patients (21 per cent) were 
readmitted as in-patients, with a total of 36 
readmissions since some patients were admitted 
on more than one occasion. Three patients 
were readmitted for reasons unrelated to their 
mental state. 

An analysis of the treatments prescribed to 
patients on L.A.P. medication at the time of 
their first relapse shows that only 6 patients 
(14 per cent) improved with increased medica- 
tion alone. Most of the patients (82 per cent) 
required some adjustment of their environment, 
with either increased day-patient attendance or 
in-patient care. Fourteen patients (33 per cent) 
received ECT (Table IT). 

Eighty-four per cent of the patients who re- 
mained on L.A.P. medication were living with 
a relative for the period of the survey, compared 











Tase I 
Number of patients who relapsed on L.A.P. medication 
N % 
Relapsed m Е - 43 37 
Admitted: 
Mental state ES EC 21 18 
Side effects s ai 2 — 
Social reasons e. ee 1 — 
Total readmitted — .. te 24 21 





(Total readmission — 35). 
N = 116; Duration = 24 months. 
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Additional treatment prescribed fo patients who relapsed 
on L.A.P. medication 








N % 
Readmission-+ ECT АЕ 11 26 
Readmission-j- Increased 
medication 10 23 
Increased дау саге ФЕСТ | 3 7 
Increased day care++increased 
medication 9 21 
Increased day care .. 2 5 
Change of occupational therapy 1 2 
Change of accommodation . 1 2 
Increased medication alone 6 14 





N = 43. 


to 42 per cent of the defaulters. The level of 
social function of these patients, as rated by a 
relative or close friend, shows that both at the 
beginning of the survey and after two years 
therapy approximately half the patient popula- 
tion was.rated as moderate or good, and half as 
only fair or poor. At the completion of the 
survey only 51 patients (44 per cent) had 
resumed the same level of function as before 
the relapse when L.A.P. medication had been 
started. Twenty-nine patients (25 per cent) were 
attending some form of rehabilitation or occu- 
pational therapy, but not necessarily full-time. 
Six patients (5 per cent) were unfit to attend 
any form of therapy and required the full 
support of the community services to keep them 
out of hospital. Seventeen patients (15 per cent) 
could not find employment and refused to 
attend any of the available facilities. Four 
patients (3 per cent) were in hospital at the 
completion of the survey. 

It was not possible to remain in regular 
contact with all the 24 patients who defaulted 
from L.A.P. therapy, but it is known that one 
patient died (suicide) and 15 patients (63 per 
cent) required readmission during the period of 
the survey. 


DiscusstoN 


The first significant fact is that if the follow-up 
is started the moment that the acute stage of the 
illness has been controlled and L.A.P. mainte- 
nance therapy prescribed, it can be seen that 
only a proportion of the patients will be estab- 
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lished or maintained on this regime. In this 


survey, although 83 per cent of patients pre- 
scribed L.A.P. were still receiving this medica- 
tion after two years, only 77 per cent had 
received all their injections. The existence of 
this significant failure rate of the regime has 
been commented on before. In a number of 
different assessments Johnson and Freeman 
(1973) found that between 14 and 34 per cent of 
patients initially prescribed fluphenazine deca- 
noate in the normal N.H.S. out-patient situation 
had either not been established on the treatment 
regime or had discontinued their medication 
over the next three years. Carney and Sheffield 
(1973) found a failure rate of 16 per cent among 
patients who had been established on treatment 
with injections of flupenthixol decanoate for one 
month or longer, over a mean duration of 
treatment of 14:5 months, It is quite clear that 
although the failure rate of patients prescribed 
long-acüng injections is very much less than the 
45 per cent or more who fail to take oral medica- 
tion, it is, nevertheless, a significant proportion 
which cannot. be ignored. The advantage with 
L.A.P. therapy is that this group of patients can 
be identified, and since they are likely to consti- 
tute a high-risk group, increased supervision 
and the concentration of other resources and 
treatments can be initiated. 

Over the two-year period of the study 37 per 
cent of patients experienced a relapse with a 
deterioration in their mental state while still 
receiving L.A.P. medication. Since only 6 
patients (5 per cent) returned to their former 
mental state with an increase of medication 
alone, it seems likely that this proportion 
(32-37 per cent) of patients is likely to relapse 
despite the pharmacological action of fluphen- 
azine decanoate. Allowing for. the differences 
in the periods of follow-up, this result is very 
similar to the results of Hirsch et al. (1973), who 
found that 26-29 per cent of patients presented 
problems of management. over a 15-month 
period, and of Leff and Wing (1971), who found 
that one third of patients known їо be taking 
oral medication relapsed in а period of one 
year. The results of this study suggest that 
approximately one half of the patients who 
relapse are readmitted to hospital as in-patients. 


In addition to these patients a small number are 
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Current applications of MAO inhibitors 





Over the past few years there has been 
increasing awareness that MAO inhibitors have 
important therapeutic functions. Recent studies 
on phenelzine, for example, have shown it to 
have a useful anxiolytic effect in phobic patients. 
Phenelzine has also been shown to produce a 
‘striking improvement’ when combined with 
amitriptyline in patients refractory to either of 
these drugs alone. 


Phobias 


One of the most frequently used MAO inhibitors, 
phenelzine, was recently the subject of a 
double-blind trial in chronic agoraphobia and 
social phobia. ! 


Matched patients received 30-90 mg phenelzine, 


or a placebo, daily for 8 weeks. Phenelzine was 
found to produce significant improvement 
overall, versus placebo, and over an 8 months’ 
follow-up, alleviation of symptoms was 
maintained in patients remaining on phenelzine. 
The authors suggest that phenelzine has an 
anxiolytic action in phobic patients, and that 
genetically determined biochemical factors 
influence the rate of response to the drug. They 
conclude, therefore, that treatment of the 
unresponding patient should continue for more 
than four weeks, particularly in phobias of less 
than ten years’ duration. 


Combination therapy 
in refractory depression 


Another study? employed phenelzine in 
combination therapy in ten atypical neurotic 
depressives, all of whom included anxiety in 
their symptoms and six of whom were phobic. 
All had proved refractory to MAO inhibitors and 
tricyclic antidepressants when given alone, and 
ECT, either failing to respond or relapsing 
regularly. The group of patients was given 
combined therapy of phenelzine 15 mg three 
times a day and 50 or 75 mg amitriptyline daily 
for a period of six weeks. Striking improvement 
resulted, and was sustained during follow-up 
ranging from 7 to 24 months. Side effects during 
treatment were no greater than have been 
recorded for amitriptyline or phenelzine 
administered alone; the author stresses that it is 
sequential treatment with these two drugs, 
rather than simultaneous administration, that 
produces severe reactions. 

Itis interesting that about a dozen refractory 
depressives who were referred for the study but 
not included in the trial, had never been given an 
MAOI, and on being given one, responded?, This 
fact perhaps serves to indicate the neglect this 
valuable class of drugs has suffered in an area 
of mental illness where effective psychotropic 
agents are relatively scarce. 





Nardil 


valuable in refractory depression 
and phobic anxiety 


References: 1. Psychopharmacologia (Berl.) 32: 237 (1973) 2. Brit. J. Psychiat., 124: 265 (1974) 
3. Colloquium on MAOI therapy, London 1974 (Warner) p 4 


Nardil tablets each contain 15 mg phenelzine (as Phenelzine Sulphate BP) 


Further information available on request pwanntn | 
William А. Warner and Co. Ltd., Eastleigh, Hants. 505 320. Tel: Eastleigh 3131 
Nardil is a registered trade mark л 


= haloperidol in doses as high as 200mg 
daily, is a safe and effective agent for use 
in the rehabilitation of chronically 
hospitalised psychotics.” 


HALDOL лир. (Adequate 
Individualised Dosage) 
...a new dimension in the 
treatment of chronic 
schizophrenia. 
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Twenty years after the introduction of the phenothiazines over 
30,000 chronic schizophrenics still remain permanently 
hospitalised in Britain.* Many of these patients have never shown 
the capacity to respond to phenothiazines at either conventional 
or high doses; they remain unresponsive and withdrawn, often 
obsessed by their delusions or hallucinations. 


‚ Recently it has been found that Haldol (haloperidol) when used in 
excess of the traditional dosage levels can be significantly 
effective, regardless of age or chronicity, in such patients." 


Those experienced with Haldol therapy at dosage of between 
30mg and 200mg or more daily, testify to its remarkable safety at 
these levels and that it does not cause a significantly higher 
incidence of extrapyramidal reactions than at traditional doses.* 
Haldol A.D. (Adequate Individualised Dosage) represents a new 
dimension in the treatment of chronic schizophrenia. Many 
;atients previously considered to be ‘treatment resistant’ respond 
Deneficially to Haldol A.D. The impact of witnessing and 
participating in the improvement and release of a large number of 
'hopeless' patients over a short period of time was evident in the 
changed attitudes by the staff toward those patients remaining.: 


Adequate Individualised Dosage (A.I.D.) 


Initial dosage should be based on the severity of symptoms, age, 
weight, health, previous response to neuroleptic drugs, and 
concomitant disease states. It is important to increase dosage 
progressively until maximum control of symptoms has been 
achieved. Thereafter dosage may be reduced gradually to the 
lowest effective maintenance level. 


A oc form for every need for convenience in 
individualizing dosage: 





KINJ © © stabiet strengths 0.5mg, |.5mg, 5mg and 10mg 





Tasteless oral liquid Clear colourless, tasteless 
odourless liquid containing 2mg haloperidol B.P. 
per ml, especially suitable for the patient unable 
or unwilling to swallow tablets. 


"A Arapid acting injection Ampoules containing 
5mg haloperidol B.P. in 1ml aqueous solution. 
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« adequate, individually 
determined doses of 
haloperidol may well be the 
preferred 
chemotherapeutic regimen 
for chronic treatment 
resistant psychotics» ! 








“ Those experienced with 
high dose haloperidol 
therapy testify that it is 

remarkably safe and that it 
does not cause a 
significantly higher 
incidence of extrapyramidal 
reactions than low dose 
therapy??* 










«Lack of hypotensive 
side-effects made this 
(Haldol) an especially useful 
agent in the older age 
group» 








©© An escalating number of 
ps have been and are 
ing treated with gradual 
increments of oral or 
parenteral haloperidol to 
doses ranging from 30mg to 
200mg or more daily*** 





On the basis of 15 years of 
world wide clinical 
experience with haloperidol 
it can be confidently 
asserted that this 
neuroleptic is a safe and 
effective drug *^* ы 
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readmitted for other causes, such as side-effects, 
physical ill-health and social reasons. The 
hospital will also need to provide additional 
facilities, such as day attendance, to a sub- 
stantial proportion of the remaining patients 
who relapse. 

Because of service commitments and rather 
limited resources it was not possible to continue 
regular contact with, and evaluation of, the 
patients who failed to remain on L.A.P. medica- 
tion. It is known, however, that 63 per cent of 
these patients were readmitted to hospital 
during the two-year period. This suggests that 
this group had a much worse prognosis than the 
patients remaining on L.A.P. It is clear that if 
we consider an epidemiologically based group 
of schizophrenics from the moment of the initial 
prescription of long-acting injectable depot 
neuroleptics, one must expect a considerable 
morbidity in the next two years. At least 41 per 
cent of the total group may be expected to 
relapse. A consideration of this figure alone 
can in no way reflect the tremendous demands 
made upon both the hospital and the com- 
munity services in the management of schizo- 
phrenic patients. 

This particular survey has not attempted to 
make a full evaluation of the social morbidity of 
these patients, but it is quite clear from the 
limited inquiries made that despite regular 
medication the patients remained a severely 
handicapped group. Half of those working 
were employed in tasks not only well below 
their premorbid potential but also below their 
current level of function. Over 80 per cent of 
patients continue to live with relatives, but the 
burden upon these families is reflected in ratings 
made by the relatives. Only 37 per cent of the 
patients are rated as ‘good’, and 50 per cent 
were rated as ‘poor’ in their level of social 
functions. These results support the important 
trends found in the extensive social study made 
by Stevens (1973). That study found that 
fluphenazine decanoate could protect the patient 
against certain stresses and also prevent some 
social deterioration, but nevertheless identified a 
high incidence of social stress and disruption 
caused by the patients. 

The author has previously demonstrated that 
the use of long-acting injectable depot neuro- 
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leptics has considerable advantages, with sub- 
stantial therapeutic gains over oral medication. 
At the same time the L.A.P. regime requires 
considerable extra work to maintain the maxi- 
mum number of patients on it (Johnson and 
Freeman, 1973). Each patient has to be care- 
fully monitored and the dose regime kept under 
constant review to minimize the side-effects 
(Johnson, 1973) and to avoid the over-treatment 
of nearly half of the patients (Johnson, 1975). 
This present study clearly shows that despite the 
substantial therapeutic gains of L.A.P. medica- 
tion there is still a considerable psychiatric and 
social morbidity, It is important to have the 
correct clinical expectation from the use of 
L.A.P. therapy, for two reasons. Firstly, if the 
over-optimistic claims of certain studies are not 
experienced by psychiatrists in normal N.H.S. 
practice, the result might be frustration with 
the unnecessary rejection of a major therapeutic 
advance. The second reason is that an over- 
optimistic expectation might lead to the in- 
correct planning of facilities for the future needs 
of the schizophrenic patient. 
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Validity and Clinical Utility of the Grid Test 
of Schizophrenic Thought Disorder 


By A. B. HILL 


Summary. It is suggested that a clearer distinction should be made between 
the statistical validity and the clinical utility of the Grid Test of schizophrenic 
thought disorder. The results of three published studies are examined, and in 
each case the Grid T'est is found to have appreciable statistical validity in terms 
of correlations between grid predictions and clinical judgements of thought 


disorder. 


'Two criteria are proposed for assessing the usefulness of the Grid Test as a 
diagnostic instrument, and from an examination of the results of three published 
studies it is concluded that, despite its statistical validity, the test, at least in its 
present form, has no appreciable clinical utility. 


The Grid Test devised by Bannister and 
Fransella (1966) has been claimed to possess 
appreciable statistical validity as a predictor 
of schizophrenic thought disorder, and appa- 
rently because of this validity some writers, 
for example Radley (1974), have considered it 
clinically useful as a diagnostic instrument. 
There seems to be some risk of confusion here, 
since the concepts of statistical validity and 
clinical utility are by no means identical and it 
does not necessarily follow that a statistically 
valid test will be clinically useful. The purpose 
of the present note is to attempt a clarification 
of the issue by considering separately these 
questions of validity and utility. 

Large scale retrospective clinical studies by 
Bannister, Fransella and Agnew (1971), and 
by Frith and Lillie (1972), classified a wide 
range of psychiatric patients into ‘Thought 
Disordered’ and ‘Non-Thought-Disordered’ in 
two ways: on the basis of performance on the 
Grid Test, and on the basis of conventional 
clinical diagnoses. In both studies contingency 
tables were presented comparing grid predic- 
tions with clinical diagnoses. These have been 
re-analysed by the author to give three types 
of validity coefficient: tetrachoric correlations, 
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phi coefficients and the Kappa statistic (Cohen, 
1960, 1968). 

The results of this re-analysis are shown in 
Table I, from which it is clear that the Grid 
Test has substantial statistical validity in the 
sense of correlating beyond chance level with 
clinical judgements of schizophrenic thought 
disorder. 

For two reasons the clinical utility of the 
test is a more difficult matter to assess. Firstly, 
it is an ill-defined concept; and secondly, 
because utility is closely tied to the base rate 
for schizophrenic thought disorder it is, to a 
degree, context-specific. In other words, a 
change in base rate, say from one hospital to 
another, will bring about a change in the utility 
of the test. However, assuming that the test is 
to be used as Bannister et al. (1966, 1971) and 
Frith and Lillie (1972) have used it—that is, 
for determining whether or not a given patient 
shows schizophrenic thought disorder—two 
minimal conditions of usefulness may be 
suggested, as follows: 

1. To be considered useful the test should mis- 
classify fewer patients than would be mis- 
classified if no diagnosis of schizophrenic 
thought disorder were attempted (misclassi- 


252 VALIDITY AND CLINICAL UTILITY OF THE GRID TEST OF SCHIZOPHRENIC THOUGHT DISORDER 


"TABLE I 
Validity coefficients for the Grid Test of thought disorder 

















Tetrachoric Standard Phi Standard р, Standard 
Investigation correlation error for coeffi- error for rd error for 
Tt Tt = 0 cient Ф=о K=o0 
Bannister and Fransella (1966) 935 166 +728 .085 724, 085 
Bannister, Fransella and Agnew -492 +148 248 *075 "242 “069 
Frith and Lillie (1972) . озо +258 393 *100 *390 *109 
(Predictions baed on Intensity 
and Consistency measures) 
Frith and Lillie (1972) "819 "230 "456 “100 *406 *098 


(Predictions based on Element. 
Consistency measure) 


fication being judged in terms of dis- 
agreement between grid predictions and 
conventional clinical diagnoses). In effect, 
this means the misclassification rate ob- 
tained when using the test should be less 
than the base rate. 

2. Misclassifications produced by the test 
should not be predominantly of the false 
positive type. 

The first condition seems reasonable because if 
it is not met the diagnostician would actually 
make more correct diagnostic decisions by 
ignoring the test. The second condition also 
seems reasonable because the consequences of 
false positive errors may be quite serious for 
the patient. 

Table II shows the results obtained by 
applying these two conditions to the data 
obtained in the original study by Bannister 
and Fransella (1966) and the retrospective 





clinical investigations of Bannister et al. (1971) 
and Frith and Lillie (1972). As can be seen, 
the results of the retrospective clinical studies 
fail to meet either of the proposed conditions 
for clinical utility. The data from Bannister and 
Fransella (1966) partially support the clinical 
utility of the Grid Test in that condition 1 is met 
though condition 2 is not. Unfortunately it is 
difficult to know what weight can be accorded 
this study, because the patients considered were 
very carefully selected and were only included 
in the sample if three independent judges agreed 
on the diagnosis. Because of this stringent re- 
quirement for perfect inter-judge agreement it 
seems probable that many of the patients in the 
sample were clear-cut cases, perhaps more 
clear-cut than the general run of those likely 
to be met in clinical practice. 

Perhaps the best estimate of the classificatory 
accuracy of the Grid Test when judged against 


Tase ЇЇ 
Proportion of misdiagnoses produced by the Grid Test in three investigations 


























Base rate for % misdiagnoses Ratio of false posi- 
Investigation schizophrenic produced by tive to false negative 
thought disorder Grid Test diagnoses 
1. Bannister and Fransella (1966) .. 21:495 9:396 1:211 
2. Bannister, Fransella and Agnew (1971) 16:096 24:096 1:8 :1 
3. Frith and Lillie (1972) 19:295 15:795 1:6 :1 
Pooled data from 2 and g 15:2% 21:6% 1:8 :1 
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normal clinical criteria may be gained by 
pooling the data from the studies by Bannister 
et al. (1971) and Frith and Lillie (1972). This 
seems justifiable because the difference between 
the proportion of individuals misclassified in 
the two studies is not statistically significant, 
even at the rather liberal 10 per cent level of 
confidence (difference = +083, S.E. = +054). 
The pooled data are shown in Table III, from 
which it can be seen that for a base rate of 
15:2 per cent the test still fails to meet the 
proposed. conditions for clinical utility. 

At this point it is appropriate to ask whether 
the base rate in the pooled data accurately 
reflects that to be expected in general clinical 
practice. Although the base rate is likely to 
vary somewhat from hospital to hospital, some 
reasonable approximation of the figure to be 
expected can be obtained from official statistics. 
Table 9.6 of the Health and Personal Social 
Services Statistics for England (1973) allows 
ene to calculate that for the year 1970 the base 
rate for Schizophrenia, Schizo-Affective Dis- 
orders and Paranoia, taken together and esti- 
mated from all psychiatric admissions in 
England and Wales, was 20:5 per cent. For first 
admissions only, the rate was 11:3 per cent. As 
it has been claimed that approximately half of 
all patients diagnosed as schizophrenic show 
thought process disorder (Bannister and Fran- 
sella, 1966), the expected base rate for this 
condition may be estimated as in the region of 
10 per cent (6 per cent for first admissions). 
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Applying the percentage figures of Table ПІ 
to a situation where the base rate is 10 per cent 
gives the following results. Some 19:8 per cent 
of patients would be expected to be misclassified, 
with a false positive/false negative ratio of 
2:9 : I. For the base rate of 6 per cent the 
corresponding figures would be 18-4 per cent 
and 5:1. In the light of these results it is 
difficult to see how the Grid Test, at least in its 
present form, can be considered clinically useful 
as a diagnostic instrument. 

Of course it might be objected that the 
analyses given above are rather severe on the 
test because: (a) clinical judgement has been 
used as a criterion when it is known that this is 
far from infallible; and (b) considerable 
emphasis has been placed on the use of con- 
ventional base rates, although in practice the 
test may not be routinely given to all admissions 
but administered only to those patients who 
display signs or symptoms of thought process 
disorder. Little can be said on the first point 
other than that it is difficult to find an alter- 
native and more acceptable criterion, However, 
it is encouraging to observe that there are now 
signs from the work of Ley (1972) that psychia- 
tric diagnoses may be rather more reliable than 
has traditionally been thought. As regards the 
question of base rate, if one considers only those 
individuals diagnosed clinically as thought 
disordered (i.e. the people most likely to be 
tested in practice), it can be seen from Table ITI 
that there is a slightly worse than evens chance 


Tase ПІ 
Grid predictions and clinical diagnoses for a sample of 283 psychiatric patients 


Clinical diagnosis 





Thought 
disordered 
mM (TD) 
Grid prediction 
Non-thought 
disordered 
(NTD) 


Total 





Thought Non-thought Total 
disordered disordered 

(TD) (NTD) 
21 (49%) 39 (16%) 60 
22 (51%) 201 (84%) 223 
43 (100%) 240 (100%) 283 
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that this diagnosis will be confirmed by the 
Grid Test; that is, the conditional probability 
of the Grid suggesting thought disorder when 
this is the prior clinical diagnosis is 21/43 = +49. 
Thus, even ignoring the base rate argument, the 
test has little claim to be a useful instrument. 
Although the results presented here have 
argued against the usefulness of the Grid Test, 
the author would not wish to see it abandoned. 
It is an instrument firmly embedded in a 
coherent psychological framework and has a 
clear and appealing rationale. It may be that 
the information it generates is capable of being 
used in a different way and to better advantage. 
Further research may well reveal that when 
appropriately combined with other sorts of 
information, perhaps even simple biographical 
factors, grid data can be diagnostically useful. 
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Plasma Tryptophan Concentration in Depressive 
Illness and Mania 


By M. PEET, J. P. MOODY, E. P. WORRALL, P. WALKER 
and G. J. NAYLOR 


Summary. Total and free plasma tryptophan levels were measured in depressive 
and manic patients before and after recovery. No change was found in total or 
free plasma tryptophan concentration on recovery from depressive illness. Free 
plasma tryptophan levels were higher in recovered manics than in active manics, 
and a group of four manic patients tested before and after recovery showed a 
significant increase in free plasma tryptophan concentration on recovery. 


INTRODUCTION 

There is evidence from animal studies that 
the rate of synthesis of 5-hydroxytryptamine 
(5-HT) in the brain is determined by the 
concentration of tryptophan in the brain 
(Grahame-Smith, 1971; Fernstrom and Wurt- 
man, 1971). Tryptophan in plasma is largely 
bound to albumin (McMenamy and Oncley, 
1958). It has been shown that under some 
circumstances the level of brain tryptophan, 
and hence the rate of synthesis of brain 5-HT, 
is related to the concentration of free (unbound) 
tryptophan in the plasma (Curzon et al., 1973; 
Knott and Curzon, 1972; Tagliamonte ¢ al., 
1973). 

Coppen et al. (1973) reported that depressive 
women have significantly reduced plasma levels 
of free tryptophan and that these levels increase 
significantly towards normal on recovery. It 
was suggested that this reduction in plasma free 
tryptophan concentration could be the cause of 
the reduced turnover of brain 5-HT which has 
been reported to occur in patients with de- 
pressive illness (Coppen, 1972). 

In the present investigation, plasma total and 
free tryptophan levels were measured in patients 
with depressive psychosis and in recovered 
depressives, under carefully standardized condi- 
tions. Preliminary results from manic patients 
tested before and after recovery are also 
presented. 


Метнорв 


Female patients with depressive illness charac- 
terized by such features as depression, diurnal 
variation of mood, loss of appetite and libido, early 
morning waking, self-blame, and diminished energy, 
interest and concentration, were admitted to a 
Metabolic Research Unit (M.R.U.) for seven days. 
Female patients with manic illness characterized by 
such features as elation, flight of ideas and motor 
overactivity in the absence of first-rank schizophrenic 
symptoms (Granville-Grossman, 1971) were admitted 
to the M.R.U. for three days. The patients then left 
the M.R.U. and were treated with drugs or electro- 
convulsive therapy (ECT). After recovery each 
patient was readmitted to the M.R.U. when possible 
for a further period of the same duration. 

All patients were given a standard diet during 
their periods in the M.R.U. Each day the diet 
contained 60 g protein, 79 g fat, 195-197 g carbo- 
hydrate, 1,750 ml fluid, 1,740-1,750 kilocalories, and 
approximately 0:7 g tryptophan. The patients had 
their meals at the same time each day. Tbe only 
medication allowed for the depressive patients was 
nitrazepam, which was given as a hypnotic when 
necessary and also occasionally used as a daytime 
tranquillizer. One man.c patient and one recovered 
manic were taking chlorpromazine and sodium 
amytal, but the remaining patients in the manic 
series were allowed only nitrazepam. The same dose 
of nitrazepam was repeated during the second period 
in the Unit. When possible patients rested in bed 
until mid-day each day, and took part in light activity 
within the M.R.U. for the rest of the day. 

On the final day in the M.R.U. the depressive 
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PLASMA TRYPTOPHAN CONCENTRATION IN DEPRESSIVE ILLNESS AND MANIA 


'ТАзгЕ I 


Total and free plasma tryptophan concentration in depressive and manic patients, before and after recovery. 
All values are means +SD. 


Hamilton Plasma tryptophan (n moles/ml) 


N Age Scale Total Free % free 
Depressives 26 56-6 (+11-6) 15:4(-k6-3) 46:5 (46:2) 5:9(-1:9) 12:9 (4:5) 
Recovered depressives о 59'4 (-E 11:3) 1:9(d1:7)  49:8(48:2) 5:9(-1:0) 12:0 (+2°6) 
Manics 9  52:0(i17:4) x 46:6(x9:2) 5:8 (41:3) — 12:7 (3:8) 
Recovered manics 7. 52:8(4:10:9) — 49:4 (69:7) _ y'o(xko:9) 14:4 (2:9) 


patients were rated оп the Hamilton Scale (hrs) 
(Hamilton, 1960), and in all cases а 30 ml blood 
sample was taken into heparin at 10.00 a.m. after 
an overnight fast. The blood was centrifuged imme- 
diately and the plasma was ultrafiltered, using the 
method of Eccleston (1973). Samples of plasma and 
of ultrafiltrate were coded and stored at —20 °C. 
The free tryptophan in the ultrafiltrate and the total 
tryptophan in the plasma were later measured using 
the method of Denckla and Dewey (1967) as modified 
by Bloxam and Warren (1974). 


RESULTS 


The results are shown in Tables I and П and 
in Fig. 1. There is no significant difference in 
total, free, or free as per cent of total plasma 
tryptophan, between the depressed patients and 
the recovered depressives. Eight of the depressive 
patients were tested both before and after 
recovery. There is no consistent or significant 
change in plasma tryptophan levels on recovery 
in these patients. 

There is an increase in free plasma tryptophan 
concentration on recovery from manic illness. 
This increase just fails to reach statistical signi- 
ficance for the whole group. However, four 
patients tested both before and after clinical 


Tase II 
Plasma total and free tryptophan concentration in 
subgroups of depressive patients 
Plasma tryptophan 
(n moles/ml) 


A Total Free 


Depressives on no 


medication 9 45°8(+5°6) 5:9 (1:8) 
Depressives taking 
nitrazepam 17 46:8(-6:6) 6:1 (+14) 


Bipolar depressives 5 46:7 (3:3:9) 6:4 (3:177) 
Unipolar depressives 15 44:9 (4:6:6) 6:3 (51:6) 


recovery show a consistent and significant 
increase in free plasma tryptophan levels 
(p < 0-05, paired ‘t’). There is no significant 
difference in total, free, or per cent free plasma 
tryptophan between the depressive patients and 
the manic patients. 

There is no significant difference in plasma 
total or free tryptophan levels between de- 
pressive patients who were taking nitrazepam 
and those who were not. Five depressive patients 
had a history of bipolar affective illness, fifteen 
had unipolar depression, and six could not be 
thus classified because they had suffered less 
than three episodes of depression. Plasma total 
and free tryptophan levels are similar in the 
bipolar and unipolar groups of depressives. 


о © 


e о ч 


Free Plasma Tryptophan Concentration {n moles/ml) 
A5 
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Depressives Recovered Manics Recovered 


Oepressives Manics 


Fig. 1.—Free plasma tryptophan concentration in de- 
pressive and manic patients, before and after recovery. 
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The mean plasma lithium concentrations 
following a single oral dose of 1,000 mg of 


Camcolit or slow release lithium. 


1.Birch N J. Goodwin J C. Hullin R P & Tyrer S Р. 
(1974) Brit J Clin Pharmacol, 1, 339-340. 
2.Tyrer S, Hullin ВР, Birch N J & Goodwin J C, 
(1976) Psychological Medicine (in press). 
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The authors of two recent com- 
parisons * between Camcolit and 
the two types of slow retease lithium 
concluded that there is no thera- 
peutic basis for the administration 
of slow release lithium preparations 
in preference to Camcolit. 

As their studies show, there is no 
significant difference in the rate of 
absorption or excretion of the two 
types, despite the disparity in their 
rates of release in vitro. 

The authors do state, however,’ 


that there are sound economic 
grounds for preferring Camcolit. 

in fact, slow release lithium costs 
almost three times as much--so in 
the treatment and prophylaxis of 
mania, manic-depressive illness and 
recurrent depression, Camcolit offers 
maximum therapeutic effect at 
minimum cost. 

Camcolit is supplied in tablets 
of lithium carbonate BP 250mg to 
allow full flexibility of dosage. Packed 
in securitainers of 100 and 1000. 


Camcolit 


Equal effect - at almost one-third of the cost 


Further information on request from: 
1200к Camden Chemical Company Limited, 26-28 Bedford Row, London WC1R 4H 
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| Discussion 
¿We have found no significant changes in 
plasma total or free tryptophan levels on 
recovery from depressive psychosis. We have 
‘therefore not confirmed the finding of Coppen 
et al. (1973) that plasma free tryptophan levels 
-increase significantly on recovery from de- 
| ргеззіуе illness. We also found no difference 
in total or free plasma tryptophan concentration 
between depressive and manic patients. This 
finding is in contrast to that of Rees et al. (1974), 
who reported that total plasma tryptophan 
levels were higher during mania than during 
depression in two short-cycle manic-depressive 
patients. 
‘For practical reasons, it was not possible for 
us to investigate normal control subjects under 
the same metabolic conditions as the patients, 
_ and because of procedural differences com- 
_ parison with normal values obtained in other 
studies would not be valid. It therefore remains 
à possibility that plasma tryptophan levels were 
abnormal both before and after recovery in our 
depressive patients, just as cerebrospinal fluid 
5-hydroxyindoleacetic acid (5-HIAA) levels 
have been reported to be reduced both before 
and after recovery from a depressive illness 
(Coppen, 1972). 

One variable which could possibly account for 
the discrepancy between the present findings 
and those of Coppen et al. (1973) is diet. It has 
been shown that dietary lack of tryptophan 
: leads to a prolonged reduction in plasma total 
(Young et al., 1969) and free (Biggio et al., 1974) 
tryptophan levels. Also, the consumption of 
|... carbohydrate leads to a reduction (Lipsett e£ al., 
1973), and the consumption of fat leads to an 
increase. (Madras e! al, 1974) in plasma free 
tryptophan levels, at least during the absorptive 
period. Disturbance of food intake is a charac- 
teristic feature of depressive illness. Diet was 
strictly standardized and controlled in the 
present study, whereas the patients of Coppen 
et al. (1973) were given an ordinary hospital 
diet. However, we did not measure plasma 
tryptophan levels before the diet was controlled, 
and therefore we cannot be certain that diet 
accounts for the difference in results between the 
two studies. 

The fact that there were no differences in 
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plasma tryptophan concentration between our 
groups of patients does not necessarily mean that 
the rate of transport of tryptophan into the 
brain was also the same in each group. The 
concentration of tryptophan їп the brain 
appears to depend not only on: the level of 
free tryptophan in the plasma but also on the 
ratio in the plasma between tryptophan and 
the other neutral amino acids (tryosine, phenyl- 
alanine, leucine, isoleucine, and valine) that 
compete with it for transport into the brain 
(Fernstrom and Wurtman, 1972; Perez-Cruet 
et al., 1974). It is therefore possible that an 
excess of these amino acids in the plasma of 
depressive patients could lead to a deficiency of 
brain tryptophan even when plasma tryptophan 
levels are normal. We are therefore now mea- 
suring the levels of these other amino acids in 
plasma from patients with affective illness. In 
addition, the active transport system which 
carries tryptophan into brain tissue is ion- 
dependent (Grahame-Smith and Parfitt, 1970) 
and therefore could be affected by the abnor- 
malities in electrolyte metabolism which have 
been described in depressive patients (Coppen, 
1969; Naylor et al., 1973). 

Our finding that free plasma tryptophan 
concentration increases on recovery from mania 
must be interpreted with some caution. Three 
days of dietary control may have been in- 
sufficient, particularly since diet and activity 
are very difficult to control in disturbed manic 
patients. Three days are also insufficient as a 
drug ‘washout’ period. We are now extending 
our observations to a larger group of manic 
patients in whom diet and medication will be 
controlled for a longer period. However, it is of 
considerable interest with regard to the present 
findings that in two recent controlled trials 
(Prange et al, 1974; Murphy et al, 1974) 
tryptophan was shown to have a significant 
antimanic effect. 
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e "The Personality and Mental Health of Flat Dwellers 


By N. C. MOORE 


Summary. The proportion of persons with neurotic personalities in flats was not 
significantly greater than that in houses. Extraversion was not correlated with 
psychiatric illness or with the tendency to consult a doctor. Flat dwelling, but not 
house dwelling, was sufficient stress for neurotic personalities to cause, among 
them, an increase in clinical psychiatric illness. The resulting increase in the 
overall level of psychiatric illness of all flat dwellers was too small to be signifi- 
cantly greater than that of all house dwellers. 


INTRODUCTION AND METHOD 
The literature about flats suggests that they 


|... affect the occupants’ mental health and social 


lives adversely. A recent publication (Moore, 
1974), contrary to expectation, provided evi- 
dence that psychiatric illness was no more 
prevalent among flat dwellers than among house 
dwellers. Another (Moore, 1975) showed that 
the indoor, but not the outdoor, social life of 
flat dwellers was inferior. These two papers were 
based on the findings of a study of non- 
commissioned servicemen's wives living in 
Germany. During the same survey the part 
played by personality in the development of 


E psychiatric illness among flat dwellers was also 


investigated. 

The population studied consisted of 500 
. women. in flats and 188 in houses. There was 
only one tower block of flats of seven storeys. 


Тһе rest were low-rise blocks of three and 


four. storeys. Compared with house dwellers 
the flat dwellers were younger, of lower rank, 
had smaller families and were more recent 
arrivals in their accommodation and in Ger- 
many. More of them took the oral contraceptive 
and more spoke German. These seven variables 
were eliminated by matching in all comparisons. 
The chi square test was used to assess significance. 

The Cornell Medical Index (CMI) (Brodman, 
Erdmann and Wolff, 1956) was one of two 
independent methods of identifying psychiatric 


~ illness, those scoring 50 or more being con- 


. Sidered cases. The other method was the 


consultation of a doctor for any illness with 'an 
important psychiatric component’ (Kessel, 1960) 
for the first time during a six month period of 
observation (GP cases). 

Personality was measured. by the Eysenck 
Personality Inventory (ЕРІ) (Eysenck. and 
Eysenck, 1964). Its authors believe that the 
two major dimensions of personality are 
extraversion-introversion and neuroticism. As 
the normal score on the extraversion scale is 
12:070, those scoring 12 and below were 
considered introverts and 13 and above extra- 
verts. Similarly, as the normal score on the 
neuroticism scale is 9:065, those scoring g and 
below were identified as stable and ro and 
above as neurotic. The questionnaires of those 
scoring 6 and above on the lie scale were 
considered invalid because of ‘faking good’. 


RxsurTS 

More subjects from: flats, 484 (97 per cent) 
compared with 167 (89 per cent) from houses 
(p « 0:01), completed both the EPI and the 
CMI. The 167 wives from houses who com- 
pleted both were matched with the same 
number from flats. The distribution of person- 
ality types and the numbers who ‘faked good’ 
were not significantly different (Table I). 

It was possible to match 167 extraverts from 
flats and 54 from houses with the same number 
of introverts for the usual seven variables, type 
of accommodation and neuroticism. Among 
extraverts in flats there were 26 CMI cases 
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Tagle I 


The personalities of the flat and house dwellers as 
measured by the Eysenck Personality Inventory 

















From From 
167 flats 167 houses 
Personality type 
ov No % Noe % 

Stable extravert .. . 34 20% 28 17% 
Stable introvert .. 39 93% 48 29%, 
Neurotic extravert 24 14% 29 17% 
Neurotic introvert 40 94% 41 95% 
Extraverted e 58. 35% 57 34% 
Introverted 2s 70 47% 89° 53% 
Stable m es 73 44% 76 45% 
Neurotic .. n 64 38% 70 42% 





Ivalid (‘faking good’) go 18% sr 





(16 per cent) and 32 GP cases (19 per cent) 
compared with 19 CMI (11 per cent) and 
34 GP (20 per cent) among introverts. In houses 
there were g GP cases (17 per cent) among 
extraverts and 8 (15 per cent) among intro- 
verts, but there were too few CMI cases for 
valid statistical analysis. None of these dif- 
ferences reached significance. 

Of those of neurotic personality, 172 from 
flats and 62 from houses were matched with 
stable personalities, as before, except that 
extraversion was controlled instead of neuroti- 
cism. In flats there were 53 CMI cases of 
psychiatric illness (31 per cent) among those 
of neurotic personality compared with 2 (1 per 
cent) among the stable, a highly significant 
(p <o-or) difference. There was also a 
significant (p < 0:05) difference in the number 
of GP patients, 40 (23 per cent) compared with 
25 (13 per cent). In contrast, there were no 
such significant differences among house dwel- 
lers of neurotic personality. Twelve (19 per 
cent), compared. with 7 of stable personality 
(11. per cent), consulted their GPs. There were 
too few CMI cases for valid statistical analysis. 


Discussion 


Bond (1971) showed that among persons 
suffering pain there is a high proportion of 
neuroticism, while tendency to complain about 
pain depends .on the. level. of ехігауегзіоп. 
Pain sufferers who are introverted do not 
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complain. From these findings it would be 
expected that extraverts would more easily 


: complain. of ‘psychiatric symptoms. This was 


not confirmed in the present study ; extra- 
version, whether among dwellers in flats or in 
houses, did not influence the incidence of 
consultations or of psychiatric illness. 

Eysenck (1969) suggests that neuroticism, if 
combined with sufficient stress, results in 
neurosis. Two studies support this view. 
Neurotic personality types react badly to the 
stress of moving house (Hall, 1964), and conflict, 
if combined with neuroticism, produces neurosis 
(Tauss, 1964). The present investigation shows 
that for neurotic personalities flat dwelling is a 
stress which produces clinical psychiatric illness, 
while house dwelling is not. Although signifi- 
cantly more neurotics in flats developed 
psychiatric illness, this did not increase the 
overall level from all personalities sufficiently 
to cause a significantly greater total than in 
houses (Moore, 1974). In fact, the figures were 
20 CMI cases (12 per cent) in flats and 12 
(7 per cent) in houses and 39 GP cases (23 per 
cent) in flats and 26 (15 per cent) in houses, 

According to Eysenck’s theory, neurotics, if 
extraverted, would be expected to have an 
increased level of criminal behaviour. It may be 
that flat dwelling, more than house dwelling, 
results in delinquency for such personalities. It 
is appreciated that women, particularly if 
married, are on the whole a non delinquent 
group but it would be interesting to collect 
more appropriate data for other members of the 
family to clarify whether anti-social behaviour 
is another hazard of flat dwelling. 

When flats have to be used as accommodation, 
persons of neurotic personality or with a history 
of nervous illness should be discouraged from 
living in them. The practice of recommending 
a move to new dwellings, if in the form of flats, 
for those suffering from nervous illness, is 
unlikely to result in any benefit to the patient's 
mental health. 
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Late Effects of Early Dependency Need Deprivation: 
The Meal Ticket Syndrome 


By WILLIAM E. FANN and JAMES N. SUSSEX 


Summary. A psychiatric condition disabling to persons in the fifth and sixth 
decades is described. Approximately 51 per cent of nearly 1,000 Social Security 
Disability applicants sampled presented a wide variety of somatic and psycho- 
logical complaints, but no severe psychiatric disorder. This group is characterized 
by inability to continue gainful employment. Commencement of full-time 
employment before age 16 years (59 per cent) and level of education were the 
only significant differences between this group and psychotic applicants; 
another 33 per cent began full-time work before age 20 years. 88-5 per cent of the 
families of these persons remained intact until after they began work. Apparently, 
being thrust into the responsibilities of adulthood earlier than their peers 


contributed to the early disability. 


Oh often have I washed and dressed 
And what’s to show for all my pain? 
Let me lie abed and rest: 
Ten thousand times I’ve done my best 
And all’s to do again. 
А. E. Housman 


INTRODUCTION 


Virtually all schools of psychiatric theory 
agree that emotional deprivation during early 
development is detrimental to the individual. 
Physicians whose practice includes the middle- 
aged frequently encounter patients who are 
disabled by psychological and emotional symp- 
toms which cannot be satisfactorily categorized 
within the existing (DSM II) nomenclature. 
The clinical picture presented by these patients 
is so varied that common denominators are 
difficult to identify. We believe that in this 
otherwise heterogeneous group, deprivation of 
dependency needs beginning in the early to mid- 
adolescent period may result in a discernible pat- 
tern of disruptive effects in later Ше and may cause 
the individual to require psychiatric attention. 

Specifically, the individual who in his early 
to mid-teens is deprived of the type of emotional 
support we will describe here decompensates 
later into a definite pattern of symptoms which 
will sunder his usual way of life. The symptoms 


яба 


are most often somatic (numbness, dizziness, 
shortness of breath, vague pains and complaints 
referrable to various organs) or poorly defined 
psychological complaints (weakness, forgetful- 
ness, mild phobias, tearfulness, shallow depres- 
sion). When these have progressed to the point 
where the person seeks medical attention, he has 
often ceased working gainfully. These people 
attempt to explain their rather sudden collapse 
to themselves, their families, and others but are 
without any real understanding of why this has 
happened to them. They describe themselves 
variously as ‘washed up’, ‘I’ve had it’, ‘I can’t 
go any further’. So many have spontaneously 
described themselves as feeling like ‘just a meal 
ticket (to my family)’ that this has become an 
appropriate designation for the phenomenon 
(Sussex, 1967). 

Social Security and Veterans Administration 
disability pension examination rolls have shown 
a high frequency of persons who functioned well 
until reaching their forties or fifties and then 
collapsed with a syndrome of the type here 
described. They are most often males. The 
developmental history of these patients discloses 
a fairly consistent configuration of events. These 
persons had to begin work in their early to 
middle adolescence and worked steadily and 
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regularly until the onset of the syndrome. Pre- 
morbidly all would be classified on the basis of 
their work records as achievers. Whatever their 
vocational level—they may be labourers (coal 
miners are heavily represented in this series of 
patients), blue-collar workers, white-collar 
workers, executives, or entrepreneurs with their 
own businesses—they share the common history 
of having been required to relinquish part of 
their normal adolescence to enter the adult 
role of breadwinner for their families. 

The nature of the work they found is varied; 
the only shared characteristics of the work 
situation are that it was full-time and the money 
earned went almost entirely toward the support 
of siblings and parents, with little left for the 
wage earner himself. This arrangement is to be 
clearly distinguished from the situation of the 
teenager who works after school and during 
summer vacation in order to acquire additional 
goods for himself or to contribute partially to 
the support of the family (Engel, 1967). 

The family background of these people seems 
unremarkable except where one or both 
parents were actually or effectively absent. The 
families were described by the patients as close 
and warm, with sufficient attention to religious, 
school, and social activities. The patients 
themselves show few if any personality traits 
that would suggest any really significant 
disturbance of family relationships in the early 
developmental periods. Oltman, et al. (1965, 
1966, 1967) have studied effects of early parent 
loss on psychological development but do not 
give consideration to this particular type of 
deprivation or to this particular clinical 
manifestation. 

The patient is often the oldest remaining 
of several siblings. The mantle of breadwinner 
fell naturally upon him and he may also have 
filled the general roles of parent surrogate to 
his siblings. These roles thrust him into a too- 
early adulthood and accentuated the depen- 
dency-need deprivation. His relationships with 
his family continued in this fashion until he 
married, although he may have continued to 
give financial and emotional aid to his family 
even after he married. 

His marriage has been outwardly successful. 
The union has endured with no strife sufficient 
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to cause separation or divorce and the couple 
will have had several children to whom they 
seem devoted. One or more of the children will 
have reached adolescence before onset of the 
patient’s symptoms and seem adequately ad- 
justed. The patient is likely to have been an 
exemplar of good citizenship. He will have 
enjoyed satisfactory inter-personal relationships. 

He will have given charitably of his resources— 
money, time and labour—to church, civic 
organizations, family and neighbours. His 
friends and acquaintances view him as a 
‘solid citizen’, a ‘strong person’, and a ‘good 
man’. 

In his late forties or early fifties he will begin 
to show signs of the ‘Meal Ticket Syndrome’, A 
physical illness or injury may precede the 
appearance of psychiatric manifestations, but 
more often the symptoms begin with vague 
somatic or psychological complaints which 
intensify and cause the patient to consult a 
physician. Visits to one or more physicians and 
several hospital admissions are common ante- 
cedents to psychiatric referral. 

The referring physician has discovered neither 
demonstrable physical illness nor a clear cut 
pattern of psychopathology to explain the 
patient’s conspicuous incapacity for work. His 
attempts at treatment have not succeeded in 
restoring the patient to his pre-morbid per- 

* formance level. 

The psychiatrist seeing these patients on 
referral may also be stumped for a satisfactory 
formulation of the case. Case records reveal a 
variety of diagnostic terms. Most common are: 
Passive-Dependent Personality, Chronic Anxiety 
Reaction, Neurotic Depression, and Psycho- 
neurotic Depressive Reaction; Conversion Re- 
action and malingering have also been posited. 
We regard none of these terms as descriptively 
adequate, and we believe that our study of the 
phenomenon has yielded data useful to its fuller 
amplification and understanding. 


METHOD 


The case records of several psychiatric 
consultants to the Social Security Disability 
Determination Section were examined for 
pertinent biographical data on the applicants. 
Applicants were given thorough physical exam- 
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inations prior to evaluation by the psychiatric 
consultant. All were from the middle Tennessee 
and North Carolina areas and were examined 
during a period of approximately eight years. 
A sample of 309 case files—which included the 
psychiatrist's interview notes and final reports— 
were taken randomly from a total of 985 
application files, and pertinent data were 
extracted, separated by sex, and grouped under 
five parameters: (1) age the applicant began 
full-time employment; (2) education level; 
(3) sibling order; (4) age at time of first disability 
psychiatric evaluation; (5) age the applicant's 
parents were lost by death, divorce, or admission 
to a psychiatric institution. Whenever possible, 
applicants were re-interviewed for clarification 
of uncertain entries. 

The applicants were divided into two cate- 
gories for the purposes of this study: psychotic 
(P) and non-psychotic (N-P). Persons with 
diagnoses of organic brain disease, alcoholism, 
and sociopathy were excluded. Many of the 
applicants were examined by more than one 
psychiatrist. When disagreement on P os N-P 
grouping occurred, the applicant was placed 
in the P category. Values were examined, using 
the chi squared method, to determine signifi- 
cance of differences between the two groups, 
p being calculated from the chi squared integral. 


RESULTS 
Table I shows the differences between the 
two groups, P and N-P, compared in the five 
parameters described. 


Tase I 
Comparison of the two largest subgroups (non-psychotic 
and psychotic) of 309 Social Security Disability applicants 
in five parameters. Statistical significance determined by 
x* method 





AGE BEGAN FULL-TIME WORK 


Non- 
psychotic Psychotic 











10-15* 73 9 
16-18 62 33 
18 25 61 
Total .. КЗ 160 103 





р < 000001 


EDUCATION (YEARS COMPLETED) 











Non- 
psychotic Psychotic 
5* Я e 52 11 
5-10 .. у» 76 45 
H.S. or тоге .. 32 45 
Total .. m 160 104 
р < 0:0005 











Non- 
psychotic Psychotic 
Oldest .. us 56 38 
Middle .. e 82 43 
Youngest : 22 18 
Total .. is 160 99 
p 0:40 











Non- 
psychotic Psychotic 
30-40* 36 25 
41-50 36 25 
51-60 88 54 
Total 160 104 
p  o:8o 





Non- 
psychotic Psychotic 
10* 27 16 
10-15 s 10 4 
16-20 17 10 
20** 106 74 
Total 160 104 
p 0:70 
* Fi given in years. 


** Includes still living. 
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(1) Age applicant began full-time work: Most of 
the N-P group began full-time work before 
18 years of age (N = 135); of these more than 
half (N == 73) worked before 15 years of age. 
Of 103 P applicants only a small portion (ЇЧ = 9) 
started work before 15 years of age; more than 
half (М = 61) began work after age 18. The 
difference between these two subgroups in this 
category is highly significant (р < 0-00001). 

(2) Education level of applicant: Yn the N-P 
group nearly one-third (N — 52) of the appli- 
cants had less than a fifth-grade education, 
compared to approximately то per cent 
(N = 11) of the P group. Moreover, approxi- 
mately one-fifth of the N-P group completed 
high school or more, whereas approximately 
40 per cent (N = 45) of the P group had high 
school or greater education. These differences 
were highly significant (p < 0:0005). 

(3) Ordinal relationship to other siblings: In 
both categories most of the applicants fell into 
the ‘middle classification’. This grouping com- 
pares 160 N-P to 99 P applicants because the 
information could not be ascertained in five of 
the P group. The differences were not statistic- 
ally significant (p > 0:40). 

(4) Applicants age at time of interview: The 
largest subgroup in the N-P group fell in the 
51 to бо age group, an age distribution that is 
also reflected in the P group. The differences 
between the two groups in this category failed 
to reach statistical significance (р > 0-80). 
Additionally, there was no significant difference 
between the groups in time of onset of disability 
to time of interview (р > 0-80). 

(5) Applicants age at time of loss of a parent: In 
the N-P group well over one-half (N == тоб) 
of the applicants experienced parental loss after 
the age of 20, whereas nearly three-fourths of 
the P group (N = 74) were in this category. 
However, the differences between the two 
groups of applicants failed to reach the level of 
statistical significance (p > 0-70). 


Case REPORTS 


Case т. A 57-year-old white married male was admitted 
to the Durham North Carolina Veterans Administration 
Hospital on 15 March 1973 for psychiatric evaluation to 
determine his degree of veterans’ disability compensation. 
He stated that he had been ‘nervous’ since 7 December 
1941, and expressed considerable resentment over the 
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insufficiency of his 10 per cent disability pension. His 
chief complaints included frequent nightmares, anxiety 
in crowds, decreased appetite and weight loss, poor hear- 
ing, shortness of breath, feelings of depression, crying spells, 
and difficulty in getting along with family and friends, Al- 
though he had been initially in hospital for these com- 
plaints from June to August 1972, the symptoms had 
become more severe in recent months. During his previous 
admission he had described frequent auditory and visual 
hallucinations, and his private physician had advised him 
to retire from work. 

Examining physicians on his past and present admiasions 
noted his willingness to admit to any suggested symptom 
that might indicate the presence of disability. His past 
medical history was essentially non-contributory except 
for a brief period in hospital for ‘nerves’ just before his 
discharge from the military in 1944. Following discharge 
from the service the man had worked regularly as a 
carpenter and since 1960 had served as full-time pastor 
of a small fundamentalist church. He resigned from the 
pastorate in 1972 because of his increasing nervousness, 
stating that ‘everybody expected you to know what was 
wrong with them and they never see what’s wrong with 
you’. 

He was the middle of nine children, born and reared 
in rural North Carolina. Both parents deceased when he 
was in his early teens. He left school after the sixth grade, 
later completing the tenth grade equivalency, and went to 
work full-time on the family farm. He had worked full- 
time since then. He had been married for 26 years and 
had five children, The carly years of marriage were 
described as being fairly good, but the later years as being 
a period of incompatibility. According to him he was 
‘getting less than I was giving’ and his wife ‘didn’t 
understand what I was going through’ and had accused 
him of malingering during his episodes of nervousness. 
During his stay in hospital in 1972 his wife obtained 
separation papers and custody of their children, 

Mental status examination was unremarkable. Several 
examiners were unable to detect any abnormalities. The 
patient discussed his symptoms in a clear, coherent and 
offhand manner and appeared to be unconcerned and 
unafraid during the examinations. His affect and mood 
were pleasant. Several times during interviews he stated 
that he had been ‘working all my life’ and felt that ‘the 
only reason my family needs me is to bring home the 
money; I’m just a meal ticket to them’. He had recently 
noted that depression was precipitated by work and he 
said that he believed his emotional difficulties would clear 
if he did not have to work. Because of discrepancies in the 
history given by the patient, and the inability of any of 
several examiners to detect objective evidence of psycho- 
pathology, the diagnosis of malingering was considered. 

The patient's hospital stay was completely unremark- 
able except that the staff noted that he subtly and some- 
times overtly encouraged other patients to apply for 
pensions. None of his examinations or laboratory work 
resulted in positive pathological findings. Final diagnosis 
was ‘anxiety neurosis with mild depression’. 

Case 2. A 44-year-old white male wholesale candy dealer 
was admitted to the Nashville Veterans Administration 
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Hospital Psychiatric Service for the first time on 15 Novem- 
ber 1965. His complaints were ‘nervousness’, ‘sleeping 
poorly’, ‘itching all over’, and ‘irritable with my family’. 
These had been present for three to four years before 
admission, but had become so much worse during the 
last nine months that he was no longer able to work. The 
only significant events in the past medical history were a 
severe ankle injury sustained in a mine explosion in 1943, 
for which he carried a service-connected disability, and a 
peptic ulcer diagnosed in 1961 which had responded to 
conservative treatment, 

He was the oldest of seven siblings reared on a farm in 
Tennessee. Because of economic conditions he left school 
after the tenth grade at age 16 years to help support the 
family through full-time work. The family history was not 
otherwise remarkable. The parents were alive, living 
together, but in poor health at the time of his admission. 
The patient had been married for 22 years and had three 
children, ages 19, 13, and g years. The family was des- 
cribed by both the patient and his wife as being closely 
knit but with no social constrictions. All members attended 
church regularly, and the patient was active in Sunday 
School and other church activities, His wife said that he 
had always been close to the children and that he felt 
hurt now that, ‘they don’t need him as much as they did’. 
He had always provided well for his family, but as the 
older children reached adolescence they began to want 
‘a better house’, ‘their own car’, and ‘college funds’, and 
had begun ‘growing away from their daddy’. 

Mental status examination revealed a well-developed, 
well-nourished white male who showed nothing remarkable 
on physical examination except a slight limp. He was 
somewhat tense and anxious and appeared to be mildly 
depressed. He expressed much concern about his symp- 
toms, There was no evidence of psychosis or structural 
brain disease. 

In further interviews he began making such statements 
as ‘I’ve been working all of my life and I can’t go on any 
more’, and ‘My family doesn’t need me any more except 
as a meal ticket’. Midway during his hospital stay he sold 
his wholesale candy business because he ‘just couldn’t 
work any more’. Treatment was aimed at alleviating his 
mild depression and reassuring him that he was able to 
continue working by requiring him to perform jobs within 
the hospital. He showed good response to this and was 
able to return to gainful employment. However, he did 
not feel capable of continuing to take responsibility for his 
own business and went to work as an automobile salesman, 
with good adjustment and continuing employment. 


Discusston 

Social Security Disability Determination 
psychiatric consultation records have been 
examined for differences between applicants 
diagnosed as being psychotic (Р) and non- 
psychotic (N-P). In the parameters studied 
the only significant differences between these 
two groups were in the ages at which they went 
to work full-time and in level of education. 


The N-P group tended to work regularly until 
five or six years before applying for disability 
compensation. Even during these last years 
there were attempts made at returning to work 
and multiple visits to their physicians for minor 
complaints. The work history of the P group 
was more sporadic, especially for approximately 
one decade before their application. Although 
a close comparison cannot be made between 
the two groups regarding time of onset of 
disability, we feel that the data lend support 
to our thesis that early entry into the work 
force leads to a non-psychotic but nevertheless 
disabling decompensation in later life. 

In our study, a critical factor seemed to be not 
parental loss per se but the bereavement of some 
unique dependency need gratification of the 
adolescent years. The majority of our patients 
(88:5 per cent) were from physically intact 
homes in which both parents were present at the 
time they began to work full-time. Only 
II*5 per cent sustained loss or absence of one 
parent through death, divorce, illness, or 
separation at the time they went to work full- 
time. These data, of course, do not reflect the 
emotional and intellectual deprivation which 
can occur in an otherwise intact family. 

Because personality determinants are variable 
and difficult to correlate with specific syndromes 
or symptoms, we chose to concentrate on the 
common finding in the biographical data of the 
majority of these patients, i.e. dependency need 
deprivation in the early and mid-teen years. It 
has become apparent that satisfaction of these 
dependency needs is necessary for continued 
competent functioning in later adult life. We 
do not believe that focusing on dependency 
need deprivation is a dodge into generalities; 
poorly resolved dependency is a common thread 
running through every mental illnese (Caveny, 
1961). 

Other studies of emotional problems of the 
middle-aged male focus on the symptoms of 
depression in this age cohort (Billig and Adams, 
1957, 1963). These discussions centre on the 
psychodynamics involved and conclude that 
unconscious hostility toward the father is 
manifested as depression. However, we feel that 
many of the cases described could be included 
in the broader category of symptoms we are 
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here defining. While elucidation of psycho- 
dynamics contributes to the understanding of 
these tardive depressions, this formulation alone 
does not include adequate consideration of 
environmentally-induced feelings such as shame, 
anger, disappointment, and rejection experi- 
enced by these persons at the time they begin to 
lose their power to function. These individuals 
seem to be sustained by their family relationships 
through emotional support from their spouses, 
and love, gratitude, and even adulation from 
their children. Additionally, they are sustained 
at work through promotions and acclaim from 
their superiors and, through the respect of their 
peers, by their activities in church and civic 
organizations. 

Emotional difficulties of the sort we are 
describing tend to occur when two things 
happen in an individual's life: first, when 
tensions have accumulated over a period of 
years without sufficient rewards in the sense of 
having one's own dependency needs met, and 
second, when the capacity to cope with stress 
is for some reason markedly reduced. This latter 
factor is most likely to occur in our culture when 
the successful male reaches the 50s, when the 
physical aspects of the ageing process are 
becoming hard to ignore, and when the 
irreversibility of his chosen life style becomes 
apparent. In this sense, the meal ticket syndrome 
in men is similar to involutional depression in 
women—a feeling of being over the hill, no 
longer in the prime of life. However, the meal 
ticket syndrome usually does not contain the 
feelings of worthlessness and self-accusation so 
characteristic of menopausal melancholias in 
women. Rather, in the meal ticket syndrome, 
individuals express anger at feeling trapped in a 
situation which no longer seems sufficiently 
worth the effort. 

At about the time when elements of the 
*meal ticket syndrome' break into prominence, 
changes occur in portions of the life situation 
which reduce gratification, intensify pressures, 
and remove supports which have made past 
productivity possible. The male’s wife has 
reached menopause, and because of the emo- 
tional and physiological problems attendant to 
this stage of her life, she is less able to give him 
the sustenance and closeness he so badly needs. 
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When menopausal problems are minimal or 
non-existent she can, because of her own growing 
freedom from child-rearing, divert more of her 
attention. and time to extra-household and 
family ventures. He views this change, no matter 
how small, as an estrangement, because his 
intense need for her support, attention, and love 
renders him hypersensitive to any decrement in 
these supplies. 

Additionally, during this period one or more 
of his children have reached adolescence, and 
because of their own insecurity and struggle for 
independence they become less attentive to him, 
openly unappreciative of his counsel, and 
pointedly critical of the family's material 
position. These occurrences appear to deprive 
him of the filial love and affection that he 
perceives as his just reward and which have 
previously helped to satisfy his dependency needs. 

Co-acting with these more or less domestic 
evolutions are increasing pressures from his 
work. Because of a promotion which has 
carried him into a position of responsibility he 
cannot meet or to a supervisory role which 
exposes him to the anger and dependency of 
his subordinates, his work reward is diminished. 
Conversely, he may come to realize that the 
goals which have sustained him (e.g. the sought- 
for promotion or position) are no longer available 
or within his reach. 

These circumstances and degrees of stress 
would not precipitate psychological decompen- 
sation in a truly self-sufficient person. However, 
the dependency needs that lurk beneath the 
outward cast of what Enelow (1968) has called 
the ‘pseudo-self-sufficient person’ are greater 
than those of the truly self-sufficient person, 
and these strains bring about deterioration of 
function. 

It may be that this phenomenon is an era- 
specific one. The patients in this series are 
‘children of the Depression’, and were forced by 
social and economic circumstances to enter 
adulthood earlier than the subsequent genera- 
tion. If this fact is contributory, the implication 
is that psychiatric disability patterns may change 
from generation to generation. This, of course, 
cannot beresearched until the generation of post- 
World War II adolescents begins reaching the 


45-60 age group. 
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Observations on the Evolution 
of the Hysterical Symptomatology* 


By C. STEFANIS, M. MARKIDIS and G. CHRISTODOULOU 


Summary. A retrospective study of the records of 17,571 psychiatric patients 
who attended the out-patients department of Eginition Hospital in Athens during 
three two-year periods (1948—50, 1958-60 and 1969-71) revealed a statistically 
significant decrease in the frequency of patients diagnosed as suffering from 
hysteria, a statistically significant decrease in the relative frequency of patients 
with hysterical fits and with mental conversion symptoms, and a statistically 
significant increase in the relative frequency of patients with mixed conversion 
symptoms. 

The findings confirm the notion that hysteria is still a ‘woman’s disease’, 
although a statistically significant increase in male participation was noted. 

The significance of the above findings for the understanding of certain aspects 


of hysteria is discussed. 


Although it is still argued in the literature 
whether or not the incidence of hysteria 1s 
progressively declining (Chodoff and Lyons, 
1958; Ziegler et al, 1960; Stephens and Kamp, 
1962; Abse, 1966; Lewis, 1974) most clinicians, 
with few exceptions (Stephens and Kamp, 1962), 
share the view that at least the classical and more 
colourful manifestations of hysteria are on the 
wane (Schilder, 1939; Henderson and Gillespie, 
1962; Walshe, 1965; Hollender, 1972; Lewis, 
1974), and are being replaced by minor or 
masked hysterical symptoms. On the other 
hand, the traditionally held view of hysteria 
being a characteristic pattern of female psycho- 
pathology has not been seriously questioned 
(Purtell et al, 1951; Woodruff et al, 1971; Guze 
et al, 1972; Alarcon, 1973), thus supporting to 
a certain degree the otherwise not very con- 
vincing ‘wandering womb’ formulation of 
Hippocrates. : 

The present paper attempts to provide 
answers to three questions: 


(a) Is the incidence of hysterical manifesta- 
tions in Greece undergoing any change, and 
if so to what extent? 


(b) Is hysterical symptomatology changing 
qualitatively by acquiring new modes of 
expression ? 

(c) Do the respective proportions of men and 
women in ‘hysteria’ undergo changes related 
to socio-cultural developments ? 


MATERIAL AND METHODS 

The records of 17,571 patients who attended 
the out-patients department of Eginition Hospi- 
tal in Athens during three two-year periods were 
critically reviewed by two members of the 
medical staff. Eginition Hospital was indicated 
for this kind of study because of its central 
location in Athens, its function as both a refer- 
ring and a referal centre for most psychiatric 
hospitals in the country, and because of its 
‘clientelle’ being drawn from a wide geographic 
area and a wide social spectrum. 

The three two-year periods were 1948-1950 
(period A), 1958-1960 (period B) and 1969-1971 
(period C). These periods were chosen, for 
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reasons to be further elaborated in the Dis- 
cussion, because (a) there was an adequate 
chronological distance between them and (b) 
because they coincided with critical events in 
modern Greck history. The first period was a 
stressful period following the Second World 
War and during which the country was en- 
gaged in civil war. The second period was one 
of comparative socio-economic stability. Since 
that period, the standard of living improved 
and considerable changes in the social structure 
occurred; consequently the third period was 
characterized by considerable increase in the 
national income, marked social changes, in- 
dustrial development and urbanization. 

The two assessors reviewed the case records 
independently, but the decision whether or not 
to include a case in the study had to be agreed 
upon by both. The criteria for inclusion in the 
study, in addition to the existence of symptoms 
compatible with the conventional concept of 
hysteria, were the following: absence of neuro- 
logical or other somatic evidence accounting 
for the symptoms, existence of the ‘belle 
indifférence’ element, evidence of psychogenesis 
or onset of the symptoms following a traumatic 
experience, characteristic behaviour of the 
patient during the interview (attempts to draw 
the attention or gain the sympathy of the 
examiner), and the existence of a secondary 
benefit. A few patients who were thought not 
to fulfil adequate criteria for the diagnosis of 
‘hysterical manifestations’ were excluded. 

All the disadvantages inherent in retrospective 
studies apply to our study. Whether the patients 
who were diagnosed as suffering from hysteria 
were really hysterical (according to the criteria 
of the St. Louis group (Guze, 1967), were 
suffering from acute or chronic hysteria (accord- 
ing to the criteria of Meares and Horvath, 
1972), or presented with hysterical symptoms 
and later developed various physical or mental 
illnesses (like the majority of the patients of 
Slater and Glithero, 1965), cannot be answered. 
by our investigation. 


RESULTS 
Table I shows that during period A (1948 
1950) 2,193 patients attended the Eginition 
Hospital out-patients’ department and 130 of 
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these were diagnosed as suffering from hysteria 
(6:0 per cent). During period B (1958-1960) 
6,360 patients were seen and 189 were labelled 
hysterics (3:0 per cent); during period C 
(1969-1971) 9,018 patients were seen and 283 
(3:1 per cent) were labelled hysterics. The 
percentage of hysterical patients in the total 
number of patients who attended the Eginition 
Hospital out-patients department during all 
three periods was 3:4 per cent. There is a 
statistically significant decrease in the frequency 
of patients diagnosed as hysterical (p < соот). 
This decrease is mainly due to decrease in 
frequency during period B. The difference in 
frequency between periods B and С was 
statistically not significant. 


Taare І 
Out-patients diagnosed as suffering from hysteria, during 




















Out- 

patients Hysteria 96 
Period A 
(1948-1950) 2,193 130 6-0 
Period B 
(1958-1960) 6,360 189 3°0 
Period С ' 
(1969-1971) 9,018 283 3-1 

17,571 602 8'4 


x? = 48:09; p < ‘oor; 2 df 


The patients who were diagnosed as suffering 
from hysteria were grouped under five headings 
(Tables II and III) according to their symp- 
toms: Group А comprised patients with 
hysterical fits, group B patients with other 
symptoms of physical conversion (such as 
pareses, astasia-abasia, spastic conditions, sen- 
sory disturbances and hysterical stupor), group 
C patients with symptoms of mental conversion 
(such as twilight states, fugues, somnambulism, 
double personality etc.), group D patients with 
autonomic (vegetative) symptorns in the setting 
of conversion, and group E patients with 
mixed forms. 
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ТАВІЕ II 
Hysterical symptomatology during three periods 





Period А Period В Period C 


























Symp- y 

tomatology Patients Patients Patients 

N: 130 N: 189 N: 283 
Hysterical fits 48 76 7ї 
Somatic conversion 8 18 29 
Рагезез о 8 4 
Astasia-abasia 2 I 6 
Spastic conditions о 5 IO 
Sensory disturbances 4 3 3 
Stupor 2 I 6 
Mental conversion 1I 4 19 
Twilight states о о 4 
Fugue states 4 I 4 
Somnambulism 4 I 2 
Double personality o o І 
Other symptoms 3 2 8 
Vegetative conversion 63 81 147 
Mixed forms o 10 16 





Table III shows that 48 patients (37 per cent) 
of the total number of hysterics suffered from 
hysterical fits during period A, 76 patients (40 
per cent) during period B and 71 patients 
(25 per cent) during period C. Eight patients 
(6 per cent) suffered from physical conversion 
symptoms during period A, 18 patients (10 per 
cent) during period B and 29 patients (тї 
per cent) during period C. Eleven patients (8 per 
cent) suffered from mental conversion symptoms 
during period A, 4 patients (2 per cent) during 
period B and rg patients (7 per cent) during 
period C. Autonomic (vegetative) conversion 
symptoms were present in 63 patients (48 per 
cent) during period A, 81 patients (43 per cent) 
during period B and 148 patients (52 per cent) 
during period C. No patient was suffering from 
mixed hysterical forms during period A, con- 
trasted with 10 patients (5 per cent) during 
period B and 16 patients (6 per cent) during 
period С. 

There is a statistically significant decrease in 
the relative frequency of patients with hysterical 
fits (p < ог) and with mental conversion 
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Taste III 
Evolution of hysterical symptomatology 
Period Period Period 
A B С Total 
Symptoms Patients Patients Patients Patients 
N: 130 N: 189 N: 283 N 
Hysterical fits 48 76 71 195 
x? = 13:38; p < 0:01; 2 df 
Somatic conversion 8 18 29 55 
х = 1:845; р = пз; 2 df. 
Mental conversion 11 4 19 34 
x? = 6:95; p < +05; 2 df 
Vegetative 
conversion 63 81 148 292 
ха = 4'04; p = ns; 2 df 
Mixed forms о 10 16 26 


X= T51; p < +05; 2 df 





symptoms (р < ·05), unlike the mixed forms 
which show a statistically significant increase 
(p < .о5). The relative frequencies of patients 
with physical conversion symptoms (other than 
fits) and vegetative conversion symptoms show 





Fic. 1.—- Évolution of hysterical symptomatology (n— 602). 
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Taste IV 
Male-Female participation in hysterical symptomatology 











Period А Period B Period C Total 
n % n % n % n % 
18 14 49 26 74 27 141 24 

112 86 140 74 209 73 461 76 

x? == 8:45; p < 0:02; 2 df 
Age of patients 
Period А Period B Period C 
Mean age 34°3 33°7 33:6 
Standard 
deviation 11*5 11:6 19:7 


no statistically significant difference. There is an 
increase in the relative frequency of patients 
with vegetative conversion symptoms during 
period C, which, however, does not reach a 
level of statistical significance. 

Table IV shows that out of 602 patients 
diagnosed as hysterical, r41 (24 per cent) were 
men and 461 (76 per cent) were women. It also 
shows the proportions of the two sexes in the 
total number of patients diagnosed as suffering 
from hysteria during the three periods. 'There is 
a statistically significant increase in the propor- 
tion of men (p « -025). Table IV shows also 
the mean ages of the patients during the three 
periods. There was no significant difference 
between the mean age of patients during period 
A (34-2), period В (33-7) and period C (33-6). 
The mean age of patients during all three 
periods was 33:9 years. 


Discussion 


Various questions associated with the con- 
ceptual framework of hysteria inevitably arise. 
One of these questions bears upon the validity 
of designating as conversion symptoms such 
autonomic manifestations as those described in 
some of our patients. It is our view that Alexan- 
der’s original criteria (1943) are too restrictive 
and that autonomic conversion symptoms should 
not be excluded from the hysterical spectrum. 
As Gleghorn (1969) has pointed out, the work 
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of Miller and his associates with regard to 
learning suggests that the distinction between 
the somato-sensory and autonomic nervous 
system is artificial. 


1. One of our observations which requires 
some elaboration is the marked decrease in the 
incidence of hysterical manifestations. This is in 
keeping with the impressions or observations of 
most clinicians, and can be summarized in the 
statement ‘Hysteria is on the wane’. However, 
whether it is hysteria that is on the wane or 
the willingness of clinicians to diagnose their 
patients with a humiliating label is less clear. 
Also, to what extent the change in the theoretical 
concepts of diagnosticians has contributed to 
the decrease in the incidence of hysteria cannot 
be answered by the present investigation. Our 
impression is that the contribution of this factor 
is minimal and that in fact the decline in the 
incidence of hysteria is genuine. 

Although some investigators have found the 
prevalence of hysteria independent of socio- 
economic status (Woodruff, 1971), the gradual 
decline in the incidence of this condition has 
been attributed mainly to the increased sophis- 
tication of the general public in the Western 
culture (Alarcon, 1973). To what extent does 
this apply to our Greek patients? 

Major social, economic and cultural changes 
have taken place in Greece during the last 25 
years or so. The gross national income has 
increased from under 50,000 million drachmas 
in 1948 to over 200,000 million drachmas in 
1971 (standard 1958 prices), the country is 
gradually becoming more industrialized (in 
1948 only 15:7 per cent of the gross national 
income was derived from industry, but in 1971 
this increased to 34-3 per cent), and the propor- 
tion of the population living in towns is in- 
creasing (32:8 per cent in 1940, 37:7 per cent 
in 1951, 43:3 per cent in 1961 and 59:2 per 
cent in 1971), with all the social and cultural 
consequences of this urbanization. 

A study by Guze et al (1972) suggests that 
hysteria is negatively associated with a high 
level of educational achievement. Education in 
Greece has improved considerably. Fewer 
people are now illiterate (7:5 per cent of men 
and 27-25 per cent of women in 1961, 6-3 per 
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cent of men and 21:6 per cent of women in 
1971) and the percentage of Greeks who 
graduate from high schools and universities is 
increasing. 


2. The second point for comment on is the 
decrease in the incidence of the dramatic 
manifestations with which hysteria is historically 
associated, particularly the hysterical fits. This 
phenomenon has been noted by most clinicians. 

How can this decline be explained? If we 
accept that a patient's particular conversion 
symptoms depend, among other factors, on his 
conception of illness and on his medical sophis- 
tication (Ziegler, 1963), then we may postulate 
that, because of the increasing educational level 
and the general socio-economic improvement, 
patients are now in a position to express their 
feelings (when more direct expressions are 
discouraged) by more sophisticated but stili 
equally pathological conversion symptoms, By 
‘simulating’ (at different levels of consciousness) 
cemplex nosological entities, Greek patients 
can now produce as serious diagnostic problems 
for their psychiatrists as sophisticated hysterics 
do for doctors in countries with advanced 
socio-economic development. 

Part of the gap produced by the declire in the 
incidence of major hysterical manifestations is 
filled by minor forms of hysteria, such as the 
autonomic conversion variation. The increase 
in the incidence of these latter manifestations 
does not reach statistical significance in our 
material, but it must be taken into consideration 
that (a) patients with minor conversion symp- 
toms tend to seek consultations cther than 
psychiatric and therefore are not likely to 
attend psychiatric out-patients, and that (b) 
such minor conversion symptoms are not as a 
rule in the foreground of the clinical picture, 
which is usually dominated by symptoms 
characteristic of other psychiatric entities, 
depression being the most frequent (Ziegler, 
1960). 

Sexual permissiveness, one of the charac- 
teristic contemporary cultural developments, is 
also a factor which may partly account for the 
decrease in the incidence of the major forms of 
hysteria. It is worth noting that the association 
of these forms with sexual inhibition, usually 
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attributed to the work of Sigmund Freud, is by 
no means a Freudian discovery. Ancient 
Egyptians and Greeks, as well as many gynaeco- 
logists of the nineteenth century (Bedford, 1872; 
Campbell, 1883; Eastman, 1845, quoted by 
Hollender, 1972) stressed this association. 


3. The third point that needs some elaboration 
is the male-female participation in hysteria. 

Our observations are in keeping with the 
findings of a great number of clinicians, who 
feel that Hippocrates was basically right and 
that hysteria is a woman’s disease (or a woman’s 
type of behaviour). However, men do contribute 
to hysteria, though their contribution is not 
only limited but also somewhat eclectic. The 
majority of them seem to prefer the more subtle 
forms of hysteria rather than the dramatic ones, 
which remain the privilege of women. 

How can the preponderance of female hys- 
terics be explained? Psychoanalytical theorists 
have attributed it to differences in libidinal 
development between the two sexes (Zetzel, 
1968), while others (Lerner, 1974) have focused 
on socio-cultural factors. We feel that the latter 
view is more likely. 

Our findings indicate that male participation 
in hysteria is increasing. Is there any explana- 
tion for this phenomenon? We have to refer 
again to socio-economic data. The social 
phenomena of ‘liberation’ and emancipation or, 
as pessimists would call it, ‘defeminization’ of 
women has produced a considerable change to 
a country with culture based on traditional 
values, like Greece. Greek women are now 
more ‘liberated’. They have gained some degree 
of freedom from their stereotypic sex-linked or 
sex-determined behaviour, they take more 
initiative, and receive better education—many 
of them can choose practically any occupation 
they want (Safilios, 1972)—they can vote (since 
1952), become members of the Cabinet (1956), 
join the diplomatic corps (1970), become 
members of the professions (according to the 
1961 census, 49:4 per cent of dentists, 33 per 
cent of lawyers, 24:2 рег cent of GPs and 14:1 
per cent of architects were women), and as a 
result they can certainly ventilate their feelings 
better or channel them into some constructive 
activity, or even shift to psychopathic behaviour 
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avoiding in this way emotional discharge 
through hysterical mechanisms. 

On the other hand, all these developments 
have undoubtedly modified the dynamics of 
the relationship of the two sexes. Men are 
gradually losing their patriarchal status, face 
serious competition from women, have become 
less secure and, since they are no longer allowed 
to express their feelings adequately (at least to 
the degree they used to), the unorthodox dis- 
charge of their bottled-up emotions results in 
hysterical manifestations. 

Therefore the ‘defeminization’ of women is 
inevitably accompanied by a degree of 'de- 
masculinization’ of men (or perhaps vice versa). 
These phenomena have probably contributed 
up to a certain degree to the change of the 
male/female participation in hysteria. 

Three main conclusions can be drawn from 
our study: 

і. Hysteria is still with us, though its incidence 
has decreased. 

2. In its classical forms ‘this strange disease’ is 
declining. It is very likely that minor forms of 
conversion (mainly the autonomic variety) 
compensate for the decline of the major forms 
of hysteria. 

3. Although hysteria is still a woman’s disease, 
male participation is increasing. 

In somewhat outdated terminology, the above 
conclusions could be summarized as follows: 
The ‘wandering womb’ has not stopped wan- 
dering but has grown somewhat tired of it. As 
a consequence, both in quality and in quantity, 
hysteria has become, so to speak, less hysterical. 
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A Genetic Model of Narcolepsy 


By JAMES Е. LECKMAN and ELLIOT 5. GERSHON 


Summary. An analysis of recently published family history data on rapid eye 
movement (REM) narcolepsy was undertaken to determine the goodness-of-fit 
of a multifactorial (MF) model of inheritance. The analysis revealed that a two- 
threshold MF model can successfully account for the prevalence of REM 
narcolepsy and other disorders of excessive sleep (DES) observed in the first- 
degree relatives of the REM narcoleptic probands studied. 


INTRODUCTION 


The search for a more precise clinical and 
electroencephalographic (EEG) definition of 
narcolepsy has lead to the characterization of 
several sub-types of narcolepsy (Yoss and Daly, 
1960; Rechtschaffen et al., 1963; Sours, 1963; 
Roth et al., 1969). Rapid eye movement (REM) 
narcolepsy was first distinguished from other 
disorders of excessive sleep (DES) by Recht- 
schaffen et al. (1963). REM narcolepsy is 
characterized by a history of sleep attacks and 
cataplexy with or without the accessory symp- 
toms of hypnogogic hallucinations, sleep para- 
lysis, and disrupted nocturnal sleep, and by 
EEG recordings demonstrating sleep onset 
REM periods. 

Although the familial occurrence of narco- 
lepsy has been well documented in the past 
(Krabbe and Magnussen, 1942; Daly and Yoss, 
1959, 1960; and Imiah, 1961), only more recent 
studies (Bruhova and Roth, 1972; and Kessler 
et al., 1974) have distinguished REM narcolepsy 
from other DES in family members. Interest in 
the genetic interrelation of these disorders has 
been stimulated by tbe report of Kessler et al. 
(1974), that 73:1 per cent of the affected first 
degree relatives of 50 REM narcoleptic pro- 
bands had DES, and by the earlier report of 
Bruhova and Roth (1972) that the more severe 
forms of narcolepsy with cataplexy usually occur 
in families with a positive history for some form 
of DES. 

The present study was undertaken to deter- 
mine if REM narcolepsy shares a common 


genetic diatbesis with DES, using recently 
developed models of multifactorial inheritance. 


METHODS 

The family study of 50 REM narcoleptic 
probands reported by Kessler and his co- 
workers (1974) is the source of data used in the 
present analysis. Three other studies were 
reviewed but were found not to include sufficient 
data to permit analysis (Krabbe and Mag- 
nussen, 1942; Daly and Yoss, 1959; Bruhova 
and Roth, 1972). The number of relatives at 
risk was determined according to the method 
of Strémgren (1935), using the data of Kessler 
(1974) and of Sours (1963) for the age of onset. 
A model of multifactorial (MF) inheritance was 
applied, based on the work of Falconer (1965) 
and Reich et al. (1972, 1975). It assumes that a 
normally distributed liability to sleep disorders 
exists in a population, and that three discrete 
regions of liability can be defined which corre- 
spond to observable population phenotypes 
(Fig. 1). Specifically, two thresholds separate a 
given population into three regions in order of 
decreasing liability; those with REM narco- 
lepsy, those with DES, and those who are 
phenotypically normal. Application of this 
model is a test of the hypqthesis that REM 
narcolepsy and other DES have a common 
genetic diathesis, REM narcolepsy being the 
more severe and less prevalent manifestation 
of the same genetic predisposition that underlies 
DES. 

The four parameters used in this MF model 
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General Population 
Threshold for DES 


Threshold for REM 
Narcolepsy 


Relatives of DES Probands 


Relatives of REM 
Narcoleptic Probands 


Fic. 1.—Hypothetical distributions of liability in the 
general population (above) and in the relatives of REM 
narcoleptic and DES probands (below). The area to the 
right of the first threshold (Tz) represents individuals with 
REM narcolepsy, while the area to the right of the second 
threshold (T) represents individuals with DES. 


are two population prevalences (all DES and 
REM narcolepsy) and two correlations (sib-sib 
and parents-offspring). For the model to be 
compatible with the available data, these best- 
fit parameters must yield expected prevalences 
in first degree relatives that are not significantly 
different from the observed prevalences. The 
predicted prevalences among relatives are 
computed using these parameters (Reich et al., 
1972). The best-fit solution is sought by an 
iterative adjustment of the parameters until a 
minimum chi-square value is found. The chi- 
square value is computed from the comparison 
of expected vs. observed number of individuals 
ill in each relative and diagnostic class. 
Although 14 independent comparisons are 
possible, the available data allow only five such 
comparisons (Table II). Using four parameters 
and five comparisons, the computed chi-square 
has one degree of freedom. We were unable 
to apply a threshold model of a single major 
locus inheritance to the data because the 
number of independent observations in the 
study did not exceed the number of parameters 
required by such a model (Reich et al., 1972). 
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RESULTS 

A two-threshold MF model can successfully 

account for the prevalence of REM narcolepsy 

and DES observed in the first degree relatives 

of the REM narcoleptic probands studied. 

The best-fit parameters are supplied in Table I. 


TABLE І 


Best-fit parameters of two-threshold model for 
multifactorial inheritance 





Parameter value 
-ES.E. 





Population prevalence: 


REM narcolepsy 0:0015 +0006 


REM narcolepsy +DES 0:0094 + +0025 
Relative correlations: 

Sib-Sib 0'37+:-06 

Parent-ofispring 0:41 +05 
Goodness-of-fit (chi-square, 1 df) o-86* 





* 0:4 > p > 0:3: Prevalences predicted by these 
parameters are acceptably close to observed pre- 
valences. 


Although the predicted value for the population 
prevalence of REM narcolepsy, :0015 + :0006 
exceeds some estimates in the literature (Bru- 
hova and Roth, 1972), it is compatible with the 
value reported by Guilleminault (1974) for the 
population from which this proband sample was 
taken. 

An estimate of the heritability (ratio of 
additive genetic variance to total phenotypic 
variance) of this disorder, 0-82, was made by 
doubling the parent-offspring correlation. The 
best-fit sib-sib correlation (0:37 - :06) does not 
differ from the parent-offspring correlation 
(o-41-+-05), suggesting that there is по 
dominance variance. This concurs with Kessler's 
original speculation (Kessler, 1974). Table II 
provides a comparison of the observed and 
predicted values. It also lists the predicted 
prevalence of (DES and normal controls), 
although observed prevalences in these relatives 
have not been reported. 


Discussion 
The successful fit of a two-threshold model of 
MF inheritance to the family and population 
data on REM narcolepsy and DES offers 
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A GENETIC MODEL OF NARCOLEPSY 








Tase II 
Best-fit solution 
General Siblings Parent-offspring 
population Morbid risk (95) Morbid risk (95) 
3 Morbid risk 

Disorder (95) Proband Narc DES Narc DES 
Obs. Pred. Obs. Pred. Obs. Pred. Obs. Pred. Obs. Pred 
` REM narcolepsy 0:04* o'15 REM narcoleptic 3:9 2:9 6:5 81 3:0 3:8 10:1 9:7 
DES — 0:79 DES — 1h — 52 — r8 — 61 
Controls — 09:07 — озо — ооб — 0°44 








Obs. = Observed in study of Kessler. 
Pred. — Predicted by model of MF inheritance. 
* Estimate based on all sources of data. 


support for the hypothesis that they share a 
common genetic diathesis, such that DES is the 
more prevalent and less severe manifestation of 
the same genetic predisposition that underlies 
REM narcolepsy. While application of this 
model provides a test of this hypothesis it cannot 
unequivocally establish the mode of inheritance 
involved in its transmission within families. 

, Historically, an autosomal dominant mode of 
inheritance was advanced first by Krabbe and 
Magnussen (1942) and later by Daly and Yoss 
(1959) to account for the infrequent familial 
concentrations observed in some narcoleptic 
pedigrees. Voss (1970) later determined that a 
MF mode of inheritance is more likely, based on 
'the spectrum of pupillographic responses, ob- 
` served in the first-degree relatives of three REM 
narcoleptic probands. Bruhova and Roth (1972) 
suggest that two distinct genetic systems are 
responsible for transmission of REM narcolepsy 
and DES despite an overlap between these 
disorders observed in their family history data. 
They suggest that REM narcolepsy is trans- 
mitted in a MF fashion, while hypersomnia and 
‘isolated’ narcolepsy (manifest by sleep attacks 
only) are transmitted by an autosomal dominant 
type of inheritance. 

More recently Kessler (1974), having found 
little evidence to support a simple Mendelian 
form of inheritance for either REM narcolepsy 
or DES in his family history study, concluded 
that the data are too sparse to adequately judge 
the mode of transmission of these disorders. The 
present analysis demonstrates that Kessler's data 


are compatible with a MF inheritance mode 
without dominance, but leaves open the possi- 
bility that other models may also be compatible 
with the same data. The pupillographic mea- 
sures of Yoss are of particular interest in. this 
regard, as they may allow application of genetic 
models such as the one devised by Morton and 
McLean (1974) in which information concern- 
ing a quantitative variable is combined with 
information concerning the clinical state of 
individual family members. 

Although the results of the present study 
support;the hypothesis that REM narcolepsy 
and DES have a common underlying genetic 
diathesis, further work needs to be done to 
establish the mode of transmission involved. 
Comprehensive family history studies, including 
REM. narcoleptics, DES and normal control 
probands would be particularly useful, as they 
would permit application of other genetic models 
as well as testing the predictions of the present 
analysis. 
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The SCL-9o and the MMPI: A Step in the Validation 
| of a New Self-Report Scale* 


By LEONARD К. DEROGATIS, KARL RICKELS[ and 
ANTHONY F. ROCK 


Summary. The present investigation was intended principally as a concurrent 
validation study for a new self-report symptom inventory : the SCL-9o. A sample 
of 209 ‘symptomatic volunteers’ served as subjects and were administered both 
the SCL-9o and the MMPI prior to participation in clinical therapeutic drug 
trials. The MMPI was scored for the Wiggins content scales and the Tryon 
cluster scales in addition to the standard clinical scales. Comparisons of the nine 
primary symptom dimensions of the SCL-90 with the set of MMPI scales 
reflected very high convergent validity for the SCL-go. Peak correlations were 
observed with like constructs ой eight of the nine scales, with secondary patterns 
of correlations showing high interpretative consistency. 


A major step in the validation of a new 
psychological measuring instrument is a demon- 
stration of concurrent validity. More specifically, 
Campbell and Fiske (4) have stressed that 
convergent and discriminant validity are two 
important sub-classes in the overall composite of 
concurrent validation. The principal rationale 
behind this class of validation is to demonstrate 
that the new scale is in essential agreement with 

ар established criterion measure in the measure- 

. ment domain of interest. This represents the 

-convergent aspect of validation. The discrimi- 

nant aspect of validation tests the specificity of 

the operational definition; it examines the limits 

of the definition as to how narrowly or broadly 
drawn it is. 

The SCL-go is a new go-item self-report 
symptom inventory, multidimensional in nature, 
and oriented toward the measurement of 
psychopathology in psychiatric and medical 
out-patients. As part of an extensive validation 
program, the present study intended to 
compare dimension scores on the SCL-go with 
corresponding dimensions on the MMPI. Since 
the MMPI is the prototypic self-report symptom 
scale, it was considered important to demon- 
strate a degree of convergence between dimen- 
sions of the SCL-9o and those of the MMPI. 


While in many ways serving as the standard, 
the clinical scales of the MMPI have been the 
subject of considerable criticism over the years. 
Much of this commentary has been of little 
consequence and has been ignored, while other 
commentary has been judged legitimate (5). 
The recognition of certain shortcomings in the 
clinical scales has given rise to a number of 
imaginative alternative means of conceptua- 
lizing the MMPI. Wiggins (24, 25) has deve- 
loped a set of content scales for the instrument, 
which he perceives as providing supplementary 
information not found in the clinical scales. 
Tryon (22), using a cluster-oriented factor 
analytic procedure (23), has identified seven 
non-overlapping cluster scales on the MMPI 
which he suggests as an alternative conceptual 
structure. Both of these systems combine 
rational appeal with sound analytic procedures 


* The present study was conducted under support from 
USPHS Research Grants MH 24354 to the Johns Hopkins 
University, and MH 08957 and MH 08958 to the Univer- 
sity of Pennsylvania School of Medicine and the Philadel- 
phia General Hospital. The authors would like to extend 
their appreciation to Mrs. Bridget Gallant and Mrs. 
Carol McBeth for their technical assistance on the project. 

t Requests for reprints should be sent to Dr. Karl Rickels 
203 Piersol Bldg., University Hospital, 3400 Spruce St. 
GI, Philadelphia, Pa. 10104. 
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For many years now, Smith Kline & French 
Laboratories has not only played a pioneering 
role in the progress of modern psychotropic drug 
therapy, but has been a leading innovator of 
services to medicine ranging from closed-circuit 
postgraduate television to specialist abstract 
publications such as ‘Psychiatric Briefs’. 

It is with pleasure, therefore, that SK&F 
announces the introduction of the new series of 
psychiatric reference booklets illustrated above. 
These useful booklets are described overleaf, and 
may be obtained by completing and posting the 
printed coupon. 


The psychoses The effective management of the 
psychotic patient today may involve a diversity of 
therapeutic disciplines. In the great majority of cases, 
however, successful treatment of these disorders 
depends largely on the discriminating use of the wide 
range of powerful psychotropic agents now available 
to the psychiatrist, Over one hundred sedative, 
tranquillizer, and antidepressant preparations are 
currently in clinical use, and new and original 
compounds are continually being added to this 
formidable armamentarium. 


The first volume in this new series of SK&F reference 
booklets discusses the place in modern psychiatric 
practice of the various classes and types of major 
tranquillizing drugs employed in the treatment of the 
psychoses. 


Over the past half-century, Smith Kline & French 
Laboratories has made many significant contribu- 
tions in this field, and is probably best known for its 
outstanding antipsychotic phenothiazine, ‘Stelazine’. 
Still regarded as one of the most powerful and 
selective of the major tranquillizing drugs, ‘Stelazine’ 
has been extensively and internationally documented, 
not least for its exceptional effectiveness in the 
treatment of the apathetic, withdrawn schizophrenic. 


More recently, SK&F has entered the field of one of 
the most important advances in psychotropic 
therapy, the development of the long-acting depot 
injection antipsychotics. This year saw the introduc- 
tion by SK&F of the diphenylbutylpiperidine, 
*Redeptin' (fluspirilene), a new and distinctive drug 
of this class. A long-acting major tranquillizer of 
high potency but a low incidence of side effects, 
*Redeptin' possesses a 7-day duration of action of 
unusual reliability and predictability, thereby per- 
mitting closer control of treatment than has hitherto 
been possible with depot dosage. 


Depressive illness is the concern of the second volume 
in the new series. It has been suggested that it is 
possible to distinguish clinically between the patient 
likely to respond to one of the tricyclic antidepressant 
drugs and the patient in whom a monoamine oxidase 
inhibitor is indicated. The roles of these two important 
classes of drugs in the treatment of depression are 
discussed in this informative booklet. 


а 
The SK&F Guidet 





: o The SK&F monoamine oxidase inhibitor, ‘Parnate’, 
is a non-hydrazine compound with a powerful and 
rapid antidepressant action. Response may often be 
seen within three days of commencing treatment. The 
clinical advantages of such a prompt onset of effect 


y are obvious. À combination of 'Parnate' with the 
e e ll | | tranquillizer, ‘Stelazine’, familiar to psychiatrists as 
‘Parstelin’, is also available, designed to meet the 

| 


wider needs of treatment when depression is com- 
plicated by anxiety and agitation. 


| | al | | ate Anxiety states and other related symptoms of 


psychoneurotic disorder are responsible for a great 
deal of ill health today. Not a few of these patients 
eventually find themselves referred to the psychiatrist, 


о 
S their chronic anxiety having failed to respond 
adequately to the usual routine benzodiazepine 


regimen. 





i The emergence of this problem has led to a re- 
TheSK&FGuideto appraisal of the role of the phenothiazines in the 
Psychotropic Drugs treatment of chronic anxiety. A considerable weight 
: : - E of published evidence has confirmed the outstanding 
' value of ‘Stelazine’ in this field. ‘Stelazine’ has not 
only proved itself a highly efficient anxiolytic, but 
one troubled by few side effects — and little likelihood 
of extrapyramidal symptoms at the low dosage 
levels needed. Moreover, unlike the benzodiazepines, 
no problem of drug dependence has ever arisen with 
‘Stelazine’ in its many years of extensive clinical use. 


This important area of psychotropic treatment is the 
subject of the third of the new SK&F reference 
booklets, which contains a full and informative list of 
of anxiolytic agents currently available. 
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and contribute added dimensionality to the 
MMPI. 

Recently Wiggins and his colleagues (26) 
have conducted a validation study which com- 
pared the clinical scales, content scales, and 
Tryon cluster scales with each other and with 
other multidimensional personality scales. Re- 
sults of the study provided evidence of strong 
convergent validity, particularly between the 
content scales and corresponding Tryon cluster 
scales. 

Since the content scales contribute additional 
dimensionality to the clinical scales of the 
MMPI, we chose to include them in the present 
study. We also included the Tryon cluster scales, 
since they have been rigorously derived, and 
approach the measurement of psychopathology 
in a unique manner. These scales were viewed 
as a means of extending the measurement 
domain of the criterion instrument. 


METHOD 
Subjects 

The subjects for the present study were 209 
‘symptomatic volunteers’ who volunteered to parti- 
cipate in clinical psychotherapeutic drug trials. 
Ultimately, most of the Ss actually entered a drug 
trial. The trials were conducted by one of the 
authors (K.R.) at the Hospital of the University of 
Pennsylvania and the Philadelphia General Hospital, 
and consisted of clinical evaluations of anti-anxiety 
and antidepressant agents. The demographic charac- 
teristics of the sample are given in Table I. 

The concept of the ‘symptomatic volunteer’ was 
developed by Goldstein (2) in response to certain 
methodological issues in clinical drug trials. Rickels 
had previously reviewed many of the non-specific 
factors in drug research (18) and described the 
probable inadequacies of clinic populations in anti- 
anxiety and antidepressant drug studies (19). In 


response to these problems, he innovated the use of 
the general practitioner and his patient population 
in research on pharmacotherapy (13). The difficulty 
remained, however, that most practitioners are 
limited to a degree in terms of time for evaluation 
and of ability to rigorously control follow-up visits, 
both essential to accurate clinical assessment. 

In response to these limitations, Goldstein (2) 
developed the idea of utilizing research subjects who 
share the background and cultural characteristics of 
private-practice patients, but are not limited in terms 
of their ability to be assessed by the methods of 
controlled clinical research. They represent a sample 
of individuals who are usually seen by private doctors 
and who at the time of presentation are experiencing 
the primary affective symptoms of depression and 
anxiety. They are ‘volunteers’ in the sense that they. 
volunteer for a clinical drug trial with medication 
which may provide relief for their symptoms. 


The SCL-go 


The SCL-go is a multidimensional symptom self- 
report inventory comprised of go items, each rated 
on a five-point scale of distress (о to 4) from 'not-at- 
all’ to ‘extremely’. The instrument is scored on nine 
primary symptom dimensions plus three global 
indices of pathology. The primary symptom 
constructs are .Somatization (SOM), Obsessive- 
Compulsive (O-C), Interpersonal Sensitivity (INT), 
Depression (DEP), Anxiety (ANX), Hostility (HOS), 
Phobic Anxiety (PHOB), Paranoid Ideation (PAR), 
and Psychoticism (PSY). The global indices of 
pathology are the Global Severity Index (GSI), the 
Positive Symptom Distress Index (PSDI), and the 
Positive Symptom Total (PST). The GSI combines 
information on numbers of symptoms and intensity 
of distress; the PSDI is a pure intensity measure; the 
PST communicates data on number of symptoms 
only. 

A preliminary report has been made available on 
the SCL-go (7), and a number of studies have already 
been reported demonstrating its sensitivity (1, 3). 


TABLE I 
Demographic characteristics of 209 symptomatic volunteers 








Age Sex Race Social class* 
x Male % Black 96 N 96 
39°52 100 20 10 I її 5 
с Female White II 26 I2 
12°34 109 52 189 go ПІ 80 38 
IV 76 37 
V 16 








* Social class estimated by the Hollingshead Two-factor Index of Social Position. 
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Although a ‘new’ scale, the SCL-go may be accu- 
rately described as having evolved from the Hopkins 
Symptom Checklist (HSCL). The HSCL is a self- 
report instrument which has been used in various 
forms for over a decade, with data available on 
thousands of patients (10, 11). The SCL-go incor- 
porates the five symptom dimensions of the HSCL 
(i.e. SOM, 'O-C, INT, DEP and ANX) and adds 
four new dimensions (HOS, PHOB, PAR and PSY). 
It also involves shifting to a five-point scale from the 
four distress categories of the HSCL, plus changes in 
item-content and administrative procedure. 

Preliminary norms for the SCL-go are available 
based on a sample of over 1,000 heterogeneous 
psychiatric out-patients, and norms are also being 
compiled on a broad spectrum of clinical groups. 
SCL-go prototypic symptom profiles are now avail- 
able for a broad range of sexual disorders, alcoholics, 
psychiatric in-patients, drug abusers, and disturbed 
adolescents. Norms are also being developed for 
several prominent categories of medical patients, 
particularly those with cancer and cardiac disorders. 
Internal consistency reliability estimates are available 
on the SCL-go and appear in Table II along with 
brief descriptive definitions of each of the nine primary 
symptom dimensions, 


The MMPI Content Scales 

As described by Wiggins (24, 25), the content scales 
provide an opportunity for clarification and exten- 
sion of the communication about symptoms between 
the patient and the clinician. Developed by a com- 


the 13 content scales represent a systematic reduction 
of the original 26 overlapping content categories to 
the major substantive dimensions underlying the 
MMPI. Criteria of internal consistency, as well as 
those of independence and substantive representation, 
were all utilized in arriving at the final scales. 
Recently (26), interpretative norms and impressive 
convergent validity have been demonstrated for the 
content dimensions. The 13 scales are designated 
Social Maladjustment (SOC), Depression. (DEP), 
Feminine Interests (FEM), Poor Morale (MOR), 
Religious Fundamentalism (REL), Authority Con- 
flict (AUT), Psychoticism (PSY), Organic Symp- 
toms (ORG), Family Problems (FAM), Manifest 
Hostility (HOS), Phobias (PHO), Hypomania 
(HYP), and Poor Health (HEA). Because develop- 
mental procedures for the content scales differ so 
markedly from the highly empirical criterion-keying 


approach used with the clinical scales, the content ' 


scales communicate unique information. For the 
same reason they also serve as a highly relevant 
model for comparison whenever the need arises to 
contrast scale construction strategies (16). 


The Tryon Cluster scales 

Using the BC TRY computer system (23), Tryon 
identified seven oblique clusters of items on the 
MMPI which had high internal consistency 1eliabili- 
ties, and were seen to represent major underlying 
categories of pathology (22). These seven clusters 
were developed without regard to the substantive 
content of the items, with three ‘pivotal’ clusters 


bination of rational and analytic-empirical methods, generating four additional ‘dependent’ clusters. 
Tasrx II 
Descriptions of the nine primary symptom dimensions of the SCL-90 with contributing items and internal consistency 
reliabilities 








Coefficient Contributing 


Dimension description 





Symptom dimension (№ = 565) items 
I. Somatization -86 I, 4, 12, 27, 
40, 42, 48, 49, 
52, 53, 56, 58 
П. Obsessive- -86 3, 9, 10, 28, 
compulsive 38, 45, 45, 51, 
55» 95 








The somatization dimension reflects distress arising 
from perceptions of bodily dysfunction. Complaints 
focused on cardiovascular, gastrointestinal, respira- 
tory, and other systems with marked autonomic 
medication are included. Headaches, pain and dis- 
comfort localized in the gross musculature and other 
somatic equivalents of anxiety are also represented. 


The obsessive-compulsive dimension reflects symp- 
toms that are closely identified with the clinical 
syndrome of this name. This dimension focuses on 
thoughts, impulses, and actions that are experienced 
ая unremitting and irresistible by the individual, but 
are of an ego-alien or unwanted nature. Behaviours 
indicative of a more general cognitive difficulty also 
load on this measure. 





A 


“fy 


£ 


BY LEONARD R. DEROGATIS, KARL RICKELS AND ANTHONY F. ROCK 


Symptom dimension 


IIl. Interpersonal 
sensitivity 


IV. Depression 


V. Anxiety 


VI. Hostility 


. Phobic anxiety 


VIII. Paranoid ideation 


IX. Psychoticism 
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Coefficient Contributing 


(N= 565) 


*86 


*go 


*85 


77 





items 


6, 21, 34, 36, 
37, 41, 61, 
69, 73 


5» 14, 15, 20, 

22, 26, 29, 30, 

31, 832, 54 71, 
79 


2, 17, 23, 33, 
39, 57, 72, 78, 
80, 86 


тт, 24, 63, 67, 
74, 81 


13, 25, 47, 50, 
70, 75, 82 


8, 18, 43, 68, 
76, 83 


7; 16, 35, 62, 
77; 84, 85, 87, 
88, 90 





Dimension description 


The interpersonal sensitivity dimension focuses on 
feelings of personal inadequacy and inferiority, parti- 
cularly in comparison to other persons. Self-depreca- 
tion, feelings of uneasiness, and marked discomfort 
during interpersonal interactions are characteristic 
manifestations, as are acute self-consciousness and 
negative-expectancies regarding interpersonal com- 
munications. 

Scales comprising the depression dimension reflect a 
broad range of the concomitants of a clinical de- 
pressive syndrome. Symptoms of a dysphoric mood 
and affect are represented as are signs of withdrawal 
of life interest, lack of motivation, and loss of vital 
energy. Feelings of hopelessness, thoughts of suicide 
and other cognitive and somatic correlates are also 
included. 


The anxiety dimension is comprised of a set of 
symptoms and behaviours associated clinically with 
high manifest anxiety. General indicators such as 
restlessness, nervousness, and tension are represented, 
as are cognitive signs of anxiety. Symptoms reflecting 
free-floating anxiety and panic attacks are also 
included. 


The hostility dimension reflects thoughts, feelings, or 
actions that are characteristics of the negative affect 
state of anger. The item selection is representative of 
all three modes of manifestation, and reflects qualities 
such as aggression, irritability, rage and resentment. 


Phobic anxiety is defined as a persistent fear response 
to a specific person, place, object, or situation which 
is characterized as being irrational and dispropor- 
tionate to the stimulus, and which leads to avoidance 
or escape behaviour. The items of the present dimen- 
sion focus on the more pathognomic and disruptive 
manifestations of phobic behaviour. 


The present dimension represents paranoid behaviour 
fundamentally as a disordered mode of thinking. The 
cardinal characteristics of projective thought, hos- 
tility, suspiciousness, grandiosity, centrality, fear of 
loss of autonomy, and delusions are viewed as primary 
reflections of this disorder, and item selection was 
oriented toward representing this conceptualization. 


The psychoticism scale was developed in a fashion to 
represent the construct as a continuous dimension of 
human experience. Items indicative of a withdrawn, 
isolated, schizoid life style were included, as were 
first-rank symptoms of schizophrenia, such as hallu- 
cinations and thought broadcasting. The psycho- 
ticism scale provides a graduated continuum from 
mild interpersonal alienation to dramatic evidence of 
psychosis. 
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Tryon labelled the clusters Introversion (I), Body 
Symptoms (B), Suspicion and Mistrust (S), De- 
pression (D), Resentment and Aggression (R), 
Autism (A) and Tension-Fear (Т). The cluster scales 
represent yet another rationale of scale construction 
which portrays the major reference dimensions in the 
area of psychopathology in a rather unique manner. 


PRoaEDURE 

‘Symptomatic volunteers were recruited by 
advertising in a local newspaper in a way similar 
to the procedure developed by Brauzer and Gold- 
stein (2). Criteria for admission were of two kinds: 
first, the individual had to show sufficient ‘target 
symptomatology’ to qualify for participation in a 
drug trial (primarily neurotic affective symptoms); 
second, he had to be free of any signs of exclusion 
disorders (e.g. schizophrenia, drug or alcohol abuse, 
sociopathy, etc.). If the applicant qualified in terms 
of both inclusion and exclusion criteria he became 
а ‘symptomatic volunteer’. 

Once accepted, the applicant was scheduled for 
an intake appointment and was requested to dis- 
continue all psychotropic medication at least four 
days prior to his appointment. Details of the patient 
protocol were outlined to each S, informed consent 
was obtained, and a battery of outcome measures 
was completed, which included the SCL-9o and the 
MMPI. The two instruments were alternated as to 
which was completed first. No systematic differences 
were observed resulting from order of presentation. 

Although various criterion measures were re- 
administered throughout the drug trials, the com- 
parison of the SCL-go and the MMPI at initial visit 
is the focus of the present report. Both instruments 
were checked subsequent to completion to insure that 
no omissions were present, and were then processed 
for scoring. The MMPI clinical scales were scored by 
the Roche Psychiatric Service Institute scoring 
program, while the content and cluster scores were 
calculated by technicians, The SCL-go was scored 
by the SCORE-go0 computer program, which pro- 
vides factor and global scores for the instrument as 
well as developing norms. Once scoring was com- 
pleted the raw score representations of each symptom 
construct were correlated. The means and S.D.s for 
each measure are given in Table ITI. 


RESULTS 
The results of the comparisons are presented 
in summary form in Table IV. Each of the nine 
SCL-go symptom dimensions is presented as a 
heading, with the MMPI symptom constructs 
that correlate most highly with it listed below. 
The list is arranged in descending order, the 


Taste ITI 


Means and standard deviations of 209 symptomatic 


Symptom dimension 


SCL-90 scales 


Somatization Е 
Obsessive-compulsive yx 
Interpersonal sensitivity . 


Phobic anxiety 
Paranoid ideation 
Psychoticism 

GSI 

PSDI 

PST 


MMPI Cluster scales 


Introversion 

Body symptoms .. 
Suspicion and mistrust 
Depression 

Resentment and aggresion 
Autism ys 
Anxiety 


MMPI Content scales 


Social maladjustment 
Depression s 
Feminine interesta 
Poor morale 
Religious fundamentalism 
Authority conflict 
Psychoticism А 
Organic symptoms 
Family problems .. 
Manifest Кш 
Phobias Р 
Hypomania 

Poor health 


MMPI Clinical scales 


Lie... 


KI 


эч мч M oro 
e 
ч 


volunteers on the SGL-90 and MMPI symptom dimensions 


оо Оз ob d 0) OO ob 
оол ою ю OHO 
соф о) О) ноо 


№. 
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highest correlation in each case being at the top 
of the list. A cut-off of -40 was used in pre- 
paring the table, so that correlations below that 
value were omitted. All coefficients in the table 
are statistically significant at the -or level. 

It is worth noting that the peak correlations 
with the SCL-go scales are roughly evenly split 
between cluster and content scales, with clinical 
scales following third. Peak correlations on 
Somatization, Anxiety, Hostility, and Paranoid 
Ideation were observed to be with like- 
constructs from the cluster scales. Highest 
correlations on Interpersonal Sensitivity, De- 
pression and Phobic Anxiety were with com- 
parable: content scales. The clinical scales 
correlated highest on Obsessive-Compulsive 
and Psychoticism, the latter being more 
distinctive. 

In all probability, this pattern of peak 
convergence reflects the ‘mixed’ developmental 
strategy underlying the SCL-go, which stresses 
a combination of clinical-rational concep- 
tualizations with empirical-analytic models. 


ТАВІВ IV 
Correlations between SCL-90 symptom dimensions and MMPI clinical, Wiggins, and Tryon scores 

I. Somatization IV. Depression VII. Phobic anxiety 
Body symptoms .. (T) -66 Depression (W) +75 Phobias m .. (W) +50 
Organic symptoms .. (W) 62 Depression (T) 68 Paky (T) +44 
Poor health .. .. (W) -58 Poor morale. (W) бо A "43 
Hs .. zs "57 Sc '85 Poe morale . (W) +42 
Hy +48 Resent. and ager. (Т) "53 Depression .. -» (W) +40 

Autism А (T) -48 

Anxiety (Т) +48 

Pe . . 
II. Mure VIII. Paranoid ideation 
Sc i 57 У. Anxiety Susp. and mistrust .. (Т) :56 
Organic symptoms .. (М) +55 Anxiety (T) :57  Resent. and ager. (T) +50 
Pt sa 54 SC . '51 Manifest hostility .. (W) :5о 
Depression T .. (М) +51 Depression (W) +50 Family ee .. (W) +49 
Autism e (ПТ) Pt .. * ‘47 Autism . (T) -48 
Resent. and aggr. uS T) '49 Poor morale . (W):46 Pa .. К is 42 
Depression “ tr) ‘41 Autism vs Hm 44 

Resent. and aggr. .. "43 

Organic ae ik *43 
ПІ. Interpersonal ж Phobia р Ма Ww +41 IX. Psychoticism 
Poor morale .. ү) "64 BC. - 64, 
Depression .. i "653 VI. Hostility Autism ba (T) +55 
Depression .. (Т) +57 Кезеп and ager. (T) -68  Psychoticism (W) +59 
Sc  .. Ys vs -53 Manifest hostil. (W) +57 Poor morale.. (W) +51 
Introversion .. 3 (Т) +52 Depression (W):52 Pd .. 2s *51 
Si ; ‘4g Anxiety en S (T) 44 Pa o. sa ot +48 
Anxiety (T) -49 Susp. and mistrust .. (T) -41 Pt .. «i za 48 
Social maladj (W) :48 


Our strategy in the development of the SCL-9o 
has been to select psychiatric constructs based 
on clinical experience which represent major 
predictive dimensions of psychopathology; to 
develop a clear theoretical conceptualization of 
these constructs; and to proceed to opera- 
tionalize the conceptualizations in the form of 
measurement scales. Neither the empirical nor 
the rational aspects of our approach have been 
allowed to dominate; rather, they have func- 
tioned in a reciprocal, complementary fashion. 

The pattern of relationships and degree of 
convergence between the SCL-go and MMPI 
scales may be clearly appreciated from the 
coefficients in Table IV. Space is not available 
to provide a detailed interpretative discussion of 
the observed relationships, but a brief review 
of the convergence pattern for each dimension 
is provided, 


Somatt zation 
This dimension is conceived as a measure of 
subjective distress arising from the perception 
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of bodily dysfunctions. Many of the symptoms 
included are judged as somatic ‘equivalents’ of 
anxiety, and others arise from organ systems 
with strong autonomic mediation. The Soma- 
tization dimension has proved to have very 
high factorial invariance (8, 9), and shows 
excellent convergence on comparable MMPI 
dimensions. Highest correlation is with the 
cluster scale termed Body Symptoms, followed 
by the two content scales of Organic Symptoms 
and Poor Health. The Hs and Hy measures from 
the standard clinical scales also show substantial 
correlations, and this contributes interpretive 
consistency, since both contain strong somatic 
components. 


Obsessive-Compulsive 

The Obsessive-Compulsive dimension is a 
measure consistent with the analogous clinical 
syndrome. It is the only dimension on the SCL- 
go for which there is not a directly comparable 
MMPI scale. Of the scales that correlate with 
O-C the clinical Pt scale 1s the most consistent 
with its definition. The Pt scale is typically 
described as reflecting psychiatric. symptoms 
categorized as compulsive, phobic, or obsessive 


in a broad range of individuals. The Sc scale . 


probably correlates with O-C by virtue of the 
fact that both focus on disturbed thought pro- 
cesses, and Sc tends to correlate with elevations 
in a number of psychopathologic dimensions. 
The Organic Symptoms scale as defined by 
Wiggins (25) contains items on difficulty with 
concentration, memory, speaking and со- 
ordination. Directly overlapping items are 
present on the O-C scale which accounts for 
the high agreement between the two. 


Interpersonal Sensitivity 

This dimension is oriented towards hyper- 
sensitivity to perceived self deficiencies and 
strong feelings of inferiority compared to others. 
It focuses on a generalized self-deprecating 
posture that may affect an individual’s physical, 
social, intellectual or emotional self-perception. 
Correlations with MMPI constructs in Table IV 
are quite consistent with this definition. The 
peak correlation is with the content scale Poor 
Morale, followed very closely by both content 


and cluster scales of Depression. Tryon’s Intro- 
version and Anxiety scales also show correla- 
tions with INT, as do the clinical Si scale and 
the content Social Maladjustment scale. The 
definitions of these scales are to varying degrees 
all consonant with our definition of Inter- 
personal Sensitivity and provide impressive 


confirmation of the scale. 


Depression 

As reflected in our previous definition, the 
Depression dimension reflects a broad range of 
concomitants of a clinical depressive syndrome. 
Although affective dimensions tend to be less 
invariant than other dimensions of psycho- 
pathology (8, 9), our structure was developed 
with an eye toward generalizability as well as 
construct representation. In comparison with 
the MMPI scales, the Depression dimension 
showed very high convergent validity. The 
highest correlation was with the content De- 
pression scale, followed by the cluster Depression 
scale and Poor Morale. The clinical Sc scale and 
the three cluster scales of Resentment, Autism 
and Anxiety also correlated to a lesser degree. 
Clearly, the various depression scales are 
measuring analogous constructs. 
Anxiety 

The SCL-go Anxiety scale is comprised of 
items that have been identified as high- 
frequency concomitants of states of clinical 
anxiety. Lader and Marks (14) describe 
pathological anxiety as a pervasive negative 
affect state which is present to some degree in 
almost all clinical syndromes and is the pre- 
dominant clinical feature in some. Our pattern 
of convergence supports the concept of anxiety 
as a pervasive pathological affect, since it 
showed the greatest number of significant 
correlations of all nine SCL-go dimensions. 
The highest correlation was with the Tryon 
Anxiety scale, which provides substantive con- 
firmation for the measure. Beyond this agree- 
ment, ANX also correlated with content 
Depression and Poor Morale, providing further 
confirmation for the observation that anxious 
symptomatology is an integral aspect of de- 
pressive syndromes (6). The Anxiety dimension 
also showed notable correlations with a variety 
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of other scales, including Sc, Pt, Autism, 
Resentment and Phobias. 


Hostility 

Is the third of the negative affects included 
as primary symptom dimensions of the SCL-go. 
The definition of this scale stresses thoughts, 
feelings, or behaviours that may be charac- 
terized as manifestations of anger, resentment, 
hostility, or aggression. Correlations with the 
MMPI scales reflect the fact that this definition 
of hostility is consistent with comparable 
MMPI measures. The primary correlation is 
with the cluster scale of Resentment and 
Aggression, followed by the content scale of 
Manifest Hostility. Substantial correlations with 
depression and anxiety measures tend to corro- 
borate the long-standing clinical observation of 
significant hostile affect in both anxious and 
depressive syndromes. 


Phobic Anxiety 

The SCL-go definition of Phobic Anxiety 
represents it as a persistent fear response to a 
specific person, place, object, or situation which 
is characterized as being disproportionate and 
irrational. The actual structure of the dimension 
is in close agreement with Marks' (15) definition 
of 'agoraphobia', also termed 'phobic-anxiety- 
depersonalization syndrome’ by Roth (20). 
The dimension thus portrays the most patho- 
logical and clinically significant of the phobic 
states, somewhat to the exclusion of common 
phobias of snakes, spiders, darkness, etc. 
Correlations indicate highest agreement with 
the content Phobias scale, followed by the 
cluster Anxiety scale and the clinical Pt measure. 
Lower correlations with content scales of Poor 
Morale and Depression suggest the quality of 
ultimate futility and hopelessness that often 
accompanies a prolonged struggle with a phobic 
anxiety condition. The relatively low magnitude 
of the correlations with this dimension may 
result from the fact that phobic symptoms are 
the least frequently endorsed on the scale, 
resulting in a clearly J-shaped score distribution. 


Paranoid Ideation 
The present dimension of Paranoid Ideation 
is conceived primarily as a disordered mode of 
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thinking. It is typified by hostility, suspicious- 
ness, rigidity, grandiosity, projective thought, 
centrality, concerns over loss of autonomy, and 
persecutory themes as major characteristics (21), 
Comparisons with the MMPI scales indicated 
that convergent validity was high for this scale. 
Peak correlations were with the cluster scales 
Suspicion and Mistrust and Resentment and 
Aggression. The content scales of Manifest 
Hostility and Family Problems also correlated, 
as did the clinical Pa scale. 


Psychoticism 

The Psychoticism scale is conceived as 
defining a continuous dimension of human 
behaviour which varies from mild idiosyncratic 
thought and interpersonal distancing at one 
extreme to florid symptoms of psychosis at the 
other. In this respect the present definition owes 
much to the work of Eysenck (12). Items reflect 
indications of alienation, lonelines, and a 
schizoid life style at one end of the continuum. 
At the other, Schneiderian ‘first rank’ symptoms 
of schizophrenia (e.g. auditory hallucinations, 
thought broadcasting, thought control, etc.) 
reflect the more dramatic aspects of Psycho- 
ticism. In comparison with scales of the MMPI, 
very high levels of convergent validity were 
observed for this dimension. SCL-go Psycho- 
ticism correlated highly with the comparable 
scale from each of the three sets of MMPI 
scales. The highest correlation was with the 
clinical Sc scale, followed by the cluster scale 
Autism, and the content scale Psychoticism. 
Notable correlations were also observed on the 
Poor Morale scale, and the clinical Pd, Pa and 
Pt scales. 


Discussion 

The present study was primarily concerned 
with demonstrating the concurrent validity of a 
new self-report symptom inventory. The stra- 
tegy for accomplishing this goal involved com- 
paring the component dimensions of the new 
scale with various scales of the MMPI. Results 
of the study reflected a high degree of con- 
vergence for the nine primary symptom dimen- 


` sions of the SOL-go. Each dimension correlated 


highest with one of the MMPI scales considered 
to measure a corresponding symptom construct. 
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Secondary correlations also formed a pattern 
highly consistent with current conceptualiza- 
tions of out-patient psychopathology. 

The study was performed with a unique 
sample of ‘symptomatic volunteers’ who possess 
demographic and social characteristics con- 
sistent with a patient population usually treated 
by private physicians. Their presenting symp- 
tom patterns closely approximate that of 
reactive depressions or chronic anxiety states, 
and a recent study (17) has observed that 86 per 
cent of a similar sample were matched via 
maximum likelihood procedures with an anxious- 
depressive prototypic profile. The most accurate 
overall description of the level of psychological 
disorder manifested by this group is ‘moderate’. 

Concurrent validation, of the convergent type, 
has been demonstrated for the SCL-go by the 
present study. Each of the nine SCL-go symp- 
tom dimensions showed peak correlation with 
an MMPI scale representing a highly corre- 
sponding symptom construct. The one excep- 
tion was perhaps the Obsessive-Compulsive 
dimension, where no directly comparable 
MMPI scale was available. Even in this 
instance, correlation with the MMPI Pt scale, 
which conceptually would represent the most 
analogous symptom measure, was still quite 
good. 

The Somatization dimension was very con- 
sistent in its pattern of correlations. SOM 
showed greatest correlation with the cluster 
scale Body Symptoms. Further correlations 
with content and clinical scales were strictly 
limited to measures that reflected distress 
arising from a somatic focus. The Interpersonal 
Sensitivity dimension showed maximal correla- 
tions with the content scales Poor Morale and 
Depression. The secondary correlations with 
INT were with scales such as Introversion, Si, 
Anxiety and Social Maladjustment, which are 
consonant with a dimension reflecting a gene- 
rally self-deprecating posture and life style. 

The principal negative affect dimensions of 
anxiety and depression received strong confirma- 
tion from the pattern of correlations observed 
here. Each showed greatest correlation with a 


like-named scale on the MMPI: DEP showed a ' 


peak correlation with content Depression, closely 
followed by the cluster Depression scale; ANX 


showed maximum correlation with cluster 
Anxiety, and also correlated moderately with a 
number of other scales, reflecting its pervasive 
clinical nature. Both of these dimensions have 
received extensive validation in the context of 
a precursor instrument (10, 11), however, 
convergence with dimensions of the MMPI adds 
significantly to overall validation of the scales. 
Perhaps the most gratifying result was the 
degree of convergence observed for the four 
‘new’ scales of the SCL-go (i.e. HOS, PHOB, 
PAR, PSY). Although they were constructed 
with attention to clinical relevance, and to 
conceptual as well as item consistency, valida- 
tion by external criterion measure remains an 
important and substantial confirmatory pro- 
cedure. All four of these scales showed peak 
correlations with directly comparable MMPI 
measures: HOS with the cluster scale Resent- 
ment and Aggression; PHOB with the content 
scale Phobias; PAR with the cluster scale 
Suspicion and Mistrust; and PSY with the 
clinical scale Sc. The secondary patterns of 
correlations for each of these scales were also 
quite consonant with clinical experience. 
Unlike most psychological scales developed 
in this area, the SCL-go is not a totally in- 
dependent, free-standing instrument: It is a 
single instrument in a coordinated series of 
rating scales. In addition to the ‘go’ there is a 
companion clinical observer’s scale termed the 
Hopkins Psychiatric Rating Scale (HPRS). 
This scale is composed of the nine dimensions 
of the SCL-go, and contains seven additional 
dimensions (e.g. Hysterical Behaviour, Dis- 
orientation) felt to be important to compre- 
hensive clinical assessment. The series also 
contains the Brief Symptom Inventory (BSI), a 
substantially shortened version of the self-report 
scale. The BSI is being developed primarily to 
meet the demands of assessing incapacitated. 
medical patients. Work is continuing on the 
development and validation of all the instru- 
ments in the series, and additional reports will 
be available on these scales in the near future. 
The process of validating a new psychological 
instrument is inherently programmatic. As the 
title of this report indicates, the present study 
is viewed as only a step in the validation pro- 
gram for the SCL-go. It is part of a more 
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extensive series of studies focused on demon- 
strating predictive and construct validity for 
the instrument. We believe that the present 
investigation provides impressive concurrent 
validation for this new self-report scale, and 
confirms our belief that it will make a signi- 
ficant contribution to our library of clinical 
assessment techniques. 
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Career Intentions of Senior Registrars in General Psychiatry 


By PETER BROOK 


Summary. A postal inquiry of all senior registrars in general psychiatry in the 
United Kingdom gave a nearly go per cent response rate. Between a quarter and 
a fifth of the respondents will not be pursuing general psychiatry at consultant 
level in this country, most of these opting for a psychiatric specialty. Nearly all the 
overseas graduates will probably remain in this country. Slightly fewer women 
than men are aiming for a consultancy in general psychiatry, the rest of the 
women proposing to switch to one of the specialties. Some of the implications 
of these findings are discussed, including a proposal for a yearly follow-up of 


the respondents. 


INTRODUCTION 

At the present time there are something over 
200 senior registrars working in general psy- 
chiatry. Of these, it is known that a little less 
than a third are overseas born and rather fewer 
than a quarter are women (D.H.S.S., 1974). 
It is generally assumed, even by those con- 
cerned with manpower needs, that all will 
aspire to become consultants in this country 
working in the same field and not in child or 
forensic psychiatry or in mental handicap. 
But there are indications that this assumption 
may not be correct. Medical emigration for 
professional reasons is well established (Gish 
and Wilson, 1970; Gish, 1971), and some home 
graduates will go abroad permanently, while 
many overseas psychiatrists regard it as pro- 
bable or possible that they will return to their 
own country or go to North America to practise 
psychiatry (Brook, 1973); and some women will, 
more or less reluctantly, settle for a поп- 
consultant post (Brook, 1973). 

To test these assumptions and to look further 
at a number of other questions related to senior 
registrars, the author was commissioned by the 
Manpower Sub-committee of the Education 
Committee of the Royal College of Psychiatrists 
to conduct a nationwide survey of the career 
intentions of all senior registrars in general 
psychiatry in the United Kingdom. 


Ams | 

As well as inquiring into whether the 
respondents were aiming for a consultant post 
in general psychiatry within the United King- 
dom, questions were asked as to the type of 
hospital they hoped to practise in, the part of 
the country where they would most likely seek 
an appointment, and what alternatives they 
would consider if they failed to obtain a 
consultant post in general psychiatry within 
what they considered to be a reasonable time. 


METHOD 

A questionnaire was constructed containing 
these questions and also making an inquiry into 
personal and professional matters such as sex, 
age, type of hospital where most of the psychia- 
tric training had been received, type of present 
hospital, higher qualifications, employers and 
country of birth and origin. 

Lists of senior registrars in psychiatry holding 
National Health Service posts, but not including 
honorary posts, were obtained from each 
Regional Health Authority in the United 
Kingdom. The questionnaire, with a stamped- 


addressed envelope, was sent to all senior . 


registrars on the list, with a request that they 
should complete it unless they were working 
in a psychiatric specialty (in which case they 
were asked to return it blank but with an 
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explanatory note). A reminder letter was sent 
a month later, and a month after this a second 
letter was despatched, with another question- 
naire. In a few cases a third reminder and 
questionnaire were sent out. 


RESULTS 

A total of 299 questionnaires were sent. Of 
these, five were sent twice to the same name in 
error because of a joint appointment by two 
authorities, and 73 were returned uncompleted 
because the respondents were not in general 
psychiatry. Of the remaining 221, 203 were 
returned completed—a response rate of 92 
per cent. 


Demographic 

Of the respondents 157 were men; 46 were 
women. Seven of the latter were in super- 
numerary posts for married women. Respon- 
dents who had graduated in the United 
Kingdom or the Republic of Ireland numbered 
134; this group will be referred. to hereafter as 
‘home graduates’. Those who had qualified 
outside these isles numbered 69; they will be 
referred to as ‘overseas graduates’. 

Table I shows in more detail where respon- 
dents had been born and where they had 
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qualified. The distinction is made because the 
Department of Health and Social Security 
(D.H.S.S.) classifies doctors not by their 
country of qualification but by their country of 
birth. [t is known that about half of the senior 
psychiatrists surveyed in 1970-1974 who had 
been born overseas had qualified in this 
country (Brook, 1972; Brook, 1974a). The table 
shows that this discrepancy also exists for senior 
registrars, though to a lesser degree. This finding 
that the countries of birth and qualification are 
not necessarily the same would seem to under- 
line’ the need for a change in the way the 
D.H.S.S. classifies doctors—if, that is, it is 
accepted that country of qualification is a more 
useful and meaningful categorization. The very 
large contribution made by medical schools in 
the Indian sub-continent and the Far East is 
noteworthy. 


Mean ages 
Men 33 years 
Women 36 years 
Home graduates 33 years 
Overseas graduates 34 years 
All respondents 34 years. 


Range 27—56. Median 33. 
Tables II and III show the type of hospital 


























'ТАвгк I 
Countries of birth and qualification 
€ э All 
Republic Common- Canada India outside U.K. 
of wealth and and Africa Europe Other U.K. and 
Ireland (except U.S.A. Far East and Eire 
Canada) Eire 
Born ai 7 6 4 49 8 12 3 82 121 
Qualified .. 7 7 2 47 6 5 2 69 134 
Tase П 
Туре of hospital where majority of training received 
Psychiatric 
Teaching hospitals and Bethlem- Other Total 
and units Maudsley 
Men 71 (45%) 67 DA 17 (11%) 2 (1%) 157 
Women 26 (5675) 17 (3776) 3 (776) о 46 
АП 97 (48%) 84 (42%) 20 (10%) 2 (1%) 203 
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Taste III 
Past training experience by country of qualification 
Teaching Psychiatric 
hospital (and other) Maudsley 
Overseas 
n=69 24(35%) 48 (62%) 2 (3%) 
Home 
44 (33%) 18(13%) 


п = 134 71 (54%) 


at which respondents had received the majority 
of their registrar training. It will be seen that a 
slightly higher proportion of women had trained 
in a teaching or university hospital setting, while, 
on the other hand, overseas graduates were less 
likely than home graduates to have trained in 
these types of hospital. 

This discrepancy between home and over- 
seas graduates persists when the present type of 
training setting is looked at. Two additional 
types of programmes found at senior registrar 
level are the joint or rotating appointment held 
between a teaching and a non-teaching hospital, 
and ‘other’ which includes special hospital or 
supernumerary appointments. More overseas 


graduates are holding jobs which are solely in 
peripheral hospitals. 

Table V shows present type of appointment by 
sex. Women, as would be expected, are over- 
represented in special programmes, but besides 
this, they are slightly over-represented in 
teaching hospitals and a smaller proportion are 
in rotating posts. Could the reason be that 
women find these jobs less attractive because 
family commitments make it less easy for them 
to be mobile? 


Higher qualifications 

The degree of M.R.C.Psych. was held by 
173 senior registrars. That of M.D. was held 
by six graduates of teaching and university 
hospital. Of the 15 holders of the M.R.C.P., 
six are from the Maudsley group; this finding 
was to be expected on the basis of previous 
surveys (Brook, 1972; Brook, 19742). 


Specialty choice 

The first question asked of the senior registrars 
was, ‘At the present time is you aim a consultant 
post in general psychiatry (with or without a 
special interest) in the United Kingdom?" 


Taste IV ` 
Present appointment by country of qualification 





Rotating, 
Teaching Psychiatric Psychiatric and Maudsley Other 
hospital hospital teaching 
Overseas 
(n = 69) 8 (12%) 26 (38%) 32 (46%) = 3 (4%) 
Home 
(п = 134) 34 (25%) 20 (15%) 55 (41%) 14 (11%) rr (8%) 
Tas V 
Present type of appointment 
j , Psychiatric 
Teaching only hospital and Rotating Special Bethlem- 
unit only Maudsley 
Men 33 (21% 33 (ere 73 (47%) 7. (4%) то (6%) 
Women : 13 (28% 10 (22% 12 oe 8* UM 3 (7%) 
All -» 46(23%) 43 (21%) 85 (43%) 15 (796 13 (6%) 





* Seven of these were in S.R. posts for married women. 
(One respondent failed to complete this question). 


we 
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One hundred and fifty-five (76 per cent) said 
‘yes’ to the question. Those replying ‘no’ were 
then asked what they intended to do by indi- 
cating their first choice to one of six alternatives: 

(1) Go into a psychiatric specialty (forensic 
psychiatry, child psychiatry, subnor- 
mality, psychotherapy, psychogeriatrics) 
in this country. 

Go into another hospital specialty in this 
country. 

Go into general practice in this country. 
Go into an academic or research post in 
this country. 

(v) Emigrate. 

(vi) Other (specify which). 

Table УІ gives career intentions cate- 
gorized by country of qualification, sex and age. 
For the last, two groupings are made, those 
aged 36 and over and those under 36. Overall, 
the majority are seeking a consultant post in 
general psychiatry in this country, but a sub- 
stantial proportion—a fifth-—are not; most of 
these latter are aiming for the specialties. 


(ii) 


(ii) 
(iv) 
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The figures for home and overseas graduates 
are almost identical; it would seem quite clear 
that once a doctor from overseas has obtained 
a senior registrar post he will almost certainly 
be wishing to remain in this country. 

Rather fewer women than men, but still in 
the order of two-thirds, are staying in general 
psychiatry, most of the remainder planning to 
go to one of the specialties. It could be specu- 
lated that part-time jobs are more frequently 
available in one of the specialties and hence this 
would make them more attractive to women. 
It should be noted that as many women as men 
are planning to leave this country. Some of the 
senior registrars who are emigrating are likely 
to be returning to their homelands. 

There is little difference between the older 
and the younger age groups except that fewer 
of the former are contemplating emigration. 

Contrary to the expectation produced by a 
previous study (Brook, 1973) an insignificant 
proportion of senior registrars plan to enter 
general practice. Few look to an academic 
career; it is possible that future senior lecturers 


Tasu VI 
Career intentions by pod of qualification, sex and age 
Percentages 
Consultant 
post in Other General Academic 
general psychiatric practice post Emigrate 
psychiatry specialty 
in U.K.T in U.K.* 
Home graduates 
(п = 34) .. 75 16 I 2 7 
Overseas вазе 
(n == 69) 82 12 — — 5 
All men 
(n == 57) 80 II 1 2 6 
All women 
(n = 46) 67 26 = = 7 
Less than 36 years of age 
Men (n = 113) .. 79 10 I 3 7 
Women (n = 25)... 68 24 — — 8 
36 years and over 
Меп (п = 44) . 84 14 — — 2 
Women (n = 21).. 66 29 — — 5 
All respondents 
(n — 203) .. 78 14 1 I 6 


1 Includes general psychiatry with a ‘special interest’. 


* Other specialty includes forensic psychiatry, child psychiatry, subnormality 


psychogeriatrics. 


psychotherapy and 
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have already gone on to the academic ladder at 
the lecturer stage. 

When career intentions are looked at by the 
type of hospital in which respondents trained 
the only striking feature is that 30 per cent 
of Maudsley graduates are planning to go into 
a specialty. One explanation of this could be 
that having had experience in most of the 
specialties during their training has made the 
idea of specialization more attractive to them. 

This same finding holds when career inten- 
tions are broken down by present appointment; 
it is noteworthy that 16 per cent of the psychia- 
tric hospital group are planning to emigrate. 

‘Those who answered ‘yes’ to the first question 
were next asked what sort of post they were 
hoping for, and were offered the alternatives of: 
a psychiatric unit in a general hospital; a 
teaching or university hospital; a psychiatric 
hospital; a joint appointment in both a teaching 
and a non-teaching hospital; other. The replies 
are summarized in Table VII and are further 
sub-divided by country of qualification, sex and 
the possession of a higher qualification other 
than the M.R.C.Psych. 

Home graduates’ aspirations are higher than 
those of overseas graduates; an obvious explana- 
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tion is that this is a reflection of the fact that a 
higher proportion of the former are or have 
been working in a teaching hospital. By and 
large, women’s aspirations are not noticeably 
lower than men. It is quite clear that the 
possession of a higher qualification produces 
expectations of a post in a teaching hospital. 

When responses are broken down first by type 
of hospital at which psychiatric training was 
received, and secondly by the present type of 
post (Table VIII), it will be observed that the 
great majority of those who are or who have 
been at the Bethlem-Maudsley hope for some 
form of teaching hospital appointment. 


Career alternatives 

Those senior registrars who are aiming for 
consultant posts in general psychiatry were 
asked what they might do if they failed to 
obtain a consultant post within what they 
considered to be a reasonable time. They were 
offered ten alternatives as below: 


(i) Seek a permanent non-consultant post 
in general psychiatry. 
(ii) Switch to child psychiatry. 
(iii) Switch to subnormality. 








Tasis УП 
Type of hospital post hoped for 
By country of birth, sex and higher qualifications 
Percentages 
Psychiatric Teaching Combined 
unit in a or Psychiatric teaching 
general University hospital and non- Other 
hospital hospital teaching 
Senior registrars aiming for consultant 
post in general PISA 
n-155 .. m - 32 13 32 19 4 
Home graduates 
п=96 .. we us - 27 20 32 16 5 
Overseas graduates 
n=59 .. T vá - 41 2 32 24 2 
Men 
п = 124 .. $4 si = 31 12 31 21 4 
Women 
n = 31 ig m s 39 е 16 35 6 3 
Higher qualification 
POR Rd age 
n-21 .. m 10 33 24 29 5 
No higher qualification | 
п = 134 .. a us zs 36 10 34 17 4 
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"Tante VIII 
Type of hospital post hoped for 
By type of hospital where trained and type of Pun appointment 
Percentages 
Psychiatric Teaching Combined 
unit in a or Psychiatric teaching 
general University hospital and non- Other 
hospital hospital teaching 
Training hospital type 
Teaching 
n=77 ES Р 37 16 20 24 3 
Ease (and other) 
= 64 31 2 53 9 5 
Bethlem-Mudsley 
n-I4 .. m +. e. 7 50 7 29 7 
Present type of post 
Teaching 
n — 32 28 28 28 16 — 
Joint 
п = 74 33 7 31 26 3 
Psychiatric 
n= 34 4i => 50 6 3 
Drs 
—6 17 17 17 17 32 
Bethlen Масу 
п = 9 zs a E «a 1I 56 — 22 II 


(iv) Switch to forensic psychiatry (not prison 
service). 

(v) Switch to prison service. 

Switch to psychogeriatrics. 

Switch to psychotherapy. 

Switch to another specialty. 

Go into general practice. 

(x) Emigrate permanently. 

For each question respondents were allowed 
one of three alternatives, ‘probably’, ‘possibly’, 
*definitely no'. The identical questions were 
asked of the group of newly-appointed con- 
sultants in a survey made in 1973 (Brook, 
1974b), except that the consultant group (who 
will be referred to hereafter as the ‘1969 
consultants were not offered the alternatives 
of a switch to the prison service or psycho- 
therapy. The responses of the senior registrars 
and of the 1969 consultants are given in 
Table IX. 

The two most striking differences are that the 
senior registrars are more definite in their 


rejection of a permanent non-consultant post 
and would seem more prepared to emigrate. 
The first finding is in keeping with a survey on 
the medical assistant grade made late 1973 and 
early 1974 by the Manpower Sub-Committee 
(Bewley, 1974). An identical proportion of 
senior registrars then unhesitatingly rejected a 
permanent non-consultant post. This consistency 
is of course, to be expected, as many of the 
senior registrars surveyed would also have 
responded to the questionnaire on the medical 
assistant grade. Replies were then categorized 
by sex and country of qualification as shown in 
Table X. 

Taking first the differences between the men 
and the women it will be seen that women are 
more prepared to accept a non-consultant post, 
and conversely very many fewer are prepared 
to emigrate. Ágain, and expectedly, this is in 
keeping with the medical assistant question- 
naire. Other differences are not striking, but it 
will be seen that women view the prospect of an 
alternative career in psychotherapy rather 
more favourably than men and, surprisingly, 
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Тавів IX. 
Expressed preference for career alternatives to a Consultant post in general psychiatry 
‘1969’ Consultants and Senior Registrars 
Percentages 
‘1969’ Consultants п = 125; Senior Registrars n = 153 





Probably Possibly Definitely no 


Con- Senior Con- Senior Con- Senior 
sultants Registrars sultants Registrars sultants Registrars 


Seck a permanent non-consultant 


post in general py "E 18 7 26 18 57 75 
Switch to child psychiatry . s 6 10 41 24 53 66 
Switch to subnormality .. 4 3 20 10 76 87 
Switch to forensic гунаву (not 

prison service) . 5 7 29 33 66 60 
Switch to prison service* a m — I — 7 — 92 
Switch to psycho-geriatrics $ 10 5 21 29 69 66 
Switch to psycho-therapy* .. PE — 17 — 32 — 51 
Switch to another specialty v 6 2 19 9 75 89 
Go into general practice .. 55 I4 7 42 24 45 69 
Emigrate permanently э E 30 42 35 29 25 29 


* Not offered to ‘1969’ Consultants. 


TABLE X 


Expressed preference for career alternatives to a Consultant post in general psychiatry 
By sex and country of qualification 
Percentages 
Men n = 122; Women n = 31; Нез n = 98; Ogs п = 55 


Probably Possibly 'o Definitely no 








Men Women Hgs Ogs Men Women Hgs Ogs Men Women Hgs Ogs 





Seek a permanent non- 

consultant post in 

general psychiatry 6 16 6 7 11 39 23 7 83 45 71 86 
Switch to child psy- 

chiatry . 10 13 6 18 26 19 — 26 64 68 70 56 
Switch to subnormality 3 — I 5 8 16 15 — 89 84 84 > 95 
Switch to forensic psy- 

chiatry (not in 


prison service) .. 6 6 5 8 34 33 37 29 60 61 58 63 
Switch to prisonservice 2 — — 3 4 16 0 ~ 4 84 go 97 
Switch to psychogeria- 

trics vs А 6 3 5 5 30 29 28 33 64 68 67 62 
Switch to psycho- : 

therapy . 15 26 19 13 38 29 33 31 52 45 48 56 
Switch to another 

specialty oa 2 3 2 1 її — II 5 87 97 87 94 
Go into general ргас- 

tice б 6 3 4 12 24 26 33 70 7 63 80 


Bo 
» 
ч 
с 
ж o 
оз 
eo 
m 
e 


Emigrate permanently 49 10 31 58 30 29 33 


` 
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rather fewer women are prepared to consider 
the possibility of a switch to child psychiatry. 

When home and overseas graduates are 
compared it will be seen that the overseas 
graduates are more prepared to consider 
changing to child psychiatry, and more would 
emigrate permanently, presumably many re- 
turning to their own countries. 


Disausston | 

Perhaps the most important finding from the 
survey is that between a quarter and one-fifth 
of the senior registrars surveyed will not be 
seeking a consultant post in general psychiatry 
іл, this country, but instead will for the most 
part be going into one of the psychiatric 
specialties. An important implication from this 
finding is that an appropriate allowance will 
need to be made in the senior registrar establish- 
ment in order to fill consultant vacancies caused 
by death, retirement and the creation of new 
posts. It seems unlikely that senior registrars 
established in one of the specialties will switch 
back to general psychiatry, but some allowance 
will need. to be made for those doctors in the 
lecturer grade who will choose to move off the 
academic ladder and seek a N.H.S. consultancy. 
The numbers of these will be in the order of 
6—7 a year (Brook, 1974b). 

There would in the past seem to have been a 
tacit assumption on the part of the D.H.S.S. 
that all senior registrars, whatever their country 
of origin, will be seeking a consultant post in 
this country, and the soundness of this assump- 
tion is borne out by the insignificant proportion 
tion of overseas graduates who wish to leave. 

Previous surveys (Brook, 1973; Bewley, 1974) 
have suggested that many women trainees would 
more or less reluctantly settle for a permanent 
non-consultant post, but a recent inquiry in the 
South West Region (Ashurst, 1975) has contra- 
dicted these findings. The present survey shows 
that two-thirds of the women senior registrars 
are aiming for a consultancy in general psy- 
chiatry thus supporting Ashurst's findings. Most 
of the rest will be going into one of the specialties, 
and although the questionnaire referred to a 
‘post? and not specifically a consultant one, it 
would be reasonable to assume that this is the 
level they are aiming for. Interestingly, there 
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seems to be no difference between the older and 
younger age groups in this respect. 

The senior registrars’ expressed preference 
for a number of career alternatives if they failed 
to obtain a consultant post in a reasonable time 
carries a clear message. The men’s first alter- 
native is emigration, and a switch to other 
specialties is much less popular. Women, on the 
other hand, would put a change to psycho- 
therapy, child psychiatry or a permanent non- 
consultant post before emigration, a finding 
which is understandable for married women 
who would be less able to uproot their spouses 
than would their male colleagues. 

What will be of great interest is to see what 
does happen to this group of senior registrars; 
how many will in fact remain in general psy- 
chiatry, how many will leave this country to 
emigrate or in the case of overseas graduates 
return to their own countries, and how many 
and which ones will get the most highly re- 
garded jobs. The high response rate gives a 
satisfactory sampling frame for follow-up pur- 
poses and further (and briefer) inquiries will be 
made at yearly intervals for the next four years, 
by which time most of the senior registrars will 
have found permanent consultant posts. 
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Book Reviews 


PSYCHOLOGY 


Basic and Contemporary Issues in Develop- 
mental Psychology. Edited by Рашт. Mussen, 
Jonn Concer and Jerome KAcAN. New York: 
Harper and Row. 1975. Pp ix--460. Index 
18 pp. Price £3.50. 

This collection of reprints is intended primarily as 
a reader to supplement the editors’ well known text 
book, Child Development and Personality. In the first part 
there are nine sets of papers presented under the 
general heading of ‘Basic Issues’. These cover develop- 
mental topics such as the concept of stage, resilience 
in development and continuity in development, as 
well as more general psychological topics such as 
memory, language, intelligence, motivation and 
socialization. Part Two, ‘Contemporary Issues’, 
reflects recent American concern with teaching 
disadvantaged children, the quality of care in day- 
care centres, sexism and adolescent problems. 

The major difficulty with this text lies somewhere 
between the bias of selection of papers and the 
authors’ political persuasion. Thus, while it is pro- 
bably a valid reflection of the state of American child 
development to emphasize Piagetian concepts in the 
way that is done, the reprinting of anti-Jensen 
polemics in the section on intelligence has more to do 
with ephemeral socio-journalism than an objective 
discussion of the issues involved in the heritability 
of intelligence. If one of the purposes of collected 
readings is to bring students more closely in touch with 
original source material, they should be presented 
with all sides of controversies, and not with censored 
versions. 

To British readers, the passing discussions on bond- 
ingand the effects of early separation will seem strange- 
ly dated and incomplete. The work of Hinde and the 
recent reviews by Bowlby and by Rutter receive 
scant attention. Likewise, it is ironical that at a time 
when many doubts are being raised about the quality 
of teaching in our schools the American fraternity 
seek solutions for their educational ills in our junior 
school methods. The particular paper here reprinted 
is unintentionally funny in that it eulogizes junior 
schools as if they were a homogenous movement akin 
to Froebel or Montessori, rather than being the 
heterogenous administrative organization they are. 
Brief impressions without evaluative data can often 
be misleading. 


Although biological bases to behaviour receive 
some mention, it was disappointing not to see the 
exciting work on temperamental characteristics 
discussed in the section on continuities in develop- 
ment. Again, the applied aspects of child develop- 
ment are both under-represented and misleadingly 
presented. The ubiquitous behaviour modification 
movement is dismissed as only of value in treating 
mild problems, whilst complex emotional problems 
require interpretative psychotherapy. Needless to 
say, the paper on psychotherapy is full of assertions 
and short on data. But then, the problem of evaluation 
is both a basic and a contemporary issue, so the editors 
may be reflecting the current situation. In all, this is 
an uneven collection of papers which does not ade- 
quately reflect the sense of excitement there is in 
present-day child development research 

W. YuE 


Issues and Approaches on the Psychological 
Therapies. Edited by D. Bannister. London: 
John Wiley & Sons. 1975. Pp v-+-278. Index 8 pp. 
Price £8.75. 

This is not an easy book to review, partly on 
&ccount of its composite nature and multiple author- 
ship, but largely because of the astonishing difference 
in quality and relevance between the two parts, name- 
ley the three chapters on ‘issues,’ and the 11 chapters 
on ‘Approaches’, To avoid throwing out the baby 
with the bath water, I will consider first the better 
part of the book, that on Approaches. This is a series 
of 20-page essays on different approaches in psycho- 
therapy, often written by the most authoritative 
writer in the field, and providing quite a useful 
sampler of the kind of therapy practised. Particularly 
good are the sections by Whitaker on group psycho- 
therapy, by Ellis on rational emotive psychotherapy, 
and by Malan on psychoanalytic brief psychotherapy. 
Meyer and Liddell on behaviour therapy strike a 
typically polemical note but review the area well. 
Crown gives a low-key but authoritative account of 
psychoanalytic psychotherapy, and the curious area 
of "behavioural psychotherapy! (which in this case 
seems to be behaviour therapy accompanied by 
construct grids) is explored, with a side-swipe at the 
medical model, by Brown. Simkin's article on 
gestalt psychotherapy makes this approach scem 
about as chaotic as his style of writing. Sound intro- 
ductions to personal construct theory, psychotherapy 
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and behaviour modification are given by Bannister 
and Kiernan. Lickorish contributes a pedestrian and 
rather old-fashioned account of family counselling, 
which ‘misses a lot of the most exciting recent ad- 
vances in the field. A reasonable review of research 
in the area of therapeutic communities is given by 
Smail. 

To turn to the Issues section I note Bannister’s 
statement in his introduction that psychologists have 
neurotic attitudes towards psychotherapy. This I feel 
is amply borne out by the three contributions in this 
section. Is it because they have not been in the field 
for long that psychologists are so worried about what 
they are doing in psychotherapy? Landfield, in the 
most balanced of the three chapters, explores, mostly 
in anecdotal examples, the difficulty the professional 
therapist has in coming to terms with the under- 
privileged client. Rychlak, indulging in more 
philosophical flights of fancy, does not ‘hold out 
much hope that the differences to be seen across 
demonstrative and dialectical formulations will ever 
be resolved to the satisfaction of both sides’ (italics 
original). But the most pompously irrelevant con- 
tribution, on ‘Psychotherapy and the Universe’ is by 
Leman. After a journalistic parabola embracing the 
brain of the frog, Principia Mathematica, Bolsheviks, 
Mensheviks, Vietnam and Tolkien, he draws the 
surprisingly modest conclusion that as we cannot 
understand the universe about us we should not be too 
ready to try to change ‘the strange’ when they come 
to us in difficulties. One wonders whether Bannister’s 
diagnosis of ‘psychotherapeutica nervosa’ is not an 
understatement. 

Finally, may I make a plea for good proof reading? 
Some of the contributions in this book are peppered 
with quite serious errors, such as ‘mediate’ for 
‘meditate’, or ‘war’ for ‘ward’. I hope that the good 
things in this book will survive, but I am afraid that 
with so many inborn errors the baby will need some 
pretty intensive care to reach maturity. 

M. J. Crowe 


Introduction to Psychology. Sixth edition. By 
Ernest К. Нп.олвр, RICHARD С. ATKINSON and 
Rrra L. Аткімзом, New York: Harcourt Brace 
Jovanovich. 1975. Pp xiii+658. Index 14 pp. 
Illustrated. No price stated. 

This is the latest edition of a popular undergraduate 
psychology text. With justifiable pride, the authors 
state that half the references cited have appeared 
since the previous edition in 1971. The book shows 
scholarly enthusiasm and attention to detail and 
provides a good basic knowledge of the current state 
of psychology and of its scientific methodology. 
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There is no doubt of the book's usefulness for 
psychology students, but what of psychiatrists in 
training? For these, the strong points will be its 
readability, the overview of experimental psychology 
and the sections dealing with social and developmen- 
tal processes. Àn added bonus is a substantial appen- 
dix introducing the student to psychological statistics. 
The section on psychometrics will be insufficient for 
the needs of the psychiatrist, though providing an 
introduction to the topic; and that on abnormal 
psychology deals mainly with descriptive psycho- 
pathology, with little of the relevant experimental 
material Overall, this is an excellent book for 
psychiatrists in training; and, provided they are 
prepared to go elsewhere for psychometrics and 
abnormal psychology, it will give them a good. basis 
of knowledge. 

ANTONIA. WHITEHEAD 


STRESS 


Stress and Anxiety. Volume I. Edited by CHARLES 
D. SPELBERGER and Irwin С. Sarason. 
London: Wiley. 1975. Pp xiit+ 319. Index 
14 pp. Price £10.00. 

In 1973, a conference on ‘Stress and Anxiety in 
Modern Life’ was held in West Germany. The pro- 
ceedings of this conference are reported in this book. 
Brief abstracts of various experimental studies are 
included, but the major part of the book is devoted 
to ten lectures delivered by psychiatrists (Lader, 
Marks, Groen and Bastiaans) and psychologists 
(Eysenck, Ramsay, Spielberger, Endler, Sarason, 
Kimmel, Meichenbaum). Each of the disparate 
contributions is of interest in its own right, but it is 
disappointing to find a lack of coherence in the book 
as a whole. To take only one example: Eysenck 
dismisses Lader and Wing’s habituation theory; it 
would have been instructive, therefore, to read 
Lader’s comments, but the latter author deals with 


an entirely different subject. Lader’s important ` 


contribution consists of a lucid, concise account of 
some of the major epidemiological studies of morbid 
anxiety. 

By far the longest chapter (forty-three pages) is by 
Eysenck, who presents a detailed description of his 
behavioural model of neurosis based on learning 
theory. His crisp, incisive style makes it a pleasure 
to read this chapter, although your reviewers’ 
pleasure was considerably diluted by the author’s 
tendency to adopt on occasions a hectoring, in- 
tolerant tone. In addition to his ritual attack on 
psychoanalytic doctrine, Eysenck berates clinicians 
because they ‘are apt to use any and every method 
they feel might benefit their patients, thus throwing 
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away any possibility of controlled trials and cumula- 
tive knowledge gained by proper experimentation’. 
But, in the words of Aubrey Lewis (1958), ‘only a 
detached spectator, god-like above the battle, could 
expect the psychiatrist to refrain from giving some 
form of psychological treatment to patients with dis- 
tressful anxiety or conspicuous hysteria, though he 
cannot be certain that it will have effect’, Further- 
more, clinicians have in fact carried out and reported 
many carefully controlled trials; indeed, some of these 
are reviewed in the present book by Marks and by 
Meichenbaum. 

Although Eysenck considers that his theory 
provides an ‘adequate model of neurotic behaviour’, 
Kimmel comes to a more modest conclusion, namely 
that ‘the proposed instrumental conditioning model 
for the genesis of chronic anxiety states presently 
must be viewed as hardly more than a promising idea’. 
When applied in clinical practice, Eysenck’s model 
reveals deficiencies, as documented by Ramsay. 
Nevertheless, the model has heuristic value and can 
be useful clinically. In a succint summary of the 
techniques and efficacy of various behaviour thera- 
pies (desensitization and flooding in fantasy and 
in vivo, modelling, shaping, cognitive rehearsal), 
Marks concludes that these treatments are effective 
in anxiety associated with phobic and obsessive- 
compulsive disorders but not, unfortunately, in 
free-floating morbid anxiety, which is tbe kind most 
often encountered in clinical practice. Meichenbaum 
concentrates on the important role of cognitive 
processes in the experience and control of stress. His 
review suggests that a skills-training approach 
followed by an opportunity for application practice 
or rehearsal is effective in reducing situational anxiety. 
Both Meichenbaum and Marks speculate about the 
future possibilities of 'stress-immunization' tech- 
niques for preventive psychiatry. 

Spielberger presents his ‘state-trait’ theory, and 
Endler, in a separate contribution, attempts to 
integrate this with his own 'person-by-situation' 
model of anxiety. Sarason deals with test (ie 
examination) anxiety within the larger context of 
general anxiety. Probably of greater interest to 
psychiatrists is the thought-provoking chapter by 
Groen and Bastiaans who construct a complex 
theory involving the interaction of cultural, psycho- 
logical and biological factors in the genesis of 
neurotic and psychosomatic disorders. To those who 
consider that conditioning models do scant justice to 
the inherent complexity of human behaviour, Groen 
and Bastiaans’ conceptual framework offers a fruitful 
source for the development of many testable hypo- 
theses. 

STEVEN GREER 
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NEUROPSYCHIATRY 


Methods in Brain Research. Edited by Philip B. 
Bradley. London: Wiley. 1975. Рр vii4-557. 
Index 13 pp. Price £18.00. 

There is a Renaissance flavour in the variety of 
brain-wrights! arts described in this book: recalling 
a Leonardo or a Cellini advising the Princes on 
palaces, painting or bronze-casting. The editor’s 
introduction specifies: recent techniques of inter- 
disciplinary value, not a cook-book. The eighteen con- 
tributors heed this, though professing also a variety of 
aims. The biochemist contributing on subcellular 
fractionation writes ‘an essay attempting to describe 
methods, applications and qualifications to be borne 
in mind’ in assessing results; also with histologists 
writing on neuroanatomical methods. À psycho- 
surgeon writes to clarify his stance; a psychologist 
describing self-stimulation experiments writes to 
suggest a function in storage and retrieval of memory 
for the fibres concerned. The neurosciences often 
carry affiliation to their parent science as well as a 
commitment to neural or psychiatric problems; in this 
collection the latter orientation preponderates, and 
most neuroscientists and psychiatrists can expect to 
gain from it an understanding of the methods of 
others who study the brain. 

A brain-researching prince today will need these 
numerous contributory arts, and probably those of 
Machiavelli too, if his Institute is to encompass 
research in a representative selection of the neuro- 
sciences. One neuroscience not included by chapter- 
title gets its due by its omnipresence: neurochemistry 
has so thoroughly permeated neuroanatomical 
methods that some three-quarters of the 50 pages 
concerned refer to chemicals of neural systems or of 
the methods described. The 30 pages on autoradio- 
graphic methods which follow are essentially chemi- 
cal; microchemical and microspectro-fluorometric 
methods occupy a further 120 pages. Use of surviving 
cerebral tissues under metabolically-defined сор- 
ditions receives mention in the sections on collection 
techniques, tissue-culture and microelectrode tech- 
niques, but not sufficiently to explain the precautions 
and appraisal often needed in their use. The present 
selection of techniques is, however, sufficiently 
broad and well-chosen in relation to contemporary 
development to make the book a valuable addition to 
neuroscience writing, 

Н. McIuwar 
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Psychiatric Aspects of Neurological Disease. 
Edited by D. Franx Benson and Юктан 
Biumer. New York: Grune and Stratton. 1975. 
Pp хуі--307. Index 4 pp. Illustrated. Price 
£8.75. 

This book is a collection of essays written by well- 
known neurologists, psychiatrists and other clinical 
neuroscientists, mainly from the United States and 
Europe, all of whom have made important personal 
contributions to the neuropsychiatric literature. 

It is not a textbook but a miscellany which never- 
theless includes coverage of the main areas of neuro- 
psychiatric practice. The first and most contentious 
part contains attempts to define and classify clinical 
states. Subsequent chapters are concerned with 
diagnosis of the dementias and their differentiation 
from depression, disorders of verbal expression, 
psychiatric effects of frontal and temporal lobe 
pathology, including seizure disorders, the neural 
basis of sexual behaviour, movement disorders in 
psychotic states and the psychopathology of Hunting- 
ton’s chorea. Finally, for anyone still unconvinced, 
a selection of case reports is provided to illustrate 
how the neuropsychiatrically naive can misdiagnose 
various organic brain diseases as psychological 
disorders. 

The approach throughout is revisionary and 
essentially practical, though important implications 
for research emerge. In spite of multiple authorship 
the style is almost uniformly clear. A considerable 
amount of literature is reviewed and carefully syn- 
thesized. 

It is important to re-establish the common ground 
between neurology and psychiatry which sadly have 
gone their separate ways in recent times. Apart from 
the intrinsic interest of this common ground, its 
neglect seriously prejudices standards of patient care. 
Through lack of adequate experience in each other’s 
specialty neurologists are often sceptical about 
psychiatric contributions while psychiatrists feel 
uneasy about organic states. 

This book is a valuable contribution to rapproche- 
ment. Although its main aim is to encourage psychia- 
trists to widen their horizons, it is likely to be a source 
of considerable interest and enlightenment to many of 
their neurological colleagues. It also contains much 
information of importance to clinical psychologists. 


GREGORY STORES 


TREATMENT 


A Guide to Counselling and Basic Psycho- 
therapy. By Ricuarp Parry. Edinburgh, 
London and New York: Churchill Livingstone. 
1975. Pp ix+129. Index 3 pp. Price £1.75. 
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Dr Parry has written a useful book encompassing 
in succinct form much wise advice to embryo 
psychotherapists and counsellors. His pithy prose is 
tinged with astringent humour, but he is careful to 
point out that this should not enter into patient- 
physician relationships. 

He surveys every conceivable aspect of psychiatric 
interviews, including the necessity for careful mani- 
pulation of difficult and ‘impossible’ patients. 

Safeguards are accurately prescribed in respect of 
psychotic and psychopathic individuals for whom 
psychotherapy is valueless. 

However, there are some statements which might 
provoke adverse criticism. On page 12, for example, 
the author writes, ‘The school of Analytical Psycho- 
logy was founded by Carl Jung, another associate of 
Freud and the only member of the trio who had the 
decency to be a Christian.’ Adler was, of course, the 
other associate. Non-Christians may well take 
exception to this pronouncement. Again, why would 
Dr Parry refuse a renal transplant to a man in his 
seventies? 

Then, the rigid criteria which the author seeks to 
impose upon would-be psychotherapists are more 
akin to those of John Knox or Savonarola rebuking 
the sins of the poor in the market place. Which of us 
in this present culture is without personal problems, 
if only those concerned with the next quarter’s 
electricity or telephone bill? 

Nevertheless, in spite of these matters which might 
be considered blemishes, this is a good book which can 
be confidently recommended to tyros in the fields of 
psychotherapy and counselling. 

Н. C. Beccrz 


An Introduction to Behaviour Theory and Its 
Applications. By Robert L. Karen. New York: 
Harper and Row. 1974. Pp x4-458. Index 12 pp. 
Price £5.50. 

In his preface, the author notes that 5. . . the 
adequacy of psychology as a science, like that of other 
Sciences can be judged in part by how well its prin- 
ciples work in natural settings’. Judging from the 
increased number of published studies illustrating 
the application of behavioural principles to an 
ever-increasing range of problems in the natural 
environment, it is clear that there is a need for an 
introductory textbook which will concisely and lucidly 
present the essentials of the basic theories as well as 
indicate the range of their potential applications. 
'This is the aim of the book, but alas it fails to attain 
its goal. 

The author adopts an almost uncompromisingly 
Skinnerian position, although he admits the need to 
acknowledge individual differences in the state of the 
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organism. While some readers may find it useful to 
have much operant terminology described, if not 
explained, there seems to be a basic confusion be- 
tween defining jargon and presenting concepts. 
Nowhere is this more evident than in the tortuous 
chapter on verbal behaviour. Some day, operant 
aficionados will have to drop their habit of ignoring 
the literature on developmental psycholinguistics; 
certainly the literature is beyond operant control and 
will not disappear just because it is ignored. 

The narrowness of the author’s position is further 
underlined by his devoting only two pages to the 
discussion of modelling or vicarious learning. In fact, 
one would have hoped that a basic textbook would 
have discussed social learning theory in more detail, 
particularly to point up areas of agreement or dis- 
agreement. Social learning theory does not even merit 
a mention in the index. 

The second half of the book presents a variety of 
applications, ranging from understanding warfare, 
prejudice and delinquency to classroom management. 
While it is refreshing to find an operant writer dis- 
cussing desensitization, it would have been even 
more welcome if the section presented hard data 
illustrating the achievements of behavioural inter- 
vention. Withoutsuch testimony, the book stands as one 
man’s vision rather than as anindication of therapeutic 
achievement. It is difficult to think of a readership 
for whom this book could be recommended. 


WILLIAM YULE 


GENETICS 


Modern Problems of Parmacopsychiatry. 10. 
Genetics and Psychopharmacology. Edited 
by Тн. A. Ban, F. A. ЁккүнАн, P. Pronor, W. 
PórpmGER. Volume Editor: J. MENDLEWICZ. 
Brussels/New York: S. Karger. 1975. Pp viii+ 
132. 15 fig, 25 tab. US $ 24.25. 


This volume is a welcome addition to any library. 
The books’ main value lies in the mapping out of 
areas where genetically oriented research can con- 
tribute towards the understanding and treatment of 
mental illness. Moreover, its limited size may tempt 
even the most ardent environmentalist into reading 
it; he will then discover that a combination of genetics 
and pharmacology can provide some of the answers 
if the right questions are asked. 

The message of the book is clear: in order to help 
the mentally sick it is not only essential to discover 
the aetiology of the disease, but equally important to 
have some means of predicting the effects of drugs. 
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What better way of doing this Шап to show that 
response to drug treatment can depend on genetically 
inborn factors. Winokur sums it up in one sentence: 
‘The metabolism of many drugs may well be relevant 
to genetic factors which have no relationship at all to 
the illness for which the drug is used.’ This complex 
situation is best illustrated in the article by Eve C. 
Johnstone. A description of the relationship between 
acetylator status and response to phenelzine opens the 
floodgates for research in this direction. 

Close cooperation between psychiatrist, pharmaco- 
logist and geneticist is essential if progress is to be 
made in the analysis of mental illness and its treat- 
ment. This is particularly well illustrated by Omenn 
in his article on alchoholism. Omenn emphasizes the 
genetics of predisposition and tolerance to consump- 
tion of alcohol. The solution of problems in alcoholism 
and other drug-induced psychosocial disorders must 
be sought in interdisciplinary research, not excluding, 
of course, the environmentalist. 

The three articles on monoamine oxidase are of 
great interest, and I envisage much progress and 
future developments in this field. The article, on 
genetic factors and lithium response is very illuminat- 
ing. The results discussed by Mendlewicz and Stallone 
are of great importance in that they provide evidence 
in favour of lithium treatment of patients with a 
family history of bipolar affective illness. The article 
by Matsyuama and Jarvik reviews all that has been 
published on the effect of drugs on chromosomes, 

I deliberately refrain from singling out any paper 
for criticism. Some authors would have profited 
by consulting a statistician before designing their 
survey, but as this cannot be corrected in retrospect 
it is their logs for not having fully exploited the 
potentials of their material. So it is left to the discern- 
ing reader to judge for himself, and it is to be hoped 
that many will find inspiration for hard research in 
the field of psychopharmacology-genetics. 


Jacos KanN 


Genetic Research in Psychiatry. Edited by 
Кочар R. Freve, Юлур RosENTHAL and 
Henry Вапі. The Johns Hopkins Press, Balti- 
more and London. 1975. Pp xv4-gor. Price 
£9.30. 

The interaction of hereditary and environmental 
factors in the aetiology cof mental disorders is now 
widely accepted. Modification of phenotypical 
manifestation by environmental influences is being 
increasingly recognized as occurring either at a mole- 
cular or at a less particulate level even in conditions 
that are par excellence genetical namely those attribu- 
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table to single genes of major effect. The dietary 
treatment of phenylketonuria is an example of such 
modification. Readiness to acknowledge and explore 
. the interplay of nature and nurture is found largely 
among those whose reasoning is based upon scientific 
and biological considerations. There are defenders of 
the last ditch on both the environmental and genetic 
sides of the field, and characteristically they seem to 
ignore that part of the evidence which does not suit 
their case; moreover, they tend to prefer not to use 
objective scientific methods to explore or extend their 
terrain, | 

The present book is a collection of material from 
contributors whose work is firmly based upon sound 
scientific principles and methodology, and it gives a 
good purview of the ground that has been gained in 
clarifying problems of aetiology and heterogeneity in 
mental disorders by genetic research. It contains the 
Proceedings of the Sixty-third Annual Meeting of the 
American Psychopathological Association. Outstand- 
ing sections of the book are devoted to the biochemical 
basis of genetic disorders, cytogenetic implications in 
criminality and psychopathy, the contribution of 
adoptive studies, and the potentials of genetic analysis 
in teasing out the knotty concepts of subschizophrenic 
and spectrum disorders. The collection of contribu- 
tions ranges widely over the main areas of general 
psychiatry, though the book would have been 
enriched by a section much more broadly representing 
the affective disorders, in which genetic research in 
recent years has thrown much new light on nosology. 
Mental subnormality is mentioned only in passing: 
examples are given of inborn errors of metabolism 
as biochemical interference with mental function, 
and a very meagre reference is made to ‘some mental 
deficiency situations such as Down’s syndrome in the 
presence of a known translocation’ in a section on 
heredity counselling. 

The contributions are on the whole of a high 
standard Contributors include many whose work is of 
classical dimensions. Together with the editors, 
Seymour Kety, Arno Motulsky, Seymour Kessler, 
James Shields, Leonard Heston, Irving Gottesman 
and others have provided material. 

This book could be used to advantage as a reference 
book by those preparing themselves for specialist 
degrees in psychiatry and by all psychiatrists for an 
appraisal of some of the broader current trends, not 
only in psychiatric genetic research but in the general 
field of psychiatry, particularly as regards schizo- 
phrenia. It must be borne in mind, however, that this 
is only the proceedings of a conference and as such 
cannot be expected to serve as a comprehensive 
textbook. 

VALERIE Cower 
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SOCIAL PSYCHIATRY 


Psychiatric Rehabilitation in the Ghetto. By 
GERALD Bauman and Ruru Grunes, Lincoln 
Community Mental Health Center, Albert 
Einstein College of Medicine. Lexington, 
Massachusetts, Toronto, London: D. C. Heath 
and Company, Pp xv+177. Price £7.50. 

This book makes interesting reading. It describes 
an attempt to help psychiatric patients, most of them 
with severe and persisting symptoms, who lived in a 
deprived area of The Bronx. The majority had been 
recently discharged from the in-patient service of the 
Bronx State Hospital. The community in which they 
lived was notorious for bad living conditions and it is 
in this context that the word ‘ghetto’ is used. The 
patients were almost entirely of the poorest members 
of two minority groups, blacks and Puerto-Ricans. 
They lived in a situation with severe over-crowding, 
gross unemployment and limited services of all kinds. 

It was decided to attempt to develop a rehabilita- 
tion service which would emphasize the educational 
role of staff, rather than the medical treatment role. 
There was considerable emphasis on involvement of 
the families as well as the patient. The patient, how- 
ever, was accepted into a school setting in which he 
would be a class member for some three months. 
In this time it was hoped to promote group forma- 
tion and to develop social contacts and increasing 
responsibilities. There was emphasis on the need to 
take on a working role and achieve a working status 
on return to the community. There is a detailed 
description of the progress of the project of the train- 
ing of staff taken from the community, and of the 
results, which were encouraging though certainly 
not conclusive. 

The book also describes the problems faced by the 
staff and the severe tensions they underwent, particu- 
larly in the early stages when they were developing 
theory and had limited contact with patients. One 
chapter describes some of the more dramatic events 
which included the jailing of several staff members 
and the physical ejection of the project director from 
his office! In spite of this, there was an eventual 
transformation of the three-year research project into 
a more permanent service. The latter half of the book 
gives some tables and correlations in considerable 
detail, in fact one feels that in view of the many factors 
involved and the relatively small number of patients, 
this degree of sophistication was hardly warranted. 

The book is easily read, and apart from giving 
some useful ideas on a fresh approach to rehabilitation 
in a notoriously difficult area, it also gives some 
interesting insight into the current American scene. 

A. A. BAKER 
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Aspekte der Sozialpsychiatrie und Psycho- 
hygiene (Aspects of Social Psychiatry and 
Mental Health). Edited by RAvwoNp BATTE- 
GAY ef al Bern: Hans Huber. 1975. Pp 253. 
Index 12 pp. Price: DM. 46.00. 

For those who read German this is an interesting 
book. It is a report of a meeting held in Locarno 
on 22 and 23 March, 1974, under the auspices 
of the (Swiss) Congress for Social Psychiatry and 
Mental Health. The twenty papers are wide-ranging 
and are presented in five sections: (1) collection and 
analysis of information: (2) epidemiology, (3) position 
of the psychiatry patient in society, (4) therapeutic 
aspects and (5) preventive aspects. 

The first two sections are very good. They include 
papers by Wing on the use of psychiatric case registers 
in evaluation psychiatric services; Baumann and 
Angst on planning and problems of electronic data 
processing in epidemiology; and a study of 525 newly 
diagnosed schizophrenics and matched controls in 
Boston by Th. Abelin. In this last paper the controls 
had been matched for age, race, sex and neighbour- 
hood of residence. It was found that significantly more 
schizophrenics were conceived or born out of 
marriage, and that this was even more likely for 
patients under the age of 25 and for female patients. 

Sections 3 and 4 are not so good though some may 
find the paper on the legal rights (or lack of them) of 
the psychiatric patient in Switzerland by A. Uchten- 
hagen to be of interest. The last but one paper is a 
useful review of crisis intervention by Häfner. 

The balance between research material and theory 
is almost even and the systematic presentation is 
helpful. This book should be read by those who want 
an overview of current thinking and research in social 
psychiatry in the German-speaking world. 

P. A. Carney 


MELANIE KLEIN 


Love, Guilt and Reparation and other works 
1921-1945. Vol I. By Meane Krem. Price 
£6.50. 

Envy and Gratitude and other works 1946-1963. 
Vol III. By MzrANIz Krem. Price £6.00. 
Edited by К. E. Money-Kyruz. London: The 
Hogarth Press and the Institute of Psycho- 
analysis, 1975. 

These are the two volumes, I and III, first to 
appear of a new edition in four volumes of the writings 
of Melanie Klein. It is a complete edition of her works 
with explanatory notes to help the reader place the 
main theme of each paper in relation to previous and 
later works. This is a very useful addition for the 
reader. ` 
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If there is no need to write about Melanie Klein as 
far as the psycho-analytical world is concerned, this 
is not the case as to the immense potential of her 
contribution to general psychiatry. Mrs Klein’s 
work is of great interest to the psychiatrist, even the 
most organically minded. By her enthusiasm and skill 
at investigating very ill and disturbed patients, 
children and adults alike, she has contributed a 
great deal to the understanding of psychotic processes. 
Further her more direct followers have applied this 
knowledge to the investigation and treatment of 
psychotic illnesses, thus increasing our knowledge of 
the structure of delusions, hallucinations, splitting 
mechanisms, persecutory and paranoid processes 
and many other manifestations of deep and severe 
mental illnesses. But above all she has offered a view 
of mental illness which is more and more attracting 
the attention of psychiatrists and gaining their 
approval; I am referring here to her concepts of a 
depressive and a schizoid-paranoid organization of the 
mind which when sufficiently unstable, for constitu- 
tional or psychological reasons or both, leads on to 
breakdown into corresponding specific illnesses. She 
has described the unstable equilibrium between the 
two states and the passage from one to the other. No 
psychiatrist with an open mind will deny the growing 
interest nowadays in the immensely important sub- 
ject of schizo-affective disorders of a mixed pathology 
and of the passage in the same patient from depression 
into schizophrenia and vice versa; this phenomenon 
has been seen to happen with the use of modern 
drugs as well. Further Mrs Klein’s studies on the 
manic defence have thrown light on the mechanisms 
of mania which has been and still is a very puzzling 
form of mental illness. In the mind of the reviewer 
there is no doubt that her contribution to psychiatry 
as well as to psychoanalysis will go on growing in 
importance and will prove very fruitful. 


J. H. Rey 


BRIEF REVIEWS 


Job’s Illness: Loss, Grief, and Integration, a 
Psychological Interpretation. By Jack KAHN. 
Pergamon Press. Pp xiii4-162. Index 4 pp. 
No price stated. 


The story of Job is that of a pious and blameless 
man who undergoes severe physical and mental 
suffering, and although in the end he is rewarded 
with a better status and another 140 years of life, 
the problem of unjust suffering remains unsolved. 
The dialogues, despite their poetic beauty, fail to 
yield an answer. Whether Job’s subjective experiences 
should be regarded as a mental illness which necessi- 
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tates a ‘cure’ as suggested on the paper flap, is 
questionable. 

Dr Kahn makes use of various schools of psycho- 
logy (Freud, Klein, Winnicott, Milner) to analyse 
Job’s personality and attributes to him depressive, 
obsessional, phobic and paranoid features. But the 
reviewer would prefer to accept an interpretation 
mentioned in the Introduction—that a culture when 
disapproving unusual forms of behaviour finds it 
convenient to attach labels of madness to the rebel 
deviant. For instance, Job’s accusations against God 
might have been regarded as delusions of persecution 
by priests of his era but surely not by psychiatrists of 
today. 

This book begins with the New English version of 
the Book of Job and a selection of Blake’s engravings 
are reproduced to illustrate the text. All in all the 
reader will find himself interested, but only theists 
can find the explications convincing. There is one 
emphasis on the principle of indeterminacy and a 
final statement that ‘some aspects of the universe 
will always remain beyond human comprehension’. 


I. Атк 


A Handbook for the Study of Suicide. Edited by 
Seymour Perum. New York and London: 
Oxford University Press. 1975. Pp xii-+236. 
No price stated. 

In association with its postgraduate fellowship 
programme, the Center for studies of Suicide Preven- 
tion at the National Institute of Mental Health in 
America commissioned Seymour Perlin to assemble 
a handbook which would be a ‘source for the under- 
' standing of suicidal behaviour. One would have 
expected such a handbook to be a substantial volume, 
containing comprehensive reviews of concepts and 
research in this field, the volume edited by Perlin 
fails to fulfil expectations. 

Although there are eleven chapters—on history, 
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suicide in fiction, morality, anthropology, sociology, 
biology, medical sociology, psychiatry, community 
psychiatry, epidemiology and case registers—certain 
crucial areas, such as measurement, psychology, 
psychotherapy and general prevention are not dealt 
with at all. The chapters in the main are short, and 
unduly selective in review of literature. The chapter 
on biology, for instance, refers to only fifteen papers 
and ignores, for example, the important English work 
of Shaw and his colleagues,and in general the volume, 
—apart from the excellent chapter by Sainsbury on 
community psychiatry—largely ignores European 
work. Even the chapter on anthropology is too sketchy 
to be of value and refers to only eight studies. Perhaps 
in a further edition these omissions will be made good, 
but the present handbook is a definite disappoint- 
ment. ` 
CHRISTOPHER BAGLEY 


Understanding Psychiatric Nursing. By Davi 
TowrLL, London: Royal College of Nursing. 
1975. Pp 225. No price stated. 

Presented as a ‘sociological analysis’ this book 
describes observation of nursing on admission, 
geriatric and therapeutic community wards in a 
large psychiatric hospital. Illustrated by many 
verbatim accounts of conversation with individual 
nurses, it draws conclusions from three years as a 
participant observer. 

Since no new issues are raised and there are no 
new solutions, the book should be read as a clear and 
at times vivid impression of psychiatric nursing in the 
19603. It is somewhat regretted that the ‘sociological 
analysis’ relates to use of the language of sociology 
rather than to the identification of themes and 
conclusions. Nonetheless it is a book to make all those 
working in psychiatric hospitals think about the role 
and development of nursing. 


RicHARD Mayou 


x 


Brit. 7. Psychiat. (1976), 128, 307 


Books Received 


PSYCHIATRY 


U.C.H. Handbook of Psychiatry. Second Edition. 
Edited by R. Е. Trepcotp and Н. Н. Wo rr. 
Duckworth. Price £4.95. 

Des idées de Jackson a un modele organo-dynami- 
que en psychiatrie. By Henri Ey. Rhadamanthe. 
Price Fr. 51.40. 

Handbook of Psychiatric Emergencies: A Guide for 
Emergencies in Psychiatry. By Anprew Е. SLABY, 
Juran Les and Laurence К. TANoOREDL Henry 
Kimpton. Price £5.50. 


PSYCHOTHERAPY 


Principles of Psychotherapy. By Irvine B. Warmer. 
John Wiley and Sons. Price £7.15. 


RESEARCH 


Research in Psychophysiology. Edited by PETER H. 
VENABLES and MARGARET J. Cusris. John Wiley and 
Sons. Price £12.00 

Research to Practice in the Field of Handicap. By 
Perer MrrrLER. Institute for Research into Mental and 
Multipls Handicap. Price 85р. 

Knowledge of Illness in a Sepik Society: A Study of 
the Gnau, New Guinea. By Спвевт Lewn. The 
Athlone Press. Price £12.50. 

Research and the Psychiatric Patient. Edited by 
Дозєрн С. б$оноопА and Caries М. Garrz. 
Brunner] Mazel. Price $12.00 


BEHAVIOUR 


Hallucinations: Behavior, Experience and Theory. 
Edited by Кохлр К. SrmczL and Lorus Jorvow 
West. John Wiley and Sons. Price £14.00 

Coming Together/Coming Apart: Anger and Separa- 
tion in Sexual Loving. By Jay Koren. Counture. 
Price £3.75. 

The Behavioral Treatment of Sexual Problems: 
Volume П Intensive Therapy. By Јлок S. ANNON. 
Enabling Systems. Price $13.50. 

Anger Control By Raymond W. Novaco. Lexington 
Books. Price £7.25. 

Self-Destructive Behavior. Edited by Arment R. 
Roserts. Charles С. Thomas. Price $17.50. 


SCHIZOPHRENIA 


Season of Birth: A Study of Schizophrenia and Other 
Mental Disorders. By Per Darex. North Holland 
Publishing. Price $13.50 (paperback). 

The American College of Psychiatrists: Schixo- 
phrenia: Biological and Psychological Perspec- 
tives, Edited by Genz 1Јзрім. Brunner] Mazel. Price 
$8.95. 


DRUGS 


The Persistent Poppy: A Computer-Aided Search 
for Heroin Policy. By Спвевт Levin, Epwarp В. 
Roserts and Gary B. Himsan. John Wiley and Sons. 
Price £7.15. 

Evaluation of Dependence Liability and Dependence 
Potential of Drugs. Technical Report Series 577. 
World Health Organization. Price Sw. Fr. 7.00 

The Price of Tranquility: The Manufacture and 
Use of Psychotropic Drugs. MIND Occasional 
Paper No. 4. Two papers given by Mr Sanjaya LALL 
and Dr Perer A. Pansy. MIND (National Associa- 
tion for Mental Health) Price 55р. 


CHILDREN AND ADOLESCENTS 


The Siblings. By Roy Brown. Abelard-Schuman. Price 
8.95. 

Identity Group Psychotherapy with Adolescents, 
By Arnoro W. RaaHMAN. Charles С. Thomas. Price 
$16.75. 


MISCELLANEOUS 


Human Life Cycle. By Wruttam С. Sze. Jason Aronson. 
Price $20.00. 

Neuropsycho-pharmacology. Edited by J. К. Borsmr, 
Н. Нірртоз and Р. Prouor. North Holland Publishing. 
Price $108.50. 

The Movies on Your Mind. By Harvey R. GREENBERO. 
Saturday Review Press. Price $10.95, $495 (paper- 
back). 

The Biofeedback Syllabus: A Handbook for the 
Psychophysiologic Study of Biofeedback. Edited 
by Barsara B. Brown. Charles C. Thomas. Price $26.50 
(cloth) $19.75 (paper). 


Many of these books will be reviewed at a later date. 
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Letters for publication in the Correspondence columns should be addressed to: 
The Editor, British Journal of Psychiatry, 17 Belgrave Square, London, SW1X 8PG 


FACT AND FICTION IN THE CARE OF 
THE MENTALLY HANDICAPPED 


DEAR SIR, 

Dr Shapiro’s historical account is both elegant and 
illuminating. But if history teaches us anything, it is 
not that the solutions of the past were best, but rather 
that we need not be bound by the solutions we have 
inherited. If ‘community care’ in the past was 
inadequate, this is not to say that it will always be so, 
given the proper planning and development of 
services. If the institutions, in their day, offered a 
service guided by enlightened concepts, this is not to 
say that institutional care is now appropriate. It is 
perhaps salutary to note that these same concepts 
were guiding a service which has thrown up what 
Dr Shapiro euphemistically calls the ‘painful occur- 
rences’ at Ely, Farleigh, etc. The gap between the 
‘concepts’ of great consultants and the realities of 
service provision—care on the wards—has grown 
too wide. 

In the latter part of his paper there is an argument 
for medical specialization which few could deny. 
For too long there has been a failure to recognize the 
special medical and psychiatric needs of many 
mentally handicapped people. But Dr Shapiro makes 
an illogical step from the issue of specialization to 
that of the control of services. He over-stresses these 
special physical and psychiatric needs, and under- 
states the importance of purely social care. He argues 
that the medical specialist is uniquely able to perform 
the role of co-ordinator of the team of specialists, 
though his unique qualifications for co-ordinating the 
work of teachers, social workers, psychologists and 
others are not specified. By a trick of definition, social 
psychiatry becomes “. . . the adjustment of the total 
individual to his emotional and social environment". 
I imagine the definition would just as easily fit the 
specialisms of nurses, teachers, social workers, 
psychologists and others, all of whose work is de- 
valued by Dr Shapiro’s argument. 

His concern with control becomes at times almost 
obsessive, with mention of assuming *. . . total control 
of the patient’, and the *. . . total management of a 
patient in relation to his environment’. But his case 


for the medical specialist assuming this control, this 
paramount position, is neither clearly nor con- 
vincingly presented. 

Professionalism is a sentiment which can inspire the 
highest standards ofservice and care. But it has another 
face, which can become a narrow, jealous concern 
with the privileges, status and rewards of an occupa- 
tional group. It would be a pity if consultants, and 
nurses too, allowed this kind of sentiment to cloud 
their judgement. Services should be planned around 
the needs of clients, not the career prospects of 
professionals. The needs of the mentally handicapped 
can only be met by services which are truly inter- 
disciplinary in character. Medical specialists are a 
vital part of any caring team—but contributions from 
nurses, social workers, teachers, psychologists and 
parents are just as vital. Historically, medical men 
have not been accustomed to assuming such a role, 
but it is to be hoped that they will accept the challenge 
rather than cry for a return to the old ways. 


ALAN TYNE 
Campaign for the Mentally Handicapped, 
96 Portland Place, 
London, WiN 4EX. 


Dear Sm, 


It is very nice to be able to welcome Dr Forrest 
(Journal, August 1975, 127, p 190) to the increasing 
number of professionals who believe that the hospital 
service for the mentally handicapped has become a 
casualty of the reorganization of the NHS, and that 
some unification of the service, whatever its dis- 
advantage in ‘isolating’ this group from other handi- 
capping conditions, should be considered at this 
stage. This is a realistic view and it has my support. 

However, this does not seern to me necessarily to 
support the views of Dr Shapiro (Journal, September 
1974, 125, p 286) or to condemn those of Dr Kushlick 
and his colleagues (Journal, May 1975, 126, p 487). 
Dr Shapiro appears to promote a medically-orientated 
comprehensive service in which large hospitals con- 
tinue as the basis for a psychiatrically-orientated 
service. This seems also to have been the style, if not 
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the method of funding, of the old service in Northern 
Ireland, which Dr Forrest favours. There are, how- 
ever, other ways of developing a unified service, not 
based on the medical model as we have known it 
in the past but respecting the multi-disciplinary 
approach, which is now generally accepted as being 
the most appropriate one. 

On the other hand, the approach of Dr Kushlick 
and his colleagues is based upon the principles 
embodied in Better Services for the Mentally Handicapped 
(which are also contained, with detailed modifica- 
tion, in the Scottish equivalent, Services for the Mentally 
Handicapped). There is, it seems to me, a valuable 
thread of agreement here, even between somewhat 
polarized extremes, and it is most important in the 
present turbulent state that this possibility for the 
development of an articulate and unified voice for this 
vulnerable sector should be pursued. 

It appears to some of us that one major cause of 
the emotive dissonance that has characterized this 
field in recent years is the lack of understanding 
between various professionals. It has been the 
experience of the Association of Professionals for the 
Mentally Handicapped that if such professions 
undergo even a short educational experience to- 
gether they gain much more insight into the roles of 
their colleagues in other disciplines. 

What is urgently needed in the United Kingdom is 
an academic centre, or centres, for the training of 
professionals in mental handicap. There appear to 
be many areas of overlap in parts of existing courses 
which are at present taken in isolation by nurses, 
social workers, educationalists, para-medicals, psy- 
chologists and the students in the various medical 
sub-specialties. There are also areas in which no one 
seems to receive adequate training. If the mental 
handicap aspects of these courses could be received 
in the same setting with students from other discip- 
lines: (1) a better perspective and a more balanced 
approach would be promoted among professionals; 
(2) the content of the courses could be considerably 
refined, especially with regard to their relevance to 
the ultimate professional tasks; and (3) a centre (or 
centres) of excellence would be created which would 
attract the comparatively few skilled people who are 
around in this field to work together in a balanced 
multi-disciplinary setting from which some original 
ideas and research could hardly fail to materialize. 
It is, of course, essential that such an ‘Institute’ 
should be located in a situation, both functionally 
and geographically, that does not give it, directly 
or by implication, a unidisciplinary slant. It might 
be possible, for example, to attach it to a University 
but not necessarily through the Departmental 
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structure, and it should not be difficult —with funding 
—to direct it at Professorial level. 

It has been my sad experience in recent years to 
see an increasing polarization of the views upon the 
services for the mentally handicapped. The result of 
this has been to prevent the effective development of 
new ideas on any worthwhile scale. The causes are 
complex—political, economic, psychosocial, techno- 
logical developments in medicine, etc. The faith of 
Better Services (40) (xiii) in the reorganization of the 
NHS does not seem to those of us actually involved 
in the service to have been justified. I suggest that 
our task now is to co-operate within ourselves and 
with our colleagues in all the related disciplines in the 
setting up of a truly ‘Better Service’ that compounds 
experience, insight, and above all, better professional 
skills, knowledge and attitudes. 

T. L. PILKINGTON 
Department of Community Medicine, 
Usher Institute, 
Warrender Park Road, 
Edinburgh, EHg 1DW. 


UNILATERAL ECT 
Dear Sir, 

We are surprised that Dr Halliday et al (Journal, 
October 1975, X27, 416) did not refer to pulse ECT 
when discussing the prevention of memory dis- 
turbance after ECT. We agree that there are three 
considerations in achieving this—the use of unilateral 
non-dominant electrode placement, correct assess- 
ment of laterality and employment of the minimum 
dose required to produce grand mal. With regard to 
the third, we believe that they have overlooked an 
efficient and widely available method, namely the 
use of bidirectional pulses, 750V peak-to-peak with a 
repetition rate of 21:5 per second. The wave form 
thus differs radically from that of sinusoidal ECT. 
Pulse ECT has been adequately described (Cronholme 
and Ottosson, 1963: Carney and Sheffield, 1974) andit 
has been shown in controlled comparative studies to 
be as beneficial as sinusoidal ECT by Valentine, 
Keddie and Dunne (1968) who also showed that it 
reduced to a significantly greater extent than sinus- 
oidal ECT, post-electroplexy malaise and memory 
disturbance. 

М. W. P. Carney 


Northwick Park Hospital, 
Watford Road, 
Harrow, Middlesex HAr 3U7. 
` В. Е. 5нңкивго 
University Hospital of 
South Manchester. 
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CONTROLLED TRIALS OF IMIPRAMINE 
DAR Sir, 

Drs Rogers and Clay (Journal, December 1975, 127, 
599) suggest that further drug-placebo trials in 
endogenous depression are not justified as imipramine 
is of indisputable benefit in such patients who have 
not become institutionalized. The data presented are 
open to other interpretations, and the effectiveness of 
imipramine for the treatment of depression has still 
not been established beyond doubt. A suitably 
designed trial comparing antidepressants with placebo 
might still help to clarify the problem. Many 
psychiatrists would expect most patients (certainly 
over 50 per cent) with endogenous depression to 
get better in due course without treatment because 
of the natural history of the disorder. There is no 
indication of the length of time for which any of the 
patients were treated. We think the distinction 
between endogenous and other depressions is not so 







readily mad porplied in the table. The great 
variation y ntage improvement rates in both 
imipra placebo groups of endogenous 
depressio s some explanation. The criteria for 


rating improv ement are not mentioned, and the 
sample sizes vary from 6 in one trial to 140 in another. 

The trials analysed by Rogers and Clay form only a 
small proportion of the published trials on anti- 
depressants. The method of statistical analysis does 
not allow for all trials to be tabulated. There are 
many trials in which placebo has achieved a better 
result than an antidepressant, and these have not 
been included. Also, only two trials carried out since 
1966 are mentioned and it is in the first years of a 
drug’s commercial life that favourable reports tend 
to be published. Some of these points concerning 
antidepressants have been made previously by 
Leyburn (1967) and by Porter (1971). It would be 
unfortunate if the results of this particular statistical 
review were accepted uncritically as evidence that 
imipramine is in fact so therapeutically effective. 

R. J. Kerry 
J. E. Orme 

Middlewood Hospital, 
Sheffield S6 rTP. 
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A MARRIAGE THAT OUGHT TO ENDURE 
Dear Sm, 


In his pamphlet The Future of Psychiatry Professor 
Eysenck advocates an amicable divorce between the 
disciplines of Psychiatry and Clinical Psychology. 
It is our opinion that this would not be in the best 
interest of the psychoneurotic patient. By arguing 
that psychoneurosis is behaviour largely determined 
by conditioning, deconditioning or failure to learn or 
condition, Eysenck (p 6) is stretching his stimulus- 
response theories just as far as he claims many 
psychiatrists are stretching the disease model. Recent 
work (Beech, Н. К. and Perigault, J., 1974; Crowe, 
M. J. et al, 1972) suggests that both acquisition and 
extinction of morbid fears and obsessions constitute 
a very complex process—'it is obvious that multiple 
conditions are involved which interact with one 
another, so a satisfactory model cannot be simple’, 
comments Marks (1975). ‘Unusual states of arousal’ 
and ‘right cognitive set’ are postulated, but elude 
precise qualitative definition. Thus the door once 
again opens to concepts such as idiosyncratic meaning 
and conflict. Many behaviour therapists, contrary 
to Eysenck’s view, emphasize the role of cognitive 
factors in the cause and treatment of psychoncurosis. 
At this point there is a great deal of overlap between 
behaviour therapy and psychotherapy. 

A significant proportion of our patients resist 
exploration so that basic drives remain unrevealed: 
the obstacles of denial, dissociation, projection and 
displacement of feeling can be formidable, and it is the 
psychotherapist’s often slow and arduous task to 
evaluate and disentangle them. Such obstacles do 
not necessarily constitute complexes in the classical 
sense (Eysenck, p 17), but may represent interpersonal 
emotions or phobias hidden from conscious awareness 
and therefore not accessible to treatment until the 
patient can be brought into direct contact with the 
phobic object or situation: but if the latter remains 
unrevealed, unrecognized or unknown, what precisely 
do we help the patient to confront? 

The danger of neglecting covert factors is not so 
much symptom replacement as resistance to treatment 
or only very partial improvement. In a series of 
agoraphobic patients, psychological gain appeared to 
have prevented success with deconditioning therapies 
in 56 per cent of cases (Shafar, 1975); psychodynamic 
gains operated, but many were relinquished with 
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the aid of psychotherapy, leading to subsequent 
success with behaviour therapy. Because of the lack 
of theoretic application to many of a patient’s 
problems, the need is for a combined approach to 
ascertain the relevant factors involved and to specify 
goals for treatment. The present trend is for the two 
disciplines to move closer together. Many psycho- 
therapists are acquiring skills in behaviour therapy; 
many clinical psychologists are recognizing the role 
of covert factors and are inclining towards psycho- 
therapy. Far from the psychiatrist interfering in 
treatment in which the psychologist is expert 
(Eysenck, p 18), there is little reason why a flexible 
collaboration cannot be created. 
S. SHAFAR 

Department of Psychiatry, 
North Manchester General Hospital, 
Crumpsall, Manchester M8 GRB. 

K. H. Мсболлооон 
Department of Psychiatry, 
Bolton District General Hospital, 
Famworth, Bolton BL4 075. 
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THE CONGEPT OF DISEASE 

Dear Sm, | 

Professor Kendell (Journal, October 1975, 127, 305- 
15) has argued the most interesting thesis that disease 
should be defined as that which decreases fertility 
arid increases mortality, but excludes ‘purely cultural 
factors determining who lives and dies'. Since man is 
biologically a cultural animal—his culture being a 
major determinant in individual and species survival 
—this is a curious position, Kendell is forced to the 
arbitrary exclusion of cultural factors because he has 
confused two questions. These are the scientist's 
question and the practitioner's question. 

The scientist, the passive outsider, may ask, ‘What 
factors reduce fertility and increase mortality?’ His 
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answer will clearly encompass cultural factors, 
including the efforts of doctors. The practitioner, the 
active insider, may ask, ‘Whom should doctors 
treat? The answer will depend upon doctors’ 
competence and optimism and their given role in a 
community. The group treated will continually 
change as doctors’ competence and the community 
change. Their role is subject to continual negotiation, 
as is the role of, say, psychologists, social workers and 
so on. The answer to the second question is specific 
to time, place and culture. 

The answers to the two questions will not be the 
same, We may use the term ‘illness’ in one or other 
answer, or neither, just as we wish, but we may not, 
as Kendell does, confound the two and use a partial 
answer to the scientist’s question to try to answer 
the practitioner’s question. Logically it is wrong, 
practically it could be disastrous. 

Jonn M. Ricrer 
Smith Hospital, 
Henley-on-Thames, 
Oxfordshire RGg GAB. 


Dear Sm, 

Professor Kendell’s address ( Journal, October 1975, 
127, 305) encourages us to rethink our concepts of 
disease. Briefly, he finds it difficult to define disease 
and advocates in its place the concept of *biological 
defect’. While appreciative of his thoughtful contribu- 
tion, J am more in agreement with the customary 
definitions of disease and the morbid process than 
with his position; the customary definitions are 
rarely challenged by their critics, they are simply 
ignored. 

Disease stands for ‘absence of case’ (Oxford 
English Dictionary)—the patient’s subjective aware- 
ness that there is something wrong, covered by the 
clinician with the term ‘symptom’. The lack of ease, 
or symptom, is the discerned result of the underlying 
morbid process. The patient is usually, but not 
always, aware of his disease; discernment is increased 
by screening devices. The symptom must not be 
confused with the underlying morbid process. 

The morbid process of disease is well defined in 
most adequate medical dictionaries (e.g. Butterworths). 
It results essentially from one or more noxious agents 
acting on a structure, setting up dysfunction in it, 
and releasing coping devices to restrict and repair the 
damage, which, if they fail, cannot be prevented. 
'The power of the coping devices varies with indi- 
viduals and populations. The noxious agent can be 
psychic or somatic; the structure can be the psyche 
or the soma; the morbid process can be psychic or 
somatic. Indeed psychic trauma can lead to somatic 
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pathology, and physical trauma can lead to psycho- 
pathology. Usually, the two processes occur together. 
Knowledge steadily reduces the number of unknown 
morbid processes that are not understood. 

The period from the seventeenth to the nineteenth 
century is the most confused one-twentieth of the 


recorded span of medical history, a period when * 


psychopathology was almost ignored. А brief 
excursion into history will show that this neglect did 
not always obtain. From Hippocrates to Galen and 
Timothy Bright, the physician’s concern was with 
psychic as well as organic pathology. Indeed the 
humoral theory, found not only in ancient Greek 
and Roman medicine but also in the medical systems 
of India, China and Egypt, is an attempt, within the 
limits of knowledge available to those civilizations, to 
explain the interchange between psyche and soma, 
this being, then as now, a matter of prime concern to 
the physician. Unhappily for psychiatry, the seven- 
teenth century saw an upsurge in physiology and 
organic (physical) medicine; psychic pathology 
tended to be overlooked in the new enthusiasm. 
Today we see a move within medicine to redress the 
balance. The dynamically orientated psychiatrists 
were an active group in founding the Royal College, 
independent of the physicians but still within the 
corpus of Medicine. 

It is now possible to understand the mistake made 
by Szasz. He states (Szasz, 1974), ‘illness means there 
is something wrong with the bod» of the person said 
to be ill’ (my italics). Wrongly, by ignoring psychic 
pathology, he limits the definition of disease and the 
function of medicine. T'he same misunderstanding is 
seen in the statements by critics of the ‘medical 
model’. 

The patient being ill-at-easé psychically, somatic- 
ally, or both, seeks the help of a healer, and this 
constitutes the reason for the intervention of the 
medical practitioner. This clinician is ready to help 
with, for example, an ulcer—the end product of 
anxiety, or with, for example, depression—the end 
product of physical injury. Where special knowledge 
of a system is required, the medical practitioner 
becomes a specialist. In the case of the psychic 
system the specialist is the psychiatrist, a term 
meaning ‘healer of the psyche’, originally defined and 
described by J. С. Кеп in a book (Reil, 1803) 
devoted to treatment by psychic methods. Thus 
disorders of the psyche is the true field of the 
psychiatrist. If insanity is a matter of psychopathology, 
that too is a part of this field. But should insanity be a 
matter of somatic defect, as is likely, then it becomes 
the field of the neurologist or neuro-psychiatrist. 


CORRESPONDENCE 


A concept of ‘biological defect’ based on statistics, 
confuses anomaly with morbid process and gives an 
unclear guide to aetiology, diagnosis, pathology, and 
treatment. The concept does not face up to the finding 
that the norm may be unhealthy. It is particularly 
unfortunate to equate disease with low fertility; 
history amply demonstrates the high fertility of those 
suffering from an undoubted disease, for instance, in 
the early stages of GPI or in a state of severe neurosis, 
as іп a problem family. 

Joun С. Howzrrs 
The Institute of Family Psychiatry, 
The Ipswich Hospiial, 
23 Henley Road, 
Ipswich ІРг 3ТЕ. 
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SPEECH IN SCHIZOPHRENIC PATIENTS 
Dear Sir, 


I was interested to read the comments made by 
Silverman and Marcus (Journal, October 1975, 127, 
415) on the paper by myself, Wishner and Callaghan 
(Journal, June 1975, 126, 571). Because the sampling 
constraints necessarily imposed by our design may 
have led to the selection on unrepresentative speech 
passages (a point, which, of course, we acknowledged 
in the paper) we have recently conducted two 
follow-up studies. In the first, 200-word passages 
from ten schizophrenic speakers and ten normal 
speakers were 'Clozed' by normal raters under 
fourth-word deletion, and no difference was found 
between the two types of passage. In the second, 
passages from twenty-five schizophrenic speakers 
were rated by normals under both fourth- and fifth- 
word deletion, and the two deletion conditions 
produced identical scores. The findings of both 
studies are, I think, quite different from what 
Silverman would predict. 

" D. К, Rurrer 
Department of Psychology, 
University of Warwick, 
Coventry, CV4 JAL. 
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The Retreat, York 


for Psychiatric lilnesses 


This long established Private Registered Nursing Home of 275 beds is a non-profit 
making charity. 


It has separate departments for the admission of all types of acute and short-stay 





patients and for long-stay and psychogeri 
combination of psychological and physica 


atric disorders. The Hospital is able to offer a 
| methods of treatment for most types of 


psychiatric illness, including alcoho! dependence, in a sympathetic and friendly atmo- 
sphere where religious convictions are understood and problems can be given individual 


specialist consideration. 


The Hospital stands within its own grounds on the outskirts of the City of York and is 
able to offer a wide range of occupational activities. 


The Hospital is recognised by the main private patient schemes and fees which are 


inclusive start from £10.30 per day. 


For further particulars apply to: The Medical Director, The Retreat, York 


YO1 5BN (Telephone: 54551 STD 09 04). 


INSTITUTE OF GROUP 
ANALYSIS 


1 Bickenhall Mansions, Bickenhall Street 
London WIH ЭГЕ 01-487 5373 


The following courses will be run by the 
Insitute of Group Analysis: 
GENERAL COURSE IN GROUP WORK for people 
working with or interested ‘in groups, small and large, for 
therapy and training. Twenty lectures followed by a Large 
Group experience, and a weekly Small Group experience 
throughout the course, 

Course begins October 14, 1976 until June 16, 1977, on 
"Thursdays from 2,15«5,45 p.m. 

COURSE IN FAMILY AND MARITAL GROUP WORK 
combines lectures, films and video tape presentations with 
small groups that include role playing, simulated family 
situations and examination of group process. Course begins 
October 1976 until June 1977 on Tuesdays 2.15-5,45 p.m. 

A PILOT COURSE IN STAFF SUPPORT, SUPERVISION 
AND (ING is planned if sufficient enquiries are received, 
ADVANCED COURSES AND SEMINARS in both above 
and other subjects will be run over the same period to suit 
various levels of experience. 

LAST DATE FOR ENROLMENT-—28 May 1976 
QUALIFYING COURSE offers full training leading to 
professional membership of the Institute of Group Analysis. 
Applications can be made at any time, 

Enquiries to: "Courses Secretary" at the above address, 


Please enclose a stamped addressed envelope for reply. 








INSTITUTE OF GROUP ANALYSIS 
1 Bickenhall Mansions, Bickenhall Street, 
London W1H 3LF 01-487 5373 
The following courses will be run by the Institute of 

Group Analysis: 

ADVANCED COURSE SEMINARS 

A.| Basic Supervision for those just starting their 
group(s) 

A.2 Clinical Supervision detailed discussion of 
clinical material from ongoing out-patient 
groups 

A.3 Advanced Seminars in Family and Marital 
Group Work for workers of all disciplines 
experienced in Family & Marital Group Work 

A.4 Large Group Project to explore experientially 
the more specifically group dynamic processes 
in large groups as distinct from its psycho- 
dynamic aspects 

All seminars start in the first week in October, 

Seminars A 1-A3 30 weeks, A4 40 weeks 

LAST DATE FOR ENROLMENT-—28 May 1976 

The following courses will be held if sufficient interest 

is shown: 

1. Seminar in Group Analytic Work with Children 

2. Seminar in Staff, Support and Supervision 

Enquiries to: “Courses Secretary” at the above 

address. 

Please enclose a stamped addressed envelope for reply. 
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а Effective against both [1 Provides release from 





reactive and endogenous somatic disorders, such as 

depression. persistent fatigue, lethargy, 

О A potent new anti- loss of appetite, and vague 

depressant with anxiolytic gastro-intestinal distress. 

properties. [] Assistance in re-establishing 
sleep patterns. 


EVADYNE 


iBuinntvline Hydmotiondel 
For further technical information please contact: 


Ayerst Laboratories Limited, Invincible Road, Farnborough, Hants. GU14 7OH. . 
Telephone: Farnborough 511981 (STD 0252) 
"кайт! isa negmered Tade Mark. 
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| Bowden House Clinic 
oOo for the treatment of 
psychiatric illnesses 
Founded by Dr. Hugh Crichton-Miller as a 
Charity in 1911 
LONDON ROAD 
HARROW-ON-THE-HILL 
MIDDLESEX 
Telephone: 01-864 0221 


This is a mini hospital of 70 beds of which 
16 are devoted to the care of the aged. Over 
the past ro years the facilities in the Clinic 
have been steadily added to and existing 
ones improved. In 1974 a 16-bedded wing 
was built, each room with bathroom ensuite 
and every modern convenience, including 
colour television. : 
Despite rising costs we plan to keep fees 
within the framework of BUPA and PPP. 
For further particulars apply to the Medical 
Director. : 

























THE TAVISTOCK CLINIC 


in association with 
THE TAVISTOCK INSTITUTE 
OF HUMAN RELATIONS 


Advanced Training in 
Family Therapy 
1976/77 


Applications are invited for a multidisciplinary 
clinical training in family therapy for experienced 
therapists who are currently engaged in family 
therapy and have interest in developing their own 
training schemes. 


А i day per week programme will include 
clinical work with families in the Department for 
Children and Parents with supervision using 
video tapes plus theoretical and experimental 
seminars. There will be opportunities for mem- 
bers to teach in various training events. 


Closing date: 30th April, 1976 


AUN forms and further details are available 
rom: 

The Executive Officer (Training), 

Tavistock Centre, 

1 20Belsize Lane, 

London NW3 5BA 












SEANDREW S HOSPITAL 
NORTHAMPTON 


ONE OF THE FOREMOST PRIVATE 
PSYCHIATRIC HOSPITALS IN BRITAIN 


ST. ANDREW'S HOSPITAL, which was established in 
1838 as a non-profit making charitable foundation, is à 
progressive hospital staffed and equipped for the treatment 
of every type of psychiatric illness. 


SHORT STAY patients are, in general, admitted 
to Isham House, a modern and luxurious Nursing Home 
within the grounds. The accommodation consists of 
private bedrooms, most of which have private bathrooms. 
All forms of treatment are available, with emphasis on 
individual and group psychotherapy. 


PSYCHO-GERIATRIC patients are admitted to 
“The Harper Unit" in the main hospital, which has 
recently been opened. This unit, which has both private 
rooms and cubicle accommodation, has been completely 
reconstructed and adapted specifically to provide a high 
standard of care and privacy and the ratio of nurses to 
patients is generous. 


LONG STAY patients are admitted to a separate 
part of the main hospital, which has also been completely 
modernised. 


All patients are under the care of full-time 
Consultant Psychiatrists. 


FACILITIES AND AMENITIES for occupational 
therapy and recreation are excellent, and include a 9-hole 
golf course, squash court, tennis courts, heated indoor 
swimming pool and a Social Centre with restaurant, 
shop and hairdressing salon. All these are set in the 
hospital’s own 100 acres of attractive well-wooded 
grounds, 


Northampton is about one hour's journey from 
London, either by train or on the M.1 motorway, and is 
easily accessible from all parts of the country. 


B.U.P.A. and P.P.P. subscribers are able to claim 
benefit in respect of their treatment fees. 


Further particulars, including fees, may be obtained 
from the Medical Director, St. Andrew's Hospital, 
Northampton (Tel: 0604-21311) who can be seen in 
consultation by appointment at the hospital. 
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Psychosomatic Classics 


Selected Papers from Psychasomatic Medicine, 1939-1958 


Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting of L. A, 
Gottschalk (Davis, Calif.); P. Н. Knapp (Boston, Mass.); М. F, Reiser (New Haven, Conn.); J. D. Sapira 
(Pittsburgh, Pa.) and A. P. Shapiro (Pittsburgh, Pa.). 


Vill + 252 p., 53 fig., 30 tab., 1972 


SFr. 35.50/ US $13.75 / DM 35.50; reduced price granted to members of the American Psychosomatic 
Society SFr. 31.35 / US $12.25 / DM 31.35; and to students SFr. 27.15 / US $10.50 / DM 27.15. 


ISBN 3-8058-1232—5 


Foreword — A Study of an infant with a Gastric Fistula. 1. Behavior and the Rate of Total Hydrochloric 
Acid Secretion — Etiology of Duodenal Ulcer. 1. Relation of Specific Psychological Characteristics to 
Rate of Gastric Secretion (Serum Pepsinogen) — Psychosomatic Disease and the ‘Visceral Brain’. 
Recent Developments Bearing on the Papez Theory of Emotion -— Psychologie Mechanism in Malignant 
Hypertension — Studies of Syncope. 111. Differentiation Between Vasodepressor and Hysterical 
Fainting — The Correlations Between Ovarian Activity and Psychodynamic Processes. 1. The Ovulative 
Phase —- Emotions and Gastroduodenal Function. Experimental Studies on Patients with Gastritis. 
Duodenitis and Peptic Ulcer — Psychoanalytic Study of a case of Essential Hypertension — Possible 
Etiologic Relevance of Personality Factors in Arterial Hypertension —- Emotional Stress in the 
Precipitation of Congestive Heart Failure — Some Experimental Observations. on Gastrointestinal. 
Lesions in Behaviorally Conditioned Monkeys — Autonomic Response Specificity. An Experimental 
Study — An Investigation of the Relation Between Life Experience, Personality Characteristics, and 
General Susceptibility to iNness, 


Since its beginning in 1939, Psychosomatic Medicine has published more than 1,200 papers. Many 
of these have represented the major investigative studies in an area which has.expanded considerably 
in its scope during this period. These investigations are frequently quoted in contemporary discussions 
of psychosomatic disease and in the literature of internal medicine, psychiatry, psychology, and 
psychophysiology. This volume represents the American Psychosomatic Society's response to the many 
requests for a collection of such papers. 


A committee representing the Editorial Board of the Journal reviewed the first 20 years of Psycho- 
Somatic Medicine, each member independently selecting approximately 50 articles of the highest 
contemporary relevancy. This list was further reduced by consensus to 33 articles which could rightly 
be called outstanding on the basis of their broad implications and their excellence of argument. 
Limitations of space required a further reduction to the present fourteen papers. 


Each article is introduced by a short retrospective statement which indicates the historic and 
intellectual context in which the work was first performed and also discusses how well the authors’ 
concepts have stood the test of time. In addition, there is a foreword by Dr. Carl Binger who was the 
Editor of the Journal during most of this exciting period. 


This is a book which allows immediate access to the original presentation of those concepts which 
have become central to modern psychosomatic research and to contemporary clinical medicine and 
psychiatry. It should appeal to both the clinician and investigator who. wish to broaden and refresh their 
conceptual framework, as well as to students, in medicine and the behavioral sciences who may be 
unaware of the data sources of contemporary psychosomatic medicine. 


S. Karger - Basel - München - Paris - London - New York - Sydney 
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Years ahead 
with clinical experience 
and controlled research studies 


Modecate 


(fluphenazine decanoate) 


internationally accepted as the standard depot treatment for schizophrenia 


Full prescribing information is available from: 


Technical Department, E.R. Squibb & Sons Ltd., Regal House, Twickenham, TW1 3QT. SQUIBB 
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ш Induces refreshing sleep 


m Acts profoundly on underlying 
anxiety and depression 


In a convenient night-time dosage 
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helps your patients off the hook 


ш Rapidly restores natural sleeping 
patterns 


For your patient ‘Surmontil’ means 
ш less dependence on sleeping tablets 
п less habituation 


m fewer repeat prescriptions for 
hypnotics 


Full information is available on 
request 
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treatment for obse 
phobic disorders. 
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depression and ph 


obsessional disord 
request. 


Anafranil is 3-chloro-5- (3-dimet! 
11-dihydro 5H dibenz [b. f] аге 
(clomipramine) hydrochloride 


Detailed literature describing any 
will be supplied on request. 


Geigy Pharmaceuticals, 
Macclesfield, Cheshire SK10 2L 
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Anafranil® 


Lin depression 


“The most striking finding however, 


was the number of patients who 


. showed spectacular improvement and 


who had been ill for considerable 
periods of time. By and large this group 
were of a chronic grumbling type who 
sought much and constant medical 
attention and yet did not reward the 
doctor by getting better.” 

Clomipramine (Anafranil) in the treatment of 
chronic intractable depression. 


Paper read at the Fifth World Congress of 
Psychiatry, Mexico D.F. 1971. 





“The difference between the proportion 
of patients in hospital who improved 
when treated with electroconvulsive 
therapy, conventional antidepressant 
drug therapy and intravenous infusion 
of clomipramine was statistically 
significant in favour of the last 
mentioned treatment. Patients on 
clomipramine as a group needed fewer 


- treatments and returned to work more 


rapidly than did their counterparts 
having electroconvulsive therapy.” 


A new adjunct to the treatment and management 
of depression : intravenous infusion of 
clamipremina (Anafranil). S. Afr. med. J, 46, 
168 (1971) 





“72%, (of 57 patients) showed a very 


` good or good response and 96% made 


some improvement. This compares 
very favourably with the response of 
similar groups of severely depressed 
patients to E.C.T., and it is postulated 
that intravenous chlorimipramine can 
be offered as an alternative form of 
treatment." 


“Oral group : 78 per cent showed a 
very good or good response and 96 per 
cent improved to some extent. This 
also compared favourably with the 
results obtained with other 
antidepressant drugs in similar groups 
of patients." 


Parenteral and oral chlorimipramine traatment of 


! depressive states. Brit. J. Psychiat., 122, 189 
„ (1973) 


` 





Anafranil® їп 
obsessional/phobic 
disorders 





“Clomipramine has the two distinct 
properties of being an anti-depressive 
and an anti-obsessional drug.” 
Clomipramine (Anafranil) in the treatment of 


obsessional statas : A psychiatrists viaw. 
J. Int. Mad. Res., 3 (Supp 1) 83 (1975) 





"Obsessional illnesses have always 
been notorious for their resistance to ` 
treatment and phobic states, especially, 
when they are diffuse and 
polysymptomatic, do not respond always 
to deconditioning or flooding 
techniques . .. . A treatment which 
offers brevity with a 70% chance of 
disappearance or considerable reduction 
in symptoms is worth offering to 
patients as a first choice of therapies." 
Clomipramine (Anafranil) in tha treatment of 


obsessional ilinesses and phobic anxiety states. 
J. Int. Med. Res., 1, 403 (1973) 


"It is our view that clomipramine not 
only gives good results in severe and 
moderate depressive states, but it is 
emerging as the treatment of choice in 
obsessive compulsive disorders and 
phobic states.” 


Latter, Treating phobias. World Medicine, 7. 
11: 15 (1972) 


"The mode of action of Anafranil is 
unknown but without doubt it appears 
to exert a beneficial effect on neurotic 
responses in general and phobic and 
obsessional states in particular." 

An investigation into the use of Anafranil in 


phobic and obsessional disorders. 
Scot. med. J., 20 (Supp), 61 (1975) 
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Universiteit van Amsterdam 


In the department of Clinical Psychology of 
the Subfaculty of Psychology there is a 
half-time or full-time opening available for an 


experienced 
psychotherapist · 


Functions include supervision and 
instruction in psychotherapy. Within the 
framework of the "Phobia Project" the 
Department of Clinical Psychology conducts 
research and therapy with phobic patients. 
The therapy is given by graduate students 
under supervision of either a behavioral ora 
psychodynamically oriented, experienced 
therapist. 


The functions of the appointee are: 

т. Supervision of the psychotherapies 
performed by students in the Department 
of Clinical Psychology. 

2. Theoretical instruction in psychotherapy 
with small groups of students. 

3. Participation in research in psycho- 
therapeutic treatment modalities in the 
framework of the "Phobia Project". 


We seek a candidate with the following 

qualifications: 

a. a minimum of five years of practical 
experience in psychotherapy; a therapist 
with a Rogerian frame of reference is 
preferred; 

b. extensive experience in supervising 
student therapists; 

c. experience in the instruction of 
psychotherapeutic theories; 

d. either experience of participation in 
research projects within the field of 
psychotherapy. 


Further information can be obtained from 
the Chairman of the Therapy Department 
(dr. R. W. Ramsay). Tel.: o20 - 525 3134, 
and o20 - 525 3142. 

Salary commensurate with experience. 
Potential candidates are requested to submit 
their curriculum vitae to the above 
mentioned Chairman of the Therapy 
Department, Weesperplein 8, Amsterdam, 
quoting number 599. 

Supervision and instruction can be given to 
the students in English. 


Positions for academic psychiatrists. Faculty 
appointments with unique quorum d for 
research in areas related to: 1. Social Psychiatry 


'—Urban mental health problems, suicide and 


homicide, forensic programs and related areas. 
2. Clinical Psycbiatry—40 beds for patient 
related studies. Support staff and patients 
available. 3. Mental th Systems— 
evaluation studies, standardization of psychia- 
tric terms, automation and evaluation of 
problem oriented approaches and other areas. 
4. Psychoblology-Biochemistry, Ge rra ic 
logy psychopharmacology laboratories 
available for collaborative studies with clinical 
psychiatrists. Openings for qualified candidates 
at various levels of experience. "Teaching 
responsibilities concern psychiatric residents. 
Usual university fringe benefits—tenure, sabba- 
ticals, vacations and continuing education. 
Attractive metropolitan area, central USA. 
Unusual о ity for research oriented 
candidates. mpetitive salaries. Send curri- 
culum vitae to: Ivan W. Sletten, M.D., Director, 
Missouri Institute of Psychiatry, A Division of 
the Department of Psychiatry, University of 
Missouri-Columbia, School of Medicine, 5400 
Arsenal Street, St. Louis, Mo. 63139 EEO. 


AUSTRALIA 


Position available for a Locum 
Psychiatrist, Short term or Long term 
with a view in Newcastle, N.S.W. 
General Practice of Psychiatry with 
bias towards children and adole- 
scents, family therapy. Appointments 
at local hospitals. Excellent rooms 
near beach, accommodation and car 
provided. 


Qualifications — D.P.M. and/or higher 

degree, Membership Australian and 

N.Z. College preferred, registrable in 

N.S.W. Salary $A500/wk. with usual 
emoluments. 

Reply airmail P.O. Box 662, Newcastle, 
N.S.W. 2300. 
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CERTIFIED 
PSYCHIATRIST 


The Nova Scotia Hospital, Dartmouth, Nova Scotia, invites applicants for the position of Certified Psychiatrist. 

This accredited hospital has a developing Community Mental Health Program and is affiliated with Dalhousie 
University. It is the principal psychiatric referral facility for the Province. 

The position offers an excellent opportunity to direct a multi-disciplinary professional team. Applicants with 
Canadian Certification or equivalent qualifications will be considered. Travel assistance will be provided. 

Salary: Up to $39,536. | 

Full Civil Service Benefits. я 

Competition is open to both men and women, 

Please quote competition number 75-869. 

Please direct inquiries to: Dr. H. P. Poulos, Medical Director, Nova Scotia Hospital, Drawer 1004, Dartmouth, 
‘Nova Scotia B2Y 3Z9. 


QUEENSLAND PUBLIC SERVICE — MEDICAL OFFICER — BRISBANE 


DEPARTMENT OF HEALTH — DIVISION OF YOUTH WELFARE AND GUIDANCE — CHILD GUIDANCE SPECIALIST 


QUALIFICATIONS: All applicants must be registerable in Queensland as a Medical Practitioner. In addition, 
registered Specialists must have had three years full time experience in the specialty and possess an approved 
higher degree or diploma. For Medical Officers, experience in Psychiatry and/or Paediatrics is desirable. 


TRAINING IN CHILD PSYCHIATRY FOR MEDICAL OFFICERS: The training offered in Child Psychiatry 
is of two years’ duration; опе year with children and one year with adolescents. Lectures, seminars, etc., are held 
throughout the year. Supervision is total at first becoming four hours per week in about six months. The course is 
accredited as a training programme by the Child Psychiatry Section of A.N.Z. College of Psychiatrists. Experience 
is given in the Institute of Child Guidance, Wilson Youth Hospital, Community Child Guidance Clinics and the 
Royal Children’s Hospital, etc., during the two year course. A period of eight hours per week is allowed from work 
to attend lectures and fees are refunded if exams are passed. 


SALARY: Child Guidance Specialist, Grade I $23,533 per annum 
Child Guidance Specialist, Grade II $22,184 per annum 
Appointment to a particular level depends upon qualifications and experience. 
Medical Officer $20,838 per annum 


APPLICATIONS quoting position reference number 128 V 76 and containing full particulars of name, address, 
telephone number, date of birth, marital status, qualiflcations, experience and present employment and furnishing 
copies of testimonials and names of two referees should be forwarded to the Chief Adminstration Officer, 
Department of the Public Service Board, Box 59 Post Office, Brisbane North Quay, Queensland 4000 by 
12 April 1976 (5127). 
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NEW Mk.4 Е.С.Т. APPARATUS: 
DUOPULSE, ECTONUSTIM, 
ECTONUS & ECTRON 


Also 


SOMLEC 
ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. SG6 IAQ 
ENGLAND 


Telephone: LETCHWORTH 2124 — Cables: ECTRON LETCHWORTH 


The International Journal 
of Psycho-Analysis 


Recent contents include: Sheldon Bach 
André Green Narcissism, continuity and the uncanny 


The analyst, symbolization and absence in the Leo R " 

analytic setting (on changes in analytic practice P o deca T r 

and analytic experience). Paper to be presented at sychoanalysis and the process of change” an 

the 29th International Congress essay on the past, present and future. Paper to be 
presented at the 29th International Congress — » 

George L. Engel 

The death of a twin: mourning and anniversary. Book Reviews 

reactions. Fragments of 10 years of self-analysis to the Editor 

Roy Schafer 

Psychoanalysis without psychodynamics 140th Bulletin of The International 

Amold H. Modell Psycho-Analytical Association 

The ego and the id: fifty years later Published every 3 months e Present Volume 

Stanley S. Weiss No. 57 e Annual Subscription £12.60 


The effect on the transference of 'special events' All subscription enquiries should be addressed 
occurring during psychoanalysis to Joanna Heathorn 


BAILLIERE Фтічоли. ; 


7/8 Henrietta Street London WC2E 8QE 
Medical Publishers since 1826 





BRITISH JOURNAL OF PSYCHIATRY, APRIL 1976 xiii 


uA T E f 


Pd "E 
/ : 
| р 


атоеще 


dosage simple, easy to 
remember, more зу 
fto bbe kiome. 








come to epa When 
k comes to choosing a 
for 


ireatment for хе туд 
оссе а ауД хет 
(is the one fo remember. ` ' 


Tbe ШЕ ШИ ӘЙ 
Do | 











Еш information on Tranxene (potassium clorazepate) 
is available on request from 
Boehringer Ingelheim Limited, Bracknell, Berkshire, 


® Boehringer : P/645 





...and when 
the problem is 






Androgen Deficiency 


Pro-viron adds to endogenous androgens 
unlike traditional androgen treatments which 
suppress the pituitary and merely replace 
endogenous androgens. 


Endogenous androgen levels are not suppressed. 
Testicular function is unimpaired. 
Liver tolerance is excellent. 


PRO-VIRON 


mesterolone 
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Е in high d one spermatogenesis 15 substitution of ti "uo warnings, etc. TN Ef abies" 
long periods. The unimpaired, steroid nucleus). In common with other 
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each conmining 25 mg spect properties on derivatives, Pro-viron administration presence o£ 
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Androgen definency. oestrogen, ‘This and so endogenous 75-100 mg daily for Pharmaceutical 
Male infertility. difference probably androgen production is several months. For | cautions | 
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Ludiomil 


maprotiline hydrochloride 


simplifies the treatment of depression . 


LI 


O O O "Unique 75mg tablets 
ine «дїр reminder picco 


O Q Q *Ludiomil is also available as 10mg, 25mg aud 


50mg tablets in 100's. 


OK results in 5000 patients confirm 
the efficacy of once-daily Ludiomil: 


Vell folerated-fuli dosage In the first week side effects were absent or mild 


in 79% of patients on Ludiomil. This excellent 

f rom t he outsey tolerability means that full dosage can be given 
from the start. (The recommended starting 
dose in severe depression is 150mg nocte.) 


Early onset of effect By the end of'the Ist week, 69%, of patients 


were already feeling better. Appetite, mood, 
anxiety and insomnia often begin to improve 
within 3-4 days on Ludiomil. 


Reduced need for Ludiomil also relieves anxiety associated with 
) oyye а depression, thereby reducing the need for sup- 

г anquilliser 8 porting tranquillisers. In addition, the mild 

: 2 sedative effect of Ludiomil helps the patient to 

and hy pnottes sleep through the period of peak absorption — 


minimising anv possible side effects. 
1. Paper rend at the Stratford Symposium, 1975, to be published. : 
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In common with other aspects of psychiatric 
medicine, a somatic basis for depression has 
long been sought in the hope that, once identi- 
fied, the abnormality could be corrected. 
"Current Views on Depression’ is the title Please arrange for me to see 
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opinions in this field of medicine. 
Showings of the filmstrips will be arranged 
upon request (see opposite). 
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Where Do Psychiatrists Come From? 


The Influence of United Kingdom Medical Schools on the Choice of 
Psychiatry as a Career 


By PETER BROOK 


Summary. The medical schools of origin of 531 psychiatrists who had qualified 
in the U.K. in the period 1961—1970 were ascertained. Psychiatrists were for the 
purpose of the study operationally defined as those who had taken the Royal 
College of Psychiatrists’ Membership examinations since its inception. There 
were large discrepancies, as much as five-fold, between different medical schools, 
and no ready explanation is forthcoming. There were also discrepancies in the 
proportion of women graduates opting for psychiatry. 


INTRODUCTION 

Do some medical schools produce more 
psychiatrists than others? This possibility was 
first raised by the findings of a nationwide 
survey made in 1961 under the auspices of the 
Association of the Study of Medical Education 
(A.S.M.E.) of nearly ro,000 students in all 
years of study at 23 medical schools (Martin, 
Last and Stanley, 1967). This suggested that 
there might be a relationship between specialty 
preference and medical school; for example, 
there was such an association between enthu- 
siasm for teaching psychiatry and preference 
for careers in the specialty among students at 
University College Hospital. However, the 
association between level of enthusiasm for 
teaching of a particular subject and interest in 
the specialty as a career choice disappeared 
when the students of 1961 were followed up in 
1966, at which time they had become young 
doctors (Ellis, 1970). 

An analysis of a sample of the 1961 students 
when further followed-up in 1969 showed that 
there existed discrepancies in the numbers of 
these young doctors actually in a psychiatric 
post between the different medical schools in 
which they had trained. For example, there was 
a twelve-fold difference in the percentage of 
psychiatrists who had graduated from Univer- 
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sity College Hospital, Bristol and St. Thomas’s 
and those who had come from St. Bartholo- 
mew's, Edinburgh and Liverpool (Brook, 1975). 
No ready explanation for this was apparent; 
for example, there was no association between 
the existence of academic psychiatric units or 
numbers of full-time university staff and the 
output of psychiatrists. However, as was pointed 
out, too much importance could not be attached 
to the figures, as the numbers were so small, 61 


- psychiatrists spread out from 23 medical 


schools. To explore further whether these dis- 
crepancies existed in fact and to look further 
into causation required a much larger sample 
of doctors. It was reasoned that as all or nearly 
all trainees in this country who are firmly com- 
mitted to a career in psychiatry would take the 
examination for the Membership of the Royal 
College of Psychiatrists or its preliminary test, 
names of candidates sitting the examinations 
would provide a fair representation, and so 
conclusions drawn from this larger sample 
could be made with a higher degree of confi- 
dence than those made from the limited 
numbers provided by the 1967 survey. 


MetTHOD 


The names of all candidates who had 
appeared for the preliminary tests held in 
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November 1971, March and October 1972, 
March and September 1973, and March and 
September 1974, and for the Membership 
examinations held in February and November 
1972, April. and October 1973, and April and 
October 1974 were obtained from the Royal 
College of Psychiatrists’ by kind permission of 
the Dean, Professor Kenneth Rawnsley. Each 
name was recorded once only, those re-sitting 
the examination or those appearing for the 
Membership after passing the preliminary test 
not being further recorded. By means of the 
1972 Medical Register, the current Medical 
Directory and in a few cases a postal inquiry, 
the names of the clinical school and the year of 
qualification of all but four candidates was 
ascertained. Only those who had qualified in 
the United Kingdom were finally recorded, 
giving a total of 699. The figure was further 
reduced to 531 by omitting all those who had 
qualified before 1961 and after 1970. The 
reason for this was that a fair amount of 
statistical information about the state of medical 
schools in the 1960s is recorded in the Report 
of the Royal Commission on Medical Education 
(1968) and a great deal of information about the 
state of psychiatric teaching in different medical 
schools as it existed in the mid-1960s is known 
(Brook, 1968; Carstairs et al, 1968). All Oxford 
and Cambridge medical graduates, whatever 
their clinical school, were in addition listed 
separately, but three who bad received their 
clinical training at Radcliffe Infirmary were 
excluded from the final tabulation. 


RESULTS 

The Table gives the numbers of young 
psychiatrists from each clinical medical school 
in the United Kingdom, with the one exception 
of Oxford. Because these medical schools differ 
greatly in size, a more meaningful result is 
given by a percentage figure; this was obtained 
by dividing the number of psychiatrists by the 
total output. of each school for the period 
1961-1970. Total figures must not be inter- 
preted as giving the actual output of psychia- 
trists, for two reasons. First, a number of 
psychiatrists who had qualified between 1961 
and 1966 would not have taken the examination 
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because they were already consultants at the 
time of the inauguration of the College and 
therefore were admitted as Founder Members; 
for this reason the figures for 1966-1970 may 
give a more accurate estimate. Secondly, no 
estimate can be made of the number of psychia- 
trists who qualified in the United Kingdom 
but are practising abroad. 

To see whether there had been changes 
within the ten years this period was divided 
into two, 1961—1965 and 1966-1970. 

In order to find out whether some medical 
schools produced more or less than their fair 
share of women psychiatrists, a further sub- 
division was made according to sex. To allow 
for the very differing proportions of women at 
each medical school, the percentage of women 
psychiatrists was then divided by the percentage 
of women in the pre-clinical intake for 1963— 
1964 (Report of the Royal Commission of 
Medical Education—Appendix g—1968). This 
gave an index figure which ought to be unity, 
that is if there is an exact correspondence 
between the percentage of women students 
and the percentage opting for psychiatry. 

How do the results compare with those 
obtained from the 1969 Survey? The match is a 
fair one only. The three top schools in the 
earlier survey remain at or near the top in this 
one, and Wales occupies the same position in 
both sets of findings, but as compared with the 
earlier survey Birmingham, St. George’s and 
Westminster now occupy lower positions, while 
Aberdeen, Leeds, the Middlesex Hospital and 
Edinburgh have moved up from low positions 
to higher ones. 


Discussion 


Four aspects of the findings will be looked at 
in further detail. Firstly, possible reasons for 
discrepancies between medical schools; secondly, 
why some medical schools appear to have pro- 
duced substantially fewer psychiatrists in the 
second half of the ten years and some substanti- 
ally more; thirdly, to look further at the discre- 
pancies in the proportion of women psychiatrists 
from the different schools; and fourthly, to look 
at the figures for Oxford and Cambridge in a 
little more detail. 
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TABLE 
UK Medical Schools: Output of psychiatrists 1961-70 
Total output 

of psychiatrists Output (and Output (and Female 
Medical school by rank order (and percentage регсеп percentage) ratio 

of all graduates) 1961-65 1966-70 
Middlesex Hospital . = 29 (5:2) 16 (8:0) 13 (3-6) 0-8 
University College Hospital уз 39 (5° d 20 (5*7) 19 (4-6) 0:8 
Bristol .. А E 25 HE 10 (4-0) 15 (4:8) 2:0 
St. Thomas’s Hospital 34 (4'2) 19 5 15 (3:5) 0-3 
Leeds . 20 (3:7) 7(2°7 13 (4-6) 0:4 
London Hospital 27 (3:4) 17 (4*4) 10 Ж) 0:9 
Dundee .. А 22 (3:2) 7 (2:5) 15 (3:8 0:7 
Queen's Belfast 23 (371) 9 (2:7) 14 (3-3) 1:3 
Edinburgh 42 (3*1) 15 (2:3) 27 o o:8 
Sheffield 19 (3*0) 9 (3:5) 10 (2-9) 1:5 
Aberdeen 20 (2:9) 8 (2-6) 12 B 1:2 
Glasgow 43 (2-8) 1g (2:8) 24 (2-9) 1:6 
Newcastle 19 (2:5) (E) 9 (2:5) 10 A 1:3 
King’s College Hospital а fee 13 (2°4) 5 (2°0) 8 А 1:6 
Guy's Hospital . T e лү 7:3) 17 (374 0*5 
St. Bartholomew's Hospital A an 26 (2-3) 13 (2:6) 13 (2:0) 0:6 
Royal Free Hospital K АЕ, 17 (2:2) (E) 10 (2:8) 7(1:9) 1:3 
St. George’s поша то (2:2) (E) 3 (1:4) 7 (2:8) o'o 
Liverpool 2s 18 (2-1 2: 13 (2*5) 1'9 
Birmingham . 15 (1-8) 7:7 8 (1:7 I'4 
Charing Cross Hospital| 8 (1-8) 3 (1*5) 5(2-2) 0*5 
Westminster Sepia з а (0:8) 6 (2:3) 0:6 (E) 
Manchester — .. : wi s I1 (1:4 S 9 (2:1) 1:3 
St. Mary’s Hospital i p 6 (1:5) 5 (1-2) 1:6 
Welsh National School of Medicine .. 5 (0-9) 1 (0:4) 4(1:2) 0-0 
Total 528 (3-0) 229 (2:8) 299 (3: 1) 
University of Oxford .. 26 (3:9) 13 (4*5) 13 (3:5) 
University of Cambridge 55 (3:4) 24 (2:9) 31 (4-0) 
(E) « Estimated. 

Possible correlations between schools and output of there seems to be no consistent relationship; 
psychiatrists in 1967 the five schools at the head of the list 


There seems to be a tendency for those 
schools which have produced fewer psychiatrists 
to have either no professorial unit or a recently 
established one, but on the other hand it 
should be noted that two of the four at the top 
of the table have no professorial unit. Similarly, 
there seems to be no correlation with numbers 
of academic staff in post in 1967, except that 
the four Scottish schools had more than English 
ones (Carstairs et al, 1968). 

When the number of beds available for 
psychiatric teaching, whether in the main 
hospital or in an associated one is looked at 
from figures obtained in 1967 (Brook, 1968), 


had go, 62, 22, 56 and 55 beds respectively, 
while, at the other end of the table, Wales had 

go, St. Mary’s 107, Westminster 27, 

Cross 34. and Manchester 19 beds available for 

teaching. 

The two schools which in the mid-1960s gave 
no behavioural teaching in the pre-clinical 
period—St. Thomas’s and Wales—occupy ex- 
treme positions at the two ends of the table. Of 
the three schools which appeared to have given 
most behavioural teaching, the Middlesex is at 
the top end and Sheffield and Newcastle are in 
the middle of the table. When the time devoted 
to lectures in psychiatry in the clinical years is 
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looked at, no clear-cut pattern emerges, as 
those schools which gave least time to lectures, 
Middlesex, Charing Cross, Westminster and 
King’s, occupy very different positions in the 
table; Edinburgh towards the top and Liverpool 
and St. Mary’s towards the bottom gave most 
lecture time. With seminar teaching, there is 
no clear-cut association, though the four 
Scottish schools which gave little time to seminar 
teaching occupy fairly high positions in the 
table. On the other hand, University College 
Hospital devoted a substantial amount of time 
to this form of instruction. When intensity of 
students’ clinical involvement is examined there 
is no obvious association between this and the 
output of psychiatrists, nor does there seem to 
be any consistent relationship with duration of 
clerkship. 

Perhaps the only clear-cut finding is that all 
four Scottish schools occupy positions towards 
the top end of the table. All have professorial 
units, but there are large discrepancies between 
them in respect of their numbers of academic 
staff and also in the ways in which psychiatry 
was taught at the time of the survey by Car- 
stairs et al. Two possible explanations of this 
finding might be, first, that the Scottish pro- 
fessorial units are long-established, and secondly, 
that promotion prospects in Scotland are 
substantially better than in England because 
of the much higher proportion of consultant 
psychiatrists on a population basis. 


Differences in output during the period 1961—1970 

Three of the four Scottish schools showed a 
consistent trend to increase their output, as 
also did Bristol, Guy’s, Sheffield and, even more 
markedly, Leeds, St. George’s, St. Mary’s, 
Liverpool and Manchester. The reverse applies 
for St. Thomas’s, the London and the Middle- 
sex. Again, no ready explanation can be given 
except that in the two schools where the rise in 
output was marked there was a change of 
professor in the 1960s. 


Proportion of women 

The discrepancies between different medical 
schools in the proportion of women opting for 
psychiatry are very great, though the relatively 
small numbers involved must make for caution. 
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However, looking only at the upper part of the 
table, a low proportion of women have chosen 
psychiatry at Leeds and St. Thomas’s compared 
with a very high proportion at Bristol. Two 
possibilities which are purely speculative are: 
first, that in some way the teaching in some 
schools is more likely to attract women than 
others; and secondly, that the discrepancy may 
be a reflection on the way in which schools 
select women medical students. Carstairs et al 
give limited information only on how much 
time is given to child psychiatry. This could 
be important in explaining this particular 
discrepancy, as a heavy emphasis on this 
specialty might perhaps make psychiatry more 
attractive to women; however Guy’s, which has 
a low female ratio, gave more time than any 
other medical school to child psychiatry. 


Oxford and Cambridge 


The analysis shows that these two universities 
produce a high proportion of psychiatrists. 
Many have received what is generally accepted 
as high-quality postgraduate training at the 
Bethlem Royal and Maudsley Hospitals (Birley, 
J. L. T., 1974, personal communication). The 
reason for the high proportion opting for 
psychiatry is either the influence of their pre- 
clinical training or, more probably, the influence 
of selection. As Cambridge graduates are spread 
out over all the London medical schools, clinical 
training is not likely to be an important factor. 


CONCLUSIONS 


Overall, then, no ready explanations are 
forthcoming as to why some schools appear to 
be highly successful in breeding psychiatrists 
and other schools the reverse. There are many 
possible factors, and not the least important 
might be the personalities of the teachers and 
the enthusiasm they display. This could well 
be the explanation of why two of the London 
schools figure high on the list. Another factor 
must lie in the way different medical schools 
select their students. 

The type of approach used on this paper, 
essentially a statistical one, has its limitations. 
Nor must it be forgotten that in view of the 
recent rapid expansion in the resources available 
to many departments of psychiatry in terms of 
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staff, beds and the hours given in the curriculum 
the trends shown here may already have been 
modified. A further analysis of Membership 
candidates in a few years’ time may show 
marked alterations in medical schools’ rank 
order. If, for example, the large numbers of 
1973 Manchester graduates opting for psy- 
chiatry is maintained, then that school will 
occupy a much higher position (Parkhouse, J. 
and McLaughlin, 1975). Another approach for 
the future would be to make a direct inquiry to 
graduates of those medical schools showing a 
marked difference in output between, say, 1966— 
1970 and 1971—1975 to try to find out what 
factors may have produced these changes. (I am 
indebted to Dr Layton McCurdy of the Univer- 
sity of South Carolina for suggesting this last 
approach.) 

This analysis will, however, have served its 
purpose if it encourages medical schools to 
look at the way in which they teach psychiatry 
and relate it to one important measure of how 
well it is taught, that is, the numbers of their 
graduates who choose to make a career in the 
specialty. This, of course, is only one measure, 
as it must be recognized that it is not the primary 
function of departments of psychiatry to turn 
out future psychiatrists; but, accepting this, 
those departments in schools where in the 
period 1966-1970 fewer than 2-5 per cent of 
their graduates opted for a career in psychiatry 
should ask themselves whether they are in some 
way turning students away from the specialty. 

One other and quite different line of inquiry 
is suggested by the Oxford and Cambridge 
figures and by Walton's findings (1969), namely 
to look further at the attitudes of students in 
different medical schools to psychiatry and 
relate these to personality variables and to other 
background factors such as political views and 
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father's socio-economic background and educa- 
tion, an approach which has been used on 
academics (Halsey and Trow, 1971). 


ACKNOWLEDGEMENTS 

I am grateful to Professor Rawnsley, Dean of the Royal 
College of Psychiatrists, for making available the lists of 
candidates for the Membership examinations. I would 
also like to record my thanks to all those Deans of medical 
schools who gave me statistical information and to the 
many Heads of departments of psychiatry (and in parti- 
cular Professor Robert Kendell and Dr W. O. McCor- 
mick) who commented on my early draft of this paper. 


REFERENCES 

Brook, С. P. B. (1968) Residential experience in psychia- 
tric hospitals for medical students. British Journal of 
Medical Education, 2, 45-7. 

—— (1975) Young psychiatrists. British Journal of Medical 
Education, 9, 54-9. 

Carsrams, С. M., Warton, Н. J., Swvrums, J. К. & 
Crisp, A. H. (1968) Survey of undergraduate psychia- 
tric education in the United Kingdom. British Journal 
of Psychiatry, 114, 1411—16. 

ELLE, J. (1970) The entrants to psychiatric training. 
In The Training of Psychiatrists (ed. Russell, G. F. and 
Walton, Н. J.), pp. 22—3. British Journal of Psychiatry 
Special Publication No. 5. 

Hasy, А. Н. & Trow, M. (1971) Ths British Academics. 
London: Faber and Faber. 

Martin, Е. M., Last, J. M. & Sranrev, С. R. (1967) 
British Medical Students in 1961. Mimeographed 
document available from the Association for the 
Study of Medical Education. 

ParxHouse, J. & MaLaucuun, С. (1975) Career pre- 
ferences of 1973 graduates. Lancet, i, 1942. 

Roya. COMMISSION on Мерал, EDUCATION (1968) Report. 
London: H.M.S.O. 

Watton, H. J. (1969) Personality correlates of a career 
interest in psychiatry. British Journal of Psychiatry, 
115, 211—18. 


A shortened version of this paper was read at the 
Annual Meeting of the Royal College of Psychiatrists, 
July 1975. 


Peter Brook, M.D., F.R.C.Psych., Consultant Psychiatrist and Chairman of the Division of Psychiatry, Warley 


Hospital, Brentwood, Essex CM 14 5HQ 


(Received 7 Ушу 1975) 


Brit. J. Psychiat. (1976), 128, 318-39 


The Cohesiveness of Alcoholism-Complicated Marriages 
and its Influence on Treatment Outcome 


By JIM ORFORD, EDNA OPPENHEIMER, STELLA EGERT, 
CELIA HENSMAN and SALLY GUTHRIE 


Summary. One-hundred husbands, diagnosed as suffering from alcoholism, 
and their wives, were followed up twelve months after initial consultation and 
assessment. Follow-up information was complete in 89 cases. On the basis of both 
husband and wife accounts of the husband’s drinking behaviour during the 
follow-up period, and their assessment of the drinking problem at twelve-months 
follow-up, 28 were classified as having a ‘good’ outcome and 29 as having a ‘bad’ 
outcome. In the remaining 32 cases Outcome was considered ‘equivocal’. 

A. composite measure of marital cohesion was predictive of twelve-month 
outcome classification, cohesive marriages being significantly more likely to 
have a good outcome. The measure of marital cohesion was based upon husband 
and wife reports of mutual affection and of husband involvement in family tasks, 
favourable spouse perceptions and meta-perceptions, and optimism about the 
future of the marriage. Composite measures of dominance balance within the 
marriage were not predictive of outcome. 

Husband's job status, husband's self-esteem, and wife's reported hardship were 
not independent of marital cohesion, and were themselves predictive of twelve- 
months outcome. When these variables were partially controlled it was found that 
marital cohesion remained predictive for husbands with relatively low status jobs 
and husbands with relatively low levels of self-esteem. It is an over-simplification 
to state that either the marriage, the spouse, or the severity of the patient’s 
condition is alone the cause of variation in outcome. 

It is possible to integrate these findings with those of other studies on the 
influence of family variables on the outcome of conditions other than alcoholism. 
Together these studies suggest a general hypothesis linking a breakdown in the 
cohesiveness, or mutual rewardingness, of family relationships and unfavourable 
outcomes following treatment or consultation for psychological disorder. 


INTRODUCTION 

Reviews of the literature on alcoholism and 
marriage (Bailey, 1961; Edwards et al., 1973; 
Orford, 1975) attest to the variations to be 
found within alcoholism-complicated marriage 
relationships. A wide range of individual 
variables have been examined by different 
investigators. Firstly, some such marriages 
break up and others do not (Bailey et al., 1962; 
Jackson and Kogan, 1963; Haberman, 1965). 
Within intact alcoholism-complicated marriages 


there is wide variation in the degree of ‘personal 
stress’ (Kogan and Jackson, 1965), ‘hardship’ 
(Jackson and Kogan, 1963) or ‘deviance’ 
(Haberman, 1965) to which non-alcoholic 
spouses (who are usually wives in the research 
which bas been carried out to date) report 
having been exposed. Breakdown in marital 
communication, conflict, violence, and infidelity 
are prominent among the matters that come 
under these headings. Variation has been 
reported in the degree to which family decision- 
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making and task performance are relatively 
dominated by the non-alcoholic spouse (Jackson, 
1954; Lemert, 1960) and in the degree to which 
alcoholic husbands are ‘dependent’, economic- 
ally and in other ways, upon their non-alcoholic 
wives (Lemert, 1962; Rae, 1972). In the area 
of interperson perception, Kogan and Jackson 
(1961, 1963, 1964) have reported relatively 
little variation in wives’ descriptions of their 
alcoholic husbands ‘when drunk’, but wide 
variation in wives’ descriptions of their husbands 
‘when sober’. A comparison of wives’ descrip- 
tions of their husbands with the husbands’ 
descriptions of themselves led Drewery and Rae 
(1969) to conclude that wives of alcoholics 
appeared less ‘sensitive’ to their husbands than 
were control wives to theirs, but this was due 
to the more general and widespread operation 
of an approved male stereotype in the descrip- 
tions of control husbands and their wives. Later, 
Rae and Drewery (1972) showed that this inter- 
person perception abnormality was peculiar 
only to a proportion of alcoholic marriages, 
whilst others resembled ‘normal’ marriages 
in this respect. A number of investigators have 
used the MMPI and administered this instru- 
ment to the non-alcoholic spouses of alcoholics. 
The usual result is that wives of male alcoholics, 
as a group, display a raised level of general 
‘psychopathology’, but again there is wide 
variation (Kogan et al., 1963; Rae and Forbes, 
1966; Rae, 1972). Rae proposes that it is 
useful to divide alcoholic marriages into those 
in which the non-alcoholic wife has a high score 
on the psychopathic deviate (Pd) scale of the 
MMPI, and others. He reports (1972) that this 
division is related to another variable, the 
‘length of problem-free marriage’. Pd-marriages 
(wives with high Pd scores) are relatively 
unlikely to have enjoyed any problem-free 
period. Lemert (1960, 1962) also reports wide 
variation in terms of this variable, and estimates 
that roughly half of the marriages in his 
sample had been complicated by problem 
drinking from the beginning. 

Twenty years ago (1954) Jackson asked: 
‘What are the factors within families which 
facilitate a return to sobriety or hamper it?’ 
That, in essence, was the question which the 
research to be reported in this paper sought to 


answer. Although there had been investigations 
of the influence of family factors upon the course 
of other psychological disorders following 
treatment (e.g. Brown et al, 1962, 1972; 
Freeman and Simmons, 1963; Morrow and 
Robins, 1964; Cheek, 1965), this question has 
received relatively little attention in the context 
of alcohol dependence. Smith (1967) reported 
a significant degree of association between 
favourable treatment outcome and the attend- 
ance of wives at weekly group meetings, though 
the total number of couples involved (23) was 
small. Rae’s study (1972) was on a somewhat 
larger scale and was particularly concerned with 
the predictive significance of wives’ scores on the 
Pd scale of the MMPI. Of 62 consecutively 
hospital-admitted patients, 49 whose marriages 
were still intact two years later were success- 
fully followed up. Low wives’ Pd scores were 
predictive of ‘success’ (husband predominantly 
abstinent, with no more than two or three 
lapses, during the two-year period), Husbands’ 
Pd scores were predictive in the same way, but 
the relationship was not quite so strong. Further- 
more, wives’ Pd scores were not predictive of 
success or failure when husbands were free 
of severe employment difficulties at the time of 
admission, but the relationship was a strong 
one when such difficulties existed. 


The purpose of the present investigation 

The purpose of this investigation was, 
therefore, to examine, within a prospective 
design, the degree of association to be found 
between variation in aspects of the marital 
relationships of male alcoholics assessed at the 
time of consultation and the subsequent 
outcome of their drinking problems. Such an 
exercise required that careful attention should 
be paid to the measurement of both marital 
relationships, and outcome. 

In view of the wide range of marital variables 
to which some attention has been paid in the 
literature on alcoholism and marriage, and the 
evidence that many of these variables are inter- 
related in complex fashion (e.g. Lemert, 1962; 
Kogan and Jackson, 1965; Rae, 1972), a sub- 
purpose of this investigation was the identification 
of one or more higher-order marital factors 
which might be of predictive utility in this 
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study. Such higher-order dimension(s) might 
be most heuristic in the long run, both in the 
study of alcoholism and marriage and in studies 
of the influence of family factors upon the 
outcome of psychological disorders in general, 
because of their freedom from reliance upon 
individual concepts and measurement pro- 
cedures. 

A number of principles guided the choice of 
marital variables amongst which such higher- 
order dimension(s) might be identified. The 
most important constraint was that the variables 
to be measured should be essentially social in 
nature. They should therefore involve assess- 
ment of some aspect of a husband's (H’s) and 
wife's (W's) joint performance or behaviour, 
or H's behaviour towards, or perception of, W 
(or vice-versa). They should not include variables 
which would most straightforwardly be con- 
ceived of as residing in, or being a property of, 
either H or W exclusively. On these grounds, 
variables such as ‘H’s deviance’ ог "W's psycho- 
pathology’ were not considered for inclusion in 
the set of marital variables employed. 

Choice was also guided by the extensive 
evidence which exists suggesting that the 
dimensions of affection-hostility, and dominance- 
submissiveness are two major dimensions of 
variation in interpersonal behaviour in a wide 
variety of situations (Lorr and McNair, 1965; 
Carson, 1969; Mehrabian, 1971). Furthermore, 
many of the variables figuring in the alcoholism 
and marriage literature, as well as some of 
those examined in the literature on family 
factors and relapse following treatment for 
psychological disorder, would appear to be 
classifiable as contributing to one or other of 
these major dimensions. For example, ‘hostility’ 
(Brown et al., 1962; Cheek, 1965), ‘mutual love’ 
(Morrow and Robins, 1964), and ‘atypical wife 
perception of sober husband’ (Kogan and 
Jackson, 1961, 1964) might be subsumed under 
the first dimension; and ‘dependency’ (Lemert, 
1962; Rae, 1972), ‘domination’ (Brown et al., 
1962), and ‘non-subordination’ (Morrow and 
Robins, 1964) all seem to concern in some way 
the second general dimension of dominance- 
submissiveness. Indeed, these two general ideas, 
that relationships and the individuals that 
compose them differ in the degree of closeness 
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or attachment displayed as well as in the nature 
of the dominance-dependence balance between 
members, seem to permeate the clinical and 
research literature on marriage in general and on 
marriages complicated by alcoholism in par- 
ticular. 

Relatively little attention was given to the 
measurement of outcome following treatment 
for alcoholism in the only previous study of this 
kind (Rae, 1972). A global categorization of 
outcome (four categories reduced to two for 
most of the analysis) was employed, but the 
basis of this classification was not given in 
detail. In particular, it was not clear whether 
information from the non-alcoholic spouse (the 
wife), as well as information from the patient 
(the husband), was employed, and, if both 
sources were used, how information was com- 
bined in the case of disagreement. In some 
cases information’ was obtained by post and 


.in others only indirectly from the patient's 


general practitioner. In this investigation infor- 
mation was obtained from both sets of informants 
(alcoholic patients and their non-alcoholic 
spouses), and these two sources were combined 
according to an explicit set of rules to produce 
an outcome classification. 


METHOD 

The sample 

Subjects for this study were the first hundred men 
and their wives who satisfied the following criteria: 
the husbands were referred to the out-patient 
department of the Maudsley Hospital suspected by 
the referring agent of having a drinking problem; 
they were confirmed as suffering from some degree 
of alcohol dependence when examined by a psychia- 
trist in the out-patient department; husband aged 
between 20 and 60 years; husband and wife should 
be living together, and in the case of ‘common-law’ 
marriages should have been living together for at 
least twelve months; husband and wife should be 
willing and able to co-operate in the intake assess- 
ment procedure together; husbands should not be 
suffering from any severe, painful or progressive 
physical illness or from any incapacitating mental 
illness which required treatment in its own right. 
The hundred couples were taken into the study over 
a period of 32 months from March 1968 to November 
1970. During this time 41 further couples were 
thought to be potential subjects at the referral stage 
but did not attend when invited to do so. 
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In fact this study of the association between marital 
factors and outcome was part of a larger study 
involving these hundred couples. The major purpose 
of this larger study was to compare the efficacy of two 
treatment regimes which differed in their intensity. 
Accordingly, couples were randomly assigned, 
following a joint intake assessment session, 50 to a 
‘maximum treatment’ regime and 50 to a ‘minimum 
treatment’ (or ‘advice’) regime. However, couples 
in both groups received the same intake assessment 
routine, and the differences in outcome for couples in 
the two groups were negligible (Edwards et al., 1975). 
The two groups will therefore be treated as one 
cohort in this report. Details of the intensity and type 
of help received by couples in this sample are given 
elsewhere (Edwards et al., 1975). 


Timing and outline of data collection procedures 

All couples attended the out-patient department 
together for an assessment session which lasted one 
whole morning. For the first half or more of this 
period husbands and wives were interviewed 
separately, husbands by a psychiatrist and later by 
a psychologist, wives by a research social worker. 
Each received a standard intake interview as well as 
a number of self-completion inventories and check- 
lists relating to marital variables (described in detail 
below). The assessment team then met briefly and 
exchanged sufficient information to satisfy them- 
selves about the eligibility of the couple for the study. 
Random assignment to one of the two treatment 
groups took place at this time. Husband and wife 
were then interviewed jointly by the psychiatrist 
using a standard interviewing technique (described 
below). The other two members of the assessment 
team were also present, and the interview was tape- 
recorded. All couples then received brief counselling 
or advice (informed that the diagnosis was ‘alco- 
holism’, and that the husband should abstain from 
alcohol totally). This completed the intake session, 
after which each member of the assessment team 
independently completed a number of rating scales 
concerning their impression of the couple (also 
described below). 

All couples were asked to attend the out-patient 
department for a reassessment twelve months later. 
In the meantime the degree of contact between the 
couple and the clinic staff varied from nil to intensive, 
depending upon treatment group and the individual 
case. 


Marital variables at intake 
1. The marital patterns test 


As a brief self-report measure of marital affection, 
a modified version of the marital patterns test (Ryle, 


1966) was administered to each husband and each 
wife. The version employed consisted of ten items,* 
each item containing a pair of statements of the 
following form requiring a response of ‘true’, ‘un- 
certain’, or ‘not true’: 

(a) I am usually very patient with her (him). 

(b) She (he) is usually very patient with me. 

Items were scored 1 or o (‘uncertain’ replies 
being taken to imply lack of affection), and the ten 
items were summed to form an ‘affection given’ score 
(the first statement of each pair) and an ‘affection 
received’ score (the second statement of each pair). 
In each case scores ranged from о to то. Ryle (1966) 
presented evidence that these were internally 
reliable, that scores were significantly associated with 
interviewer ratings of the ‘satisfactoriness’ of marriage, 
and that there was a significant, although modest, 
degree of positive husband-wife agreement. 

In the present data, internal reliabilities of the ten- 
item scores (Kuder and Richardson, 1937) were 
0-77 for affection given scores (combining husband 
and wives) and о: 78 for affection received scores. 


2. Adjective check-lists 
Self-perceptions, perceptions of spouse, and ‘meta- 
perceptions’ (Drewery and Rae, 1969; Laing et al., 
1966) were obtained from both husbands and wives, 
using a shortened version (40 rather than the ori пар 3 
128 items) of the adjective check-list (Leaty, “1 1: 
LaForge and Suczek, 1955) which has 
previously by Kogan and Jackson (egg 
their work on alcoholism and marriage sw 
much of the more general literature on ‘ity 








as to 
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of ‘husbands when drinking’, and ideal-spouse per- . 
ceptions were also obtained. The following percep- 
tions were therefore required from subjects in this 
study: 


Perceptions provided Perceptions provided 
by husbands by wives 
H—> W W—> Н (Sober) 
H—> W (Ideal) W—> Н (Ideal) 
H—> H (Sober) W—> H (Drinking) 


H—> W—> H (Sober) М> W 
H—> H (Drinking) w—> H—> W 


* The affection scales administered to subjects in this 
study in fact contained 14 rather than ro items but 4 
were not included in the final analysis (Ryle's original 
items 2, 6, 19 and 23) because a preliminary item analysis 
of these data suggested they did not contribute satis- 
factorily to total scores. Ryle's original test also contained 
ten items measuring ‘domination’ but these were not 
included in this study. 
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(Perceivers are indicated by the letter at the tail of 
the arrow, on the left, and objects of perception by 
letters at the heads of arrows, on the right. For 
example, H—> W indicates a husband's perception 
of his wife, whilst W—-- H—> W indicates a wife's 
perception of her husband's perception of her.) 

A number of separate factor analyses were carried 
out (principal components factor analyses, BMD 
programme 09M), for husbands and for wives, for 
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self-descriptions and for spouse-descriptions (making 
four analyses in all). The rotated structure (Varimax, 
orthogonal rotations) based upon two factors was 
consistent across analyses, and the same was true of 
three-factor solutions which replicated the two- 
factor solutions with the addition of a third factor. 
On the other hand, four-factor solutions were in- 
consistent and less interpretable. Accordingly the 
three-factor solutions were made the basis for the 


TABLE І 
Adjective check-list items and weights used to calculate factor scores 














Factor 1 Factor 2 Factor 3 
‘Desirability’ *Hostile-dominance! ‘Submissiveness’ 

assigned assigned. assigned 
weight weight weight 

Sarcastic —1 2 

Shy А о —1 

Always pleasant and agreeable 2 —I 

"Hard hearted .. o I 

Often admired . 2 I 

Fond of everyone 2 о 

Usually gives іп 4 o — 

Lacks self-ronfidence .. = 

Manages others — 


Stern but fair .. 

Wants everyone to like him 

Frequently angry А 

Firm but just .. 

Cruel and unkind 

Respected by others 

Outspoken г 

Affectionate and understanding 

Always ashamed of self ae pt s ' 
Dictatorial s So 

Always giving advice .. 

Modest .. ; Vs 

Agrees with everyone S 

Too easily influenced by friends 

Impatient with others! mistakes 

Apologetic és 2. is aes 
Critical of others s ef 2 re 
Likes п шу СА т E is 
Spineless - as de 25 
Friendly all the time ; si 
Obeys too шашу 

Irritable . 

Forceful 

Expects everyone to admire him 

Timid .. ae 

Loves everyone a T ©з 

Will confide in anyone 


| 


| 


HNOMHH HN DON OH NH OHHH HOR QONHNONRORNN 


HOON DNDN OR HH RHDONKH KH ORNNN NH ON RON HN DK о m m mw 


| 


l 


NN юл MM к юн HH ON DON NHHOOTONNKHNO OH OHH OHNNKHOO HNO 
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scoring of the check-lists. Check-list items, and 
the weights used to calculate the three-factor scores 
(‘desirability’, ‘hostile-dominance’ and ‘submissive- 
ness’) are shown in Table I. 


3. Marital role inventories 

Traditional self-report, forced choice, methodology 
(e.g. Blood and Wolfe, 1965) was followed in asking 
subjects to report on the balance of husband-wife 
participation in ten family decision making and 
task performance areas ‘in the last month’, The 
choice of items (see Table VII) was dictated by 
preliminary discussions with individual alcoholic 
husbands and their wives, and items ranged from 
the relatively concrete-specific (e.g. ‘who does 
repairs’?) to the abstract-general (e.g. ‘who is at 
hand when needed by the family?’). Respondents 
мес required to state their answers in terms of the 
husband-wife balance of involvement. There were 


five alternatives (husband does all; husband does. 


most; husband and wife equally; wife does most; 
wife does all). As well as requiring subjects to report 
on participation during the previous month, the 
inventory was administered under two further 
conditions, namely ideal husband-wife participation 
and recalled participation in the first year of marriage. 

Final analysis was based upon six items (nos. 1, 
2, 3, 7, 8, 10) which were consistently positively 
intercorrelated for each set of informants separately, 
and under each condition of administration separ- 
ately. These items were combined, as described in 
the footnote to Table VIII. 

This sub-set of items appeared to relate to the 
balance of husband and wife ‘task participation’, 
while three of the remaining items (nos. 4, 6, 9) 
appeared to relate to the separate matter of ‘socio- 
sexual decision making’. In general, as Table УП 
will show, the hundred husbands in this sample were 
considerably under-involved, in comparison with 
stated ideals, in the former task participation area, 
but were relatively little under-involved in the latter 
socio-sexual decision-making area. 


4. Post-joint-interview ratings 

By conducting a standard joint interview during 
the second part of the intake assessment session, an 
attempt was made to get a brief sample of husband- 
wife interactional behaviour. A semi-standardized 
15-minute interview was designed involving four 
standard interviewer questions, with prompts and 
question repetitions between. At the end of the 
assessment session each staff member made indepen- 
dent ratings (using four-point rating scales) of 
husband to wife, and wife to husband, hostility, 
warmth and dominance. 


This procedure will not be described in greater 
detail here, because it does not figure as prominently 
in the results and discussion sections of this report as 
do other marital variables. As described below, 
multivariate analysis of marital variables indicated 
the existence of a number of different dimensions. 
Joint interview rating variables were found not to be 
amongst those variables with highest loadings on the 
factor most strongly associated with subsequent 
treatment outcome. 

5. Questions included in a standard intake interview 

Husbands and wives were also asked a number of 
direct questions relevant to thei: marriages in the 
course of a standard intake interview administered 
by a psychiatrist or research social worker. Questions 
were asked about periods of separation, the initiation 
of divorce proceedings and the frequency of recent 
marital sexual behaviour. One question which 
emerged as a contributor to the factor most strongly 
associated with outcome concerned respondents’ 
opinions about the likelihood of future marital 
breakdown. Replies from each subject were coded: 
‘no’ (о); ‘only if things get much worse’ (1); ‘if 
things get worse’ (2); ‘if things get no better’ (3); 
‘may break up even if things do get better’ (4). There 
was a significant, but modest, degree of husband-wife 
agreement on this matter (г = 4-0:97, р < 0'001). 

Three additional variables derived from these 
interviews were included as possible indications of a 
dominance discrepancy within the marriage (hus- 
band-wife age discrepancy, social class background 
discrepancy, and discrepancy in age left full-time 
education). 

Other intake variables 

In addition to variables which could be construed 
as ‘marital’ because they concerned some aspect of 
husband-wife reported or observed interpersonal 
behaviour or interpersonal perception, a variety of 
background, demographic, and ‘severity of the 
husband’s condition’ variables were examined in 
addition. It was recognized that such variables 
might be as strongly, if not more strongly, associated 
with outcome. Amongst this set of variables those that 
emerged as the most predictive of outcome one year 
later were the following: 


I. Husband’s occupational status 

Except where a husband had been unemployed for 
three months or more at the time of intake to the 
study (four husbands), a classification of the husband’s 
present or most recent occupation was made in terms 
of the Hall-Jones scale of occupational prestige for 
males (Hall and Jones, 1950). This scale provides for 
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seven categories, ranging from ‘professional and 
higher administrative’ (Status 1) to ‘routine manual’ 
(7). As a decline in occupational prestige was often 
reported, husbands were also asked to describe the 
job which, in their occupational history, had involved 
the greatest responsibility. On the basis of this 
description a classification (again in terms of the 
Hall-Jones scale) was made of each husband’s 
highest status occupation. 


2. Wife's reported hardship 

Each wife was asked 22 questions relating to 
aspects of hardship which she might have experienced 
in her marriage as a result of, or in association with, 
her husband’s drinking. The final analysis was based 
upon 10 of these items which were selected from the 
total on the basis of an item analysis of data obtained 
from the first 50 wives. The odd-even split-half 
reliability coefficient for this 10-item scale, based upon 
data from the remaining 50 wives, was --0:76. The 
ten items, along with their frequencies of affirmation 
by wives at intake, are shown in Table П. 


3. Husband's self-esteem 
Each husband was asked to rate the concept, 
Taste ЇЇ 


Items included in the hardship scale administered to wives 
at intake* 


Frequency 
of 
affirmatives 
at intake 
(N = 100) 
Is he restless at night, or wakes up with 
bad dreams? .. 74 
Does he let himself get dirty, unkempt 
or smelly? 61 
Does he fail to join i in family activities? . 65 
Does he pick quarrels with you? ^ 76 
Has he sometimes threatened me T 72 
Has he beaten you? vx 45 
Has he ever attempted to injure you 
seriously, even kill you? - 27 
Does he sometimes go on and on for 
hours rowing with you? р 57 


Does he, when he’s like this, break 
furniture (or windows or doors or 
china) ? is 49 

Is he very possessive and “jealous towards 
you, asking quernons about everyone 
you meet? 59 Ре Не 49 





* The scale was orally administered by a research 
social worker using standardized wording. Question- 
ing related to a period of 12 months prior to the 
administration. 
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‘Myself as I have been lately’ on each of fourteen 
semantic differential scales chosen to represent 
aspects of self-esteem (e.g. miserable-cheerful, 
relaxed-tense, lacking in confidence-confident, not 
feeling guilty-feeling guilty, living up to my ideals- 
letting myself down). The split-half reliability co- 
efficient for this 14-item scale, based on data from 
the last 50 cases, was 4-0*8o. 


Outcome variables 


'The measurement of outcome twelve months after 
initial consultation was based upon the following 
variables: 


1. Husband's report of weeks of heavy drinking in the 
intervening twelve months 

Heavy drinking was defined, for husband respon- 
dents, as the consumption during the course of any 
one day of drinks containing as much alcohol as is 
contained in five pints of average strength English 
beer or five standard English pub ‘doubles’ of spirit 
drinks (roughly equivalent to 80-100 grammes of 
absolute alcohol). Interviewers were provided with 
a conversion table to estimate the equivalence of 
different quantities of different types of alcoholic 
beverages. Husbands were asked to estimate on how 
many weeks, out of the 52 intervening between intake 
and follow-up, drinking had exceeded this five-pint 
limit on any one day. 


a. Wife's report of weeks of ‘unacceptable’ drinking 
during the intervening twelve months 

It was thought to be unrealistic to expect wives to 
have any accurate knowledge of their busband’s 
drinking quantities, and each wife was therefore 
asked to estimate on how many weeks her husband’s 
drinking had constituted a problem for her, or had 
been ‘unacceptable’ to her, on any one day. 


3. Drinking problem ratings 

Husbands and wives were each independently 
asked whether the husband’s drinking was now a 
problem, and if so to what extent. Interviewers 
placed informants’ replies into one of four categories: 
‘no problem now’ (о); ‘slight problem’ (т); ‘moderate 
problem’ (2); ‘serious problem’ (3). 


4. Improvement in drinking ratings 

Husbands and wives were also each independently 
asked to what extent the husband’s drinking had 
improved or got worse. Replies were coded by 
interviewers on a seven-point scale ranging from 
‘very much worse’ (о) to ‘very much improved’ (6) 
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Tase III 
Ages, durations of marriages and estimates of problem chronicity 








Husband’s age 

Wife’s age E 

' Duration of marriage (years )*es 

Years since became a problem 
(husband's report) 

Years since drinking became a problem 
(wife's report) vs 


RESULTS 

A description of the sample 

Table III demonstrates the wide range of 
husband and wife ages, durations of marriage, 
and estimates of problem chronicity, to be 
found within this sample of 100 alcoholics and 
their wives. Table IV also demonstrates a 
wide range in terms of occupational prestige. 
An overall decline in occupational prestige is to 
be noted, though it can also be seen that'of the 
minority of husbands who had ever held occupa- 
tions of relatively high prestige (in the top two 
categories) almost all held jobs of similar high 
prestige at the time of entry to the study. 


Taste IV 


A classification of husbands! occupations at the time of 
intake to the study and of their highest status occupations 





At Highest 
intake status 

Professional and high 

administrative .. T 7 8 
Managerial and Executive .. 10 1I 
Inspectional, Supervisory and 

other non-manual (Higher) 5 15 
Inspectional, Supervisory and 

other non-manual (Lower) 8 II 
Routine non-manual and 

skilled manual  .. m 26 37 
Semi-skilled manual "E 17 14 
Routine manual az T 23 4 
Total 96* 100 





Based upon the Hall-Jones Scale of Occupational 
Prestige for Males (Hall and Jones, 1950). 

* Four husbands had been unemployed for three 
months or more at the time of intake to the study and 
no classification was made. 


Standard 

Range Mean deviation 
22—60 40:91 9:16 
19-60 39:05 9:72 
0-31 12°76 8:15 
0-30 12°08 7°63 
0-32 II'09 7°49 


Tables V-VIII detail results from several 
of the marital assessment procedures. Among 
points to be noted are the following. The full 
range of possible affection given and affection 
received scores are presented, but on the whole 
both husbands and wives attribute more 
affection to wives (Table V). Perceptions of 
drinking husbands tend to be undesirable 
(prominence being given to *hostile-dominance"), 
but wives’ perceptions of non-drinking husbands 
are very mixed, as are both sets of respondents 
meta-perceptions (Table VI). As a group 
these husbands are significantly under-involved 
(in comparison with ideals) in a variety of 
task participation areas, both by their own and 
by their wives’ accounts (but more so by the 
latter), but tend (not significantly) to be over- 


Taste V 


Intake marital patterns test scores: ranges, means and 
standard deviations 


Standard 
N Range Mean deviation 
Husbands’ 
Affection 
given (AG) 99 0-10 4°25 2.76 
Affection 
received (AR) 99 0—10 6-23 2:75 
AGplusAR 99 0-20 10-48 4-61 
(AG os AR, t = —6-42, р < 0-001) 
Wives’ 
Affection 
given 0—10 5:79 2:72 
Affection 
received .. 98 0—10 4'44 2:78 
AGplusAR 98 0-20 10.22 4° 


(AG vs AR, t = +5°23, p < 0-001) 
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Tase VI 


Frequencies of adjective check-list first factor ranks for ten 
different conditions of administration 





Factor of Rank 1t 





Factor 2 
Factor: (hostile- Factor 3 
(desira- domi- (submis- Others* 


bility) nance) siveness) 

H—-W .. 68 15 14 3 
H—>W 

(Ideal) .. 98 о о а 

—>H 

(Sober) .. 45 28 24, 3 
H—>W—>H 

(Sober) .. 22 55 13 10 
H—>H 

(Drinking) 23 65 7 5 
W—>H 

(Sober) .. 38 38 20 4 
W—>H 

(Ideal) .. 98 1 1 о 
W—>H 

(Drinking) .. 6 88 6 о 
W—>W 54 IO 25 II 
W-—->H—>W 37 34 19 10 





t For each perception the three factor scores were 
compared. That factor with the highest score is the 
‘factor of rank one’. 

* Ties and missing data. 


involved in decisions about sexual behaviour 
(Table VII). Husband-wife agreement is suffi- 
cient to make a classification of couples’ task 
participation balance in all but 14-16 per cent 
of cases. Fifty-two per cent depart markedly 
from the egalitarian ideal in a wife-dominant 
direction for the ‘month before intake’ and 
23 per cent for the ‘first year of marriage’ 
(Table VIII). 


Factor analysis of marital intake variables 

In an attempt to identify higher order 
dimensions relating to the marital relationship, 
46 relevant variables (derived from marital 
patterns tests, adjective check-lists, role inven- 
tories, joint interview ratings and standard 
interview questions) were inter-correlated and 
subjected to a factor analysis. The number of 
significant correlations in the resulting correla- 
tion matrix exceeded the number to be expected 
by chance to a considerable extent. 
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The factor analysis was the same principal 
components factor analysis (computer pro- 
gramme BMD 03M) used in the analysis of 
adjective check-list data. Eigenvalues dropped 
sharply after the first six factors, which accounted 
for 52 per cent of total variance. Accordingly, 
six factors were rotated using a Varimax 
orthogonal rotation. 

The first and third factors were ‘method 
factors’ and therefore of relatively little sub- 
stantive value. They were almost entirely 
specific to adjective check-list variables (the 
first specific to husband variables, the third to 
wife variables) and check-frequency measures 
of acquiescence response bias had high loadings. 

Rotated factors 2, 4, and 5 will not be des- 
cribed in detail, as they were less strongly 
associated with subsequent outcome than was 
the 6th rotated factor. Indeed, in the case of 
factors 4 and 5 (termed ‘wife’s submissiveness- 
dominance’ and *H-W hostile-dominance bal- 
ance respectively), derived factor scores appeared 
quite unrelated to outcome. Factor 2 was 
labelled, *expressed hostile-dominance and fail- 
ure to express affection'. Joint interview rating 
variables had a virtual monopoly of high 
loadings on this factor (hostility and dominance 
ratings loading positively and warmth ratings 
loading negatively). 

Rotated factor 6 will be described in greater 
detail, on account of its association with out- 
come. Variables loading most highly on this 
factor were: 


Marital patterns test—wife’s affection 


received 40:69 
Marital patterns test—wife's affection 
given --o:65 
Adjective check-list W—> Н (sober) 
desirability +о:61 
Role inventory—husband participation 
less than ideal (husband’s view) —0:51 
Role inventory-—husband participation 
less than ideal (wife's view) —0:47 
Adjective check-list W—> Н —> W 
hostile-dominance —0.47 
Marital patterns test—husband’s affec- 
tion given +0°42 
Adjective check-list Н —> W —> Н 
(sober) desirability +0-38 
Likelihood of future marital breakdown 
(Нз and W's views combined) —0:38 


à 
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'ТАвгЕ VII 
Reported actual and ideal role-performances 











Last month Ideal 
H үү н үү 
x sd. x s.d. x s.d. x s.d. 
1. Who decides (should decide) what should be 
bought for the home apart from necessities? 2:gof 0:99 2:25] 1:04 2°90 0°75 2:96 0:45 
2. Who does (should do) necessary repairs 
around the house? .. 3:73*T 1:19. 8716} 1°42 4°40* 0°82 4°16 0°55 
3. Who looks after (should look after) the 
family’s money matters, paying bills and 
keeping accounts? .. 2-04*f 1:36 1-82] 1-20 3:07 1:89 3°52* 1-08 
4. Who decides (should decide) how the family 
spends its spare time? 2-B5t о-94 2°78 1:06 3:07 0-61 2-95 0:44 
5. Who does (should do) the housework? 1-89" 0-88 1:53| 0°75 1:90 0-74 1:87 0°71 
6. Who decides (should decide) which friends 
and relatives the family sees most of? .. 2:681] o:99 2:76 1-08 3:08 0:52 2°97 0°39 
7. Who tries (should try) to keep the family 
together, trying to keep up орар 
and understanding ? 2:95*T o-92 a2-0r[ o:82 3:02 0-65 2-92 0°53 
8. Who earns or provides (should earn or pro- 
vide) the money for the family’s needs .. 3°657 1:04 3:46] 1:27 4°48* 0-76 3:99 0°83 
g. Who decides (should decide) how = you 
have sexual relations togeth er? А 3:36 0:98 3-39 0°98 3°12] о-бї 3:051 0:46 
то. Who із (should be) ‘at hand’ when needed 
by the family? : 2:29*t o:96 1-95f 0°83 3:23* 0:92 2:91 0:82 








High scores indicate greater relative husband actual or ideal involvement; 3:00 represents the mid-point, 


or ‘Hand W equally’. 


T Significantly lower (p < 0:05) than corresponding ‘Last month’ or 


informants. 


‘Ideal’ mean from same set of 


* Significantly higher (p < 0-05) than corresponding mean for informants of other sex. 


Discrepancy in age left full-time educa- 

tion (H minus W) +0°395 

This factor was termed, ‘marital cohesion’. 

Each couple was given a score for each of the 
four factors described above. The method of 
computing scores was as follows: The distribu- 
tion of scores on each variable was dichotomized 
at the median, and scores above the median 
were given a weight of 1. Each factor score was 
then based upon those ten variables having the 
highest loadings on that factor (e.g. the ten 
variables listed above in the case of factor 6). 
Scores above the median on a variable with a 
positive loading contributed -- to the derived 
factor score, and scores above the median on 
variables with negative loadings contributed 
—1. In the case of factor 6, for example, 
derived scores ranged from —4 to -+-6. Despite 
its disadvantages, this approximate method was 
preferred to more mathematically exact solu- 


tions. For one thing the large size of the variable 
pool in relation to the number of cases made it 
unlikely that factor loadings would be very 
reliable. It was felt that the purpose of factor 
analysis in this instance was to provide a rough 
guide to the location of the more important 
higher order dimension(s) of predictive utility. 


Outcome 

Reports of the number of weeks containing 
any day of heavy (husband respondents) or 
unacceptable (wife informants) drinking occu- 
pied the total range from zero to 52 weeks. 
However, both distributions were markedly 
non-normal, having a large single mode at the 
bottom end of the distribution (zero weeks). 
The median number of ‘unacceptable’ weeks 
reported by wives was 26, and the median 
number of heavy drinking weeks reported by 
husbands was 18. These distributions suggested 
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Tare VIII 
A classification of the dominance balance reported by husbands 
and wives for the month prior to intake and the first year of 
marriage. (Based on six task participation items.) 














Month First 
before year of 
intake marriage 
W dominated* 
(Н апа W 8-12) .. $us 52 29 
W dominated—egalitarian 
(Н or W 8-9, W or H 5-7) 15 14 
Egalitarian 
(Hand W 5-7) .. ys 12 14 
H dominated—egalitarian 
(Н or W 3-4, W or H 5-7) 6 19 
H dominated 
(HandWo-4) .. КЕ о 8 
Disputed—egalitarian 
(Н ог W о-2 or 10-12, 
Мог Н 5-7) xs - 9 10 
Disputed 
(Н or W 8-12, W or H 0-4) 5 6 
N T Ss m 99 94 
Т oe e 09:550 +o'51 
H-W .. ..(p<o-oor) (p«o-001) 
t m +. 2°81 —2:66 
H-W .. .. (p«o-or) (p<o-or) 





* Each of the task participation items was scored 2 
if the response indicated greater wife involvement 
than the modal ideal response for that item (*husbands 
should do most’ for items 2 and 8 and ‘husband and 
wife equally' for items 1, 3, 7 and 10); was scored 1 if 
the response corresponded with the modal ideal; and 
was scored o if the response indicated greater husband 
involvement than the modal ideal. T'he six scores 
were summed so that each H and each W received a 
score, lying between o and 12, for ‘last month’ and 
for *when first married'. 


that outcome criteria based upon reports of 
drinking behaviour should take the form of 
discontinuous categories, rather than continua, 
despite the loss of some information which this 
would entail. 

Distributions of husband and wife replies to 
the 'extent of drinking problem at follow-up' 
question are shown in Figure 1, and distributions 
of replies to the ‘extent of improvement between 
intake and follow-up’ question are shown in 
Figure 2. The more favourable views of husbands 
in comparison with their wives, can be clearly 
geen. 


Despite a considerable degree of husband-wife 
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disagreement about the situation at follow-up 
and about the events of the intervening period, 
overall husbands and wives were in agreement. 
Trichotomizing the heavy weeks (husband 
respondents) and unacceptable weeks (wife 
informants) distributions (0-9 weeks, 10-33 
weeks, 34-52 weeks) and comparing the two 
yielded an overall chi squared value of 37-16 
(4 df, p < 0'001). Similarly, when a three-way 
classification of each informant's evaluation of 
the position at follow-up was made ( favourable 
evaluation—slight or no problem, moderate 
or distinct improvement; mixed evaluation; 
unfavourable evaluation—moderate ог serious 
problem, no more than slight improvement) 
and when husband evaluations were compared 
with wife evaluations an overall chi squared 
value of 16-10 resulted (1 df, combining 
unfavourable and mixed husband evaluations 
and mixed and favourable wife evaluations, 
p < 0:001). 

The amount of husband-wife disagreement 
which exists, both in reports of drinking 
behaviour and in opinions about sizes of 
drinking problems and their improvement, is a 
further argument for the use of a discontinuous 
outcome criterion. A great deal of the informa- 
tion which would be lost in so doing is probably 
not sufficiently reliable to be retained. It does, 


до 
N (Hs) = 93 
30 N (Ws) = 90 
20 
4 
| 2 
Hs їз. Hs Ws Ня Ws Hs Ws 
0 1 2 3 
No Slight Moderate Severo 
Problem Problem Problem Problem 


Fic. 1.—Husbands’ and wives’ opinions about the extent 
of husbands’ drinking problems at follow-up. 
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N (Hs) = 93 


N (Hs) = 90 
ho 


30 i 


20 


Hs Ws Hs Ws Hs We Hs Wa Hs Из 
0-2 3 h 5 6 
Worse About the À Little Moderately Distinctly 
sane better better batter 


Fio. 2.—Husbands! and wives’ opinions about the extent of improvement in the husbands’ drinking problems between 
intake and follow-up. 


however, seem quite clear that there are many 
cases in which a relatively extreme outcome, 
whether good or bad, is reported, and in many 
of these cases husbands and wives are in 
agreement. When husband and wife arein agree- 
ment that only a small proportion of total weeks 
have been spent in either heavy or unacceptable 
drinking, there is a relatively high probability 
that both will report that the husband's drinking 
problem is small or non-existent and has much 
improved, and there is a relatively low proba- 
bility that either husband or wife will take an 
unfavourable view. The opposite is true when 
both husband and wife agree that a relatively 
large proportion of the year has been spent in 
heavy or unacceptable drinking. 

On the basis of both husbands’ and wives’ 
reports and opinions at follow-up, a three-fold 
drinking problem outcome classification was 
drawn up. The criteria for inclusion in one or 
other of the three categories were as follows: 


Outcome 

classification Criteria 

‘Good’ Either both informants report less 
than 10 weeks heavy drink- 
ing and both give at least one 
favourable} outcome rating. 23 


Or both informants report less 
than 26 weeks heavy drink- 
ing and both give two favour- 
able outcome ratings. 

Or W reports less than 10 weeks 
heavy drinking, H reports 
one day/week or less of 
‘moderate’ drinking (5-10 
pints beer or equivalent) and 
both give two favourable 
ratings. 


‘Bad’ Either both informants report more 
than 26 weeks heavy drink- 
ing and both give at least one 
unfavourable* rating. 

Or опе informant reports more 
than 26 weeks heavy drink- 
ing and together the two 
informants give 3 or 4 un- 
favourable ratings. 


*Equivocal? Those cases not meeting any 
of the above criteria 


t Problem o-1:, improvement 5-6. 
* Problem 2-3, improvement 0-4. 


28 


20 
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Follow-up information was insufficiently com- 
plete to make a classification in 11 cases. Two 
husbands had died during the intervening 
period, three husbands were in prison at the 
time of follow-up, and in two further cases 
wives had had insufficient contact with their 
husbands to provide useful data. In a further 
four cases either husband or wife could not be 
followed up. 

It was thus possible to categorize 57 of the 
total 100 cases into one or other of two extreme 
outcome groups. Ín as many as 32 cases, despite 
complete information, the criteria for neither 
extreme category were fully met, and these 
cases have been termed ‘equivocal’ in outcome. 
There is no doubt that in a small number of 
these cases the outcome was genuinely *mid- 
dling; however, the majority of equivocal 
cases are characterized by varying degrees of 
husband-wife disagreement about the number 
of weeks of heavy or unacceptable drinking or 
about the favourable or unfavourable state of 
affairs at follow-up. 


Predicting outcome from marital variables 


The relationships between outcome classifica- 
tion, on the one hand, and scores on each of the 
four substantive marital factors, on the other 
hand, were tested in two ways. Firstly, factor 
scores were dichotomized as close to the median 
as possible, and a comparison of the frequencies 
of high and low factor scores in each of the 
three outcome groups was made, using chi 
squared tests where appropriate. Secondly, 
mean factor scores were computed for cases in 
each of the outcome groups, and differences 
between means examined, using independent 
t-tests where appropriate. Apart from a rela- 
tively slight degree of association between 
outcome and scores on factor 2, indicating that 
relatively high levels of 'expressed hostile- 
dominance and failure to express affection’ 
were predictive of subsequent placement in 
‘equivocal’ or ‘bad’ groups (combining these 
latter two groups and comparing tbeir overall 
mean score on factor 2 with the mean score 
for cases in the ‘good’ group yielded a t value 
of 2-18, p «0:05*), the only significant 


* All tests are two-tailed. 
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relationship with factor scores concerned factor 6 
(‘marital cohesion’). 

Table IX shows a regular decrease in high 
scores on factor 6, and a regular decrease in 
mean factor scores, from ‘good’ to ‘equivocal’ to 
‘bad’ outcome groups. The difference between 
the means for the two extreme outcome groups 
is significant (p < 0-01), as is the overall chi 
squared value (2 df, p < 0-002). 

Relationships between outcome and a number 
of individual marital variables contributing to 
‘marital cohesion’ were also tested. For example, 
mean scores for the ‘good’ group were higher 
than mean scores for the ‘bad’ group for each 
of the four marital pattern test scores, but only 
in the case of wife’s affection received was this 
difference statistically significant (t == 2:10, 
р <0-05). 

A significant relationship existed between 
outcome and wives’ intake descriptions of their 
husbands ‘when sober’. Adjectives or phrases 
suggesting ‘desirability’ were given prominence 
by the majority of wives whose husbands were 
subsequently placed in the ‘good’ group (in 
17 out of 28 cases the ‘desirability’ factor was 
the factor of rank 1) but by only a minority of 
wives in one of the other two outcome groups 














ТАВІЕ IX 
The relationship between intake marital cohesion and 
outcome 
Outcome 
‘Equivo- 
‘Good’ cal’ ‘Bad’ 
Marital cohesion factor 
scores 
Above median .. 22d 19d gt 
(high cohesion) (1 to 6) 
Below median 139 20d 
(low cohesion) (o to — :3) 
28 32 29 
Mean ..4+1796®Ъ 41.0386 -- 0: 20bc 
S.D. 2:90 2°54 2-27 





a-t = 1:48 (N.S.) 
b~t = 2:go (p < 0-01, 2-tailed test) 
c~t = 1:92 (N.S.) 
d- X? (2 df) — 13:28 
(p < 0:002, 2-tailed test) 
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(8 out of 32 ‘equivocal’ wives and 8 out of 29 
‘bad’ outcome wives) (‘good’ ss ‘bad’ chi 
squared = 5:08, 1 df, p < 0:05; ‘good’ as 
‘equivocal’ plus ‘bad’ chi squared = 8:36, 
1 df, p « 0-005). 

A significant relationship also existed between 
outcome and combined husband and wife 
reports of recent family task participation 
balance at intake. For couples subsequently 
placed in the good" group, family task participa- 
tion was relatively unlikely to be ‘wife domi- 
nated' at intake (11 out of 26 undisputed cases), 
while the reverse was true for 'equivocal 
(17 out of 26 undisputed marriages were *wife 
dominated’) and ‘bad’ outcome group couples 
(20 out of 25 undisputed marriages). The 
difference between the two extreme groups was 
significant (chi squared — 6-09, 1 df, p « 
0:02), as was the overall chi squared value 
(7-86, 2 d£, p < 0-02). 


Predicting outcome from non-marital variables 

Marital variables were not the only ones 
significantly associated with one-year outcome. 
Firstly, intake occupational status showed 
quite a marked association with outcome. Of 
27 husbands who subsequently had a ‘good’ 
outcome, 13 had been working in a job which 
could be categorized in one of the top four 
status categories. In contrast, only two of 28 
husbands with a subsequent ‘bad’ outcome had 
jobs of equal status (chi squared = 9:67, 1 df, 
р « 0:002). An intermediate proportion of 
‘equivocal’ outcome husbands had jobs of this 
status at intake (12 out of 31). (Comparing all 
three groups, overall chi squared = 11:93, 
2 df, р « 0:005. When occupational status 
ratings were made on the basis of the highest 
status occupation held, the relationship was 
found to be in the same direction but not 
significant (15/28 ‘good’ as opposed to 9/29 ‘bad’ 
had ever held jobs classified in one of the top 
four status categories; chi squared = 2-11, 
1 df, N.S.). 

One of the strongest relationships was that 
between outcome and *wife's reported hardship' 
at intake (see Table П for details of this variable). 
Among wives whose husbands were subsequently 
placed in the ‘bad’ outcome group, a large 
majority reported relatively many (6 or more) 


of the ten family events contributing to the 
hardship scale (23/29 wives). The proportion 
reporting this many events was smaller amongst 
‘equivocal’ group wives (17/32) and smaller 
still in the ‘good’ group (9/28). Both the overall 
chi squared value (12-86, 2 df, p < 0-005) and 
that based on the figures for the two extreme 
outcome groups only (11-02, 1 df, p < o-oor) 
were significant. Mean ‘hardship’ scores were 
calculated for wives in the three outcome groups 
and these were ordered, from largest to smallest, 
bad, equivocal and good. The difference 
between the means of the two extreme outcome 
groups was significant (t == 3:68, p < o-oor). 
The difference between the equivocal and bad 
group means was also significant (t = 2-73, 
р <o-or). 

A similar, but slightly less strong, relationship 
existed between husband’s intake self-esteem 
and outcome. Group mean self-esteem scores 
were ordered, high to low, good, equivocal and 
bad. The two extreme outcome groups were 
significantly discriminated (t = 3:27, p< 
0:002), as were equivocal and bad outcome 
groups (t = 2°63, p < 0-02). 

By combining these variables, outcome can, 
after the event, be seen to have been highly 
predictable at least for extreme groups. Hus- 
bands whose intake occupational status was 
relatively low (categorized as 5-7) and whose 
wives reported a relatively high degree of hard- 
ship had a particularly poor prognosis. This 
was particularly the case when, in addition, 
husbands reported a relatively low level of self- 
esteem. Of 22 husbands showing such extreme 
characteristics, only one subsequently had a 
‘good’ outcome, and 15 had a ‘bad’ outcome. 
At the other extreme, good prognosis is associated 
with relatively high intake occupational status 
(categories 1-4), a relatively high level of self- 
esteem, and wives’ reports of relatively low 
levels of hardship. Of 11 couples with such 
extreme characteristics, 6 subsequently had a 
‘good’ outcome, and none had a ‘bad’ outcome. 


Combining marital and non-marital variables in the 
prediction of outcome 

Marital and non-marital predictors were not 
unrelated. In particular, ‘wife’s reported hard- 
ship’ and ‘marital cohesion’ were correlated 
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(т = —0-41, p < 0:001), and mean marital 
cohesion scores were significantly different for 
high and low hardship couples (t = 3:78, 
p < 0:001). Similarly, husband's intake occupa- 
tional status was correlated with marital 
cohesion (г == —0°23, p «:0:05), and mean 
marital cohesion score was lower for low status 
than for high status husbands (t = 3-46, 
р <o-oor). In the same way, self-esteem and 
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marital cohesion were correlated (т = --0.95, 
р < 0:001) and mean marital cohesion scores 
were significantly different for high and low 
self-esteem (median split) groups (t = 2:61, 
р «o-:o2). 

Figures 3, 4 and 5 show the relationships 
between marital cohesion and outcome classifi- 
cation, controlling in turn for intake occupational 
status, hardship, and self-esteem. In the case 
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Fra. 5.—The relationship between marital cohesion and outcome controlling for intake self-esteem. 


of Figure 3 it has been necessary to combine 
‘equivocal’ and ‘bad’ outcome groups in view 
of the rarity of a ‘bad’ outcome for husbands of 
relatively high occupational status. 

It can be seen that marital cohesion remains 
predictive of outcome (р < 0:05) for the 
majority of husbands whose jobs were only of 
manual or routine non-manual status at intake. 
However, marital cohesion is not at all predic- 
tive for the minority of husbands whose job 
at intake was of higher status. 

From Figure 4 it can be seen that the direction 
of prediction on the basis of marital cohesion is 
preserved for both high hardship and low 
hardship couples, but that the differences 
between mean scores are no longer significant. 
However, it should be noted that Ns are now 
rather small in some instances. 

Figure 5 shows that the direction and 
significance of prediction on the basis of marital 
cohesion is preserved only when husband's 
self-esteem is low. When that is the case ‘good’ 
outcome couples have significantly higher 
cohesion scores than either ‘equivocal’ (p < 
0:05) or ‘bad’ outcome couples (p « o-oor). 
Marital cohesion is not predictive for husbands 
with above-median self-esteem. 


DisausstoN 
The elements of marital cohesion 
The central finding reported here concerns 


the predictive validity of factor scores which we 
have construed as reflecting varying degrees of 
marital cohesion. An inspection of the individual 
variables contributing to these scores shows that 
couples had a relatively poor prognosis if 
relatively many of the following conditions were 
satisfied at the time of initial consultation: if 
wives reported that they both gave and received 
relatively little affection; wives used relatively 
few socially desirable adjectives or phrases in 
describing their ‘sober’ husbands; husbands 
expected their wives to use relatively few such 
adjectives or phrases in describing them ‘sober’; 
husbands reported that they had been partici- 
pating less in family tasks than was ideal; wives 
thought the same; wives thought that their 
husbands would use relatively many ‘hostile- 
dominance’ adjectives or phrases in describing 
them; and pooled opinions of husbands and 
wives about the future of their marriage were 
relatively pessimistic. Relatively cohesive couples 
were more than twice as likely to find themselves 
in the ‘good’ than the ‘bad’ outcome group, 
while relatively non-cohesive couples were more 
than three times as likely to find themselves in 
the ‘bad’ outcome group. The number of 
couples involved was relatively small and the 
finding requires replication. 

"This general result confirms and extends some 
previous findings on alcoholism and marriage. 
There is confirmation, for example, of Kogan 
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and Jackson's (1961, 1963, 1964) finding 
concerning the variation in non-alcoholic wives’ 
descriptions of their alcoholic husbands ‘when 
sober’, Of their sample of 46 wives (Kogan and 
Jackson, 1964), 61 per cent provided descrip- 
tions which departed from the generally favour- 
able ones given by most control wives. This 
figure is remarkably close to the 58 per cent of 
wives in this sample who gave prominence to 
non-ideal, hostile-dominant or submissiveness 
terms in describing their husbands ‘when not 
drinking’. These findings suggest that only a 
minority of wives may subscribe to the ‘Jekyll 
and Hyde’ view of the excessively drinking 
husband as someone whose behaviour is 
deviant only when he is drinking. This report has 
extended these findings by showing that this 
element of marital person perception is predic- 
tive of the immediate future course of the 
husband’s drinking behaviour. 

These findings also confirm previous reports, 
such as those of Jackson (1954) and Lemert 
(1960), that alcoholic husbands, as a group, fall 
short of the degree of involvement in family 
tasks which both they and their wives consider 
to be ideal. However, it has been shown here that 
the degree of husband under-involvement varies 
and that this variation is of predictive impor- 
tance. There is also evidence for the importance 
of the distinction which is traditionally drawn 
(e.g. by Blood and Wolfe, 1965) between task 
performance and decision-making elements of 
marital role functioning. The role inventory 
items which in this study were fairly con- 
sistently positively correlated, and which showed 
the clearest discrepancy between reported 
recent and ideal performance, were those which 
could most easily be subsumed under the 
former heading. They represented specific areas 
of task performance (repairs, looking after 
money matters, earning money), areas of 
general family involvement (keeping the family 
together, being ‘at hand’ when needed) as well 
as one item couched in decision-making terms 
but which could reasonably be thought of as a 
‘task’ (‘who decided what should be bought for 
the home apart from necessities’). There may 
be some higher order decision-making on this 
topic (e.g. who decides who makes the decision 
about buying such things?) which might more 
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properly be termed ‘decision-making’ (see 
e.g. Safilios-Rothschild, 1970, for a discussion 
of this type of issue). Other items which were 
much less likely to produce reports of husband 
under-involvement appeared to reflect decision- 
making in social or sexual spheres. The tentative 
conclusion is that alcohol dependence in hus- 
bands is more likely to be associated with a 
reduced involvement in the performance of 
tasks necessary for the family’s functioning 
than with reduced assertion in influencing the 
family over important social and sexual matters. 
It is unlikely that such a finding is specific to 
marriages in which husbands are diagnosed as 
suffering from alcoholism. Collins et al. (1971) 
found that ‘neurotic’ husbands were relatively 
uninvolved in tasks such as child-rearing and 
housework, but were relatively much involved 
in the making of decisions about social matters 
such as family entertainments. In a study of 
‘normal’ Australian families, Herbst (1954) 
found that the ‘social’ region was one in which 
relatively many husbands were engaged, while 
household tasks (particularly those traditionally 
belonging to the woman’s role) were regions in 
which relatively few husbands were engaged. 
He suggested a ‘pathfield’ of decreasing hus- 
band involvement, the latter type of household 
task being ‘lost’ relatively early on. He speculated 
that re-involvement would occur in the reverse 
order. 

Previous findings have been extended by 
demonstrating co-variation of wives’ perceptions 
and family task involvement with reported 
levels of affection (marital patterns test) and 
optimism-pessimism about the future of the 
marriage. It is possible to identify a general 
thread running through these various measure- 
able elements, and this common factor is 
predictive of the course of the husband’s 
drinking problem over a period of 12 months 
following the initial consultation. 


Further light on low coheston marriages 

In the case of many couples assigned to the : 
‘maximum treatment’ group, a research social 
worker had continued and intensive contact 
with each family (particularly with wives). A 
close examination of the detailed notes fre- 
quently made by research social workers in 
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these cases throws further light upon the nature 
of the common thread predominating in families 
which we have termed ‘low cohesion’. 

From reading these notes the impression was 
formed that low cohesion families contrasted 
with others in the following principal respects. 
The most generally shared feature was the 
dislike which the wife expressed towards her 
husband. Expressions which wives used in- 


cluded: ‘... hate him . . 7,  . . unable to 
forgive him . . .”, ‘. . . never loved him . . .’, 
*. . . my feelings are dead . . .", *. . . no longer 
concerned with my husband . . "^, and‘... 
feeling of deep revulsion . . .'. The dislike 


expressed by wives was often explicitly general. 
For example, '. . . drinking is not the main 
problem...’ and *. . . it's his person I don't 
like . . .". It was often associated with pessimism 
about, and lack of understanding of, the husband's 
behaviour, combined with resignation about the 
future. Reference was frequently made to 
previous unhappiness. It was as if dislike of the 
husband was spreading both forwards, in terms 
of pessimism about the future, and backwards, 
in terms of an unfavourable construing of the 
past. In two cases the wife recalled that she 
had left her husband during a period of co- 
habitation before their marriage, and in other 
cases the wife recalled unhappiness virtually 
throughout marriage. A number recalled prob- 
lems other than alcoholism, such as the hus- 
band's gambling or excessive jealousy. In a 
number of cases the wife referred to a previous 
husband whom she now saw as better than her 
present one. It seems likely, therefore, that the 
adjective check-list (wife perception of husband 
*when sober method was tapping an aspect 
of marital attitude which impressed itself upon 
the social work observer who got to kmow wives 
relatively well. 

Other major themes which emerged from the 
notes on low cohesion marriages were the 
presence of overt mutual hostility, and/or a 
breakdown in communication. Hostilities were often 
of dramatic proportions, involving physical 
violence, police involvement and disputes over 
entry to the family home. Hostility and break- 
down were reflected in expressions such as: 
‘it’s not a married life . . ^, ‘it’s never been a 
family life . . ^, ‘the marriage is finished . . .’, 


‘Pd like to get rid of him . . .’, and ‘he gives 
nothing, neither do I . . . In other, often less 
dramatic, cases it was withdrawal and break- 
down in communication that were most ap- 
parent. References to sleeping apart, a bad 
family ‘atmosphere’, and long periods of silence 
(one husband reported that there had been no 
words for a whole year) were frequent. 


The conirolling wife ambiguity 

Some discussion is in order concerning the 
absence of a detectable predictive relationship 
between outcome and scores on either of the 
two marital factors which appear to have 
aspects of ‘dominance’ as their themes. On the 
contrary, it was quite clear that it was the 
factors whose content appeared to revolve 
around themes of affection and cohesiveness 
that were predictive. This in itself may be of 
some importance. The 'controlling' nature of 
some women married to alcoholic husbands is 
a theme which often recurs in the literature 
on alcoholism in marriage (e.g. Bullock and 
Mudd, 1959; Whalen, 1953; Rae and Forbes, 
1966). Dominance-submission themes are pro- 
minent in more general writings and research 
on the subject of mate-selection (e.g. Winch, 
1958; Dicks, 1967), and there is often the 
suggestion that the ‘well’ spouse is in some way 
attracted to, and therefore contributes to the 
continuation of, the deviant spouse's deviance 
(e.g. Taylor et al, 1966; Kreitman, 1968; 
Agulnik, 1970). Although most of these ideas 
are speculative they do provide some grounds 
for expecting that variables to do with wife 
dominance might be predictive of the outcome 
of a husband's drinking problem. 

There are, however, a number of rather 
general reasons why, in retrospect, the lack of 
predictive significance of the two dominance 
factors is not so surprising. For one thing, a 
closer examination of some of the statements 
which have been made about the ‘controlling’ 
nature of some alcoholics’ wives shows that as 
much emphasis, if not more, is placed upon 
hostility. For example, Bullock and Mudd 
(1959) describe a proportion of their wives as 
‘dominating’, but they place greater stress upon 
the hostility which many wives appeared to 
show towards men in general, and upon the 
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frequent provocative behaviour they displayed 
towards their husbands. Whalen’s (1953) ‘Con- 
trolling Catherine’, as well as being controlling, 
is said to use marriage as a vehicle for expressing 
her distrustful and resentful attitudes towards 
men in general. She is critical, hard and un- 
forgiving. The ambiguity of constructs such as 
‘dominating’, ‘controlling’ and ‘power’ is 
equally apparent in the notes made by research 
social workers. The term ‘controlling’ is 
frequently applied to wives in both low cohesion 
and high cohesion marriages. However, in the 
former cases, the controlling behaviour des- 
cribed appears to have a hostile and bitter, 
element frequently lacking in other cases. 

Furthermore, recent research and writing on 
the subject testify to the conceptual and method- 
ological difficulty of assessing dominance or 
power balance in marital relationships (e.g. 
Olson, 1969; Turk and Bell, 1972). There seems 
to be agreement in the recent literature that 
an assessment of ‘who wears the trousers’ in a 
marital relationship is very much more complex 
than might be supposed, and that indeed the 
question itself is over-simple. It is of some 
interest that ‘pure’ measures of dominance, 
independent of hostility or affection, were not 
obtained from adjective check-list or joint 
interview rating data in this study. 


Towards a general theory of the influence of family 
factors upon the course of psychological disorder 

Despite conceptual and methodological dif- 
ferences, the major finding of this study is 
broadly similar to the findings of several studies 
of the family correlates of outcome following 
treatment for mental disorder, as well as to the 
findings of the single previous study of outcome 
following treatment for alcoholism (Rae, 1972). 
Rae devoted some discussion to the question of 
exactly what the psychopathic deviate scale of 
the MMPI was measuring. Husbands’ and 
wives’ scores, but particularly the latter, were 
predictive of outcome in this study. He quotes 
from Welsh and Dahlstrom (1956), who state 
that high scores on the scale indicate a ‘shallow 
emotional life and a capacity for only transitory 
or superficial loyalty . . . an egocentric person- 
ality who finds difficulty in accepting group 
standards . . .’. 
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In related fields others have found that factors 
such as relatively high emotional involvement, 
particularly hostility and criticality (Brown et al., 
1962, 1972), relatively high family activity and 
tension (Cheek, 1965), low levels of ‘mutual 
love’ and ‘husband-wife consensus’, and rela- 
tively high levels of ‘subordination of the patient’ 
by the spouse (Morrow and Robins, 1964), 
and atypicality of relative’s personality (Free- 
man and Simmons, 1963) are predictive of 
relatively high rates of relapse in the months 
following treatment for a psychiatric disorder. 
The diagnosis in these studies was usually 
schizophrenia. 

Although the terminology, and the method- 
ology, differ between these studies and between 
these studies and the present one, it is at least 
arguable that the theme of cohesiveness or 
satisfaction unites them. The general hypothesis 
may be proposed that a breakdown in the 
mutual rewardingness of marital or other family 
relationships is, in general, predictive of a 
relatively unfavourable outcome following treat- 
ment or counselling for any psychological 
disorder. 


The attribution of cause and effect 

In each of these studies a family relationship 
variable (X) has been assessed at one point in 
time and found to be predictive of an outcome 
variable (Y) measured at a later point in time. 
In all such predictive correlational studies, in 
which the manipulation of variables is not under 
deliberate experimental control, there is the 
ever-present danger of neglecting the impor- 
tance of a ‘third factor’ (Z) with which X may 
be correlated and which may be equally, if 
not more strongly, predictive of Y. This seems 
particularly likely to be the case when Y con- 
cerns the outcome (re-admission to hospital, 
performance level, adjustment, etc.) of A's 
condition (schizophrenia, alcoholism, etc.), 
and when X concerns the behaviour of someone 
else, B (hostility, tolerance, non-subordination, 
etc.), or aspects of the relationship between A 
and B (mutual love, etc.). In these circumstances 
one would expect to find predictive variables of 
type Z which concern the earlier behaviour of A. 

The folly of ignoring Z-type variables is 
obvious. Even though families are complex 
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inter-reacting and ‘open’ systems (von Berta- 
lanffy, 1966) with a lengthy prior history, so 
that any simple causal hypothesis of the type 
X—>Y or Z—>Y is inadequate, nonetheless 
a Z—>Y model (both variables based upon A's 
behaviour) has the decided merit of being the 
more straightforward. This is clearly the case 
when similar behaviour is assessed at both 
points in time, the hypothesis then taking the 
straightforward form Y,—>Y,. 

In fact in each of the studies relevant to the 
general hypothesis which we have put forward 
concerning the influence of family factors upon 
the outcome following treatment for psychological 
disorder—and these include the present study— 
some account was taken of Z-type variables. In 
almost every instance Z-type variables were 
themselves predictive of outcome, and further- 
more X-type variables (family variables) were 
not independent of them. For example, Brown 
et al. (1962) found that the more hostile relatives 
tended. to be those living with patients who 
expressed hostility in a joint interview. Relatives 
were more likely to demonstrate high emotional 
involvement if the patient in their family was 
still relatively ill at the time of discharge from 
hospital, and both factors (illness at discharge 
and relative’s emotional involvement) were 
predictive of outcome. Similarly, Morrow and 
Robins (1964) found that their patient-wives 
were more likely to report that their husbands 
subordinated them if their own illness had been 
of relatively gradual, rather than sudden, 
onset, and again both factors (subordination of 
wife by husband and gradual versus sudden onset 
of illness) were predictive of outcome. 

Cheek (1965) writes: ‘One may properly 
enquire whether the patient’s sickness may not 
have had more bearing on the outcome than the 
characteristics of the parent . . ^, and in similar 
vein Morrow and Robins (1964) state: ‘Personal 
characteristics of the patient herself, indepen- 
dently of the family situation, may play a major 
role in her post-hospital adjustment.’ Brown 
et al. (1962) appreciate that *. . . a causal 
relationship is not necessarily indicated . . . the 
findings could still be entirely due to clinical 
differences’. 

The difficulties of interpretation which arise 
in correlational, albeit prospective, studies of 


this kind arose in the context of this study. 
Marital cohesion was related to recent job 
status (which is a reflection of occupational 
status decline as well as ‘social class’), to the 
husband-patient’s level of self-esteem, and to 
the degree of hardship reported by his wife. 
Each of these variables was at least as strongly 
predictive of outcome as was marital cohesion 
itself. Furthermore, when each was partially 
controlled statistically the association between 
marital cohesion and subsequent outcome 
remained statistically significant only for certain 
sub-groups (those of relatively low self-esteem, 
and those with relatively low recent occupa- 
tional status). Wife’s reported hardship particu- 
larly emerges as a variable which, when 
controlled statistically, leaves little room for any 
detectable association between marital cohesion 
and outcome. The difficulties of interpretation 
are obvious; to classify ‘hardship’ as a variable 
reflecting the patient’s ‘condition’ rather than 
an aspect of marital interaction is arbitrary. 

What it amounts to is that research on 
families and outcome has to face up to the 
complex inter-reacting nature of social groups, 
particularly groups which, like families, have 
a previous history. Vast literatures attest both 
to the non-random assortative nature of mate- 
selection, and to the reciprocally contingent 
nature of social interaction. It should therefore 
come as no surprise to find that it is difficult 
to isolate the influence of one particular member 
of a family dyad or group. 
Implications 

The clinical implications of these findings 
particularly concern that proportion of alco- 
holism-complicated marriages in which some 
breakdown in cohesion, or mutual rewarding- 
ness, may be interfering with the ‘normal’ 
recovery process. This probably implies that 
symptom-focused and patient-focused treatment 
is unlikely to be sufficient in such instances. The 
complement of this, which may be contrary to 
some prevailing treatment assumptions, is 
that such an approach might be sufficient in 
instances where a relatively high level of marital 
cohesion exists. Where marital cohesion is 
relatively low, procedures might have to be 
employed to assist in building the elements of 
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cohesiveness, if this is a desired goal. Family 
participation by the husband, favourability of 
wife's perception of husband, and frequency of 
mutual demonstrations of affection may be 
among these elements. 

There are also implications for research in 
this area. The correctness of the general 
hypothesis put forward here needs testing by 
using standard family measurement proceduresin 
the context ofa variety of psychological disorders. 

However, in view of the difficulty of inter- 
preting correlational studies of this type, such 
studies are perhaps best thought of as prelimi- 
naries to studies of family behaviour modifica- 
tion carried out within an evaluative design. 
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Certificated Incapacity and Unemployment in Alcoholics 
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By E. S. M. SAAD and J. S. MADDEN 


Summary. Seventy-three male alcoholics permitted information to be obtained 
from official sources about time recorded as lost from work in receipt of sickness 
or unemployment benefits and about their weekly state insurance contribu- 
tions, The average yearly time loss was 121-7 working days per person, 
comprising an average yearly loss through sickness of 86-1 and through 
unemployment of 35-6 working days respectively. By contrast the recorded 
national sickness loss for men in a comparable twelve months period averaged 
15°9 working days per person. 

Thirteen alcoholics showed over five years, prolonged deficiency in work 
attendance. State benefits to the subjects, over twelve months during the early 
19705, totalled 418,434.80. Diagnoses on their medical certificates underesti- 


mated incapacity from alcoholism. 


An appreciation of the cost of alcoholism 
would be helpful in determining the proportion 
of therapeutic resources which should be allo- 
cated to the condition. The expense of disease 
is usually considered to have three principal 
components: medical outlay, loss of productive 
time through ill-health or premature death, 
and the intangible cost of human suffering 
(Glass, 1973). The third component cannot be 
measured exactly. Holtmann (1964) estimated 
financially six forms of loss attributable to 
alcoholism: decreased life expectancy, un- 
employment, absenteeism, imprisonment, hospi- 
talization and car accidents; the list could be 
extended to include state and personal insurance 
benefits to alcoholics and dependants, treatment 
at home or at hospital out-patient departments, 
care from the social services and voluntary 
agencies, police and other legal expenses, 
including court actions for separation or divorce. 
The cost of alcoholism to industry in Britain has 
been variously estimated, one suggestion being 
£100 million a year (Glatt, 1972); the estimates 
are guesses that point to the need for precise 
information. 

The majority of alcoholics who are treated are 
middle-aged males in a productive age period; 
it is possible that diversion of national resources 


to the prevention, detection and treatment of 
alcoholism would be rewarding in terms of 
cost-benefit analysis. This policy might prove 
more productive, on humanitarian grounds of 
relief of suffering as well as financially, than 
expansion of treatment services for diseases 
that are less common or less responsive to 
therapy. 

The present study has concentrated on the 
periods in which a group of alcoholics received 
state benefits for certificated incapacity or 
unemployment, that is, the periods for which 
the Department of Health and Social Security 
(DHSS) has records of their absences from 
work. Data on paid and credited weekly 
contributions to the state insurance scheme were 
also gathered; since persons who are incapaci- 
tated or registered as unemployed normally do 
not pay contributions but have them credited by 
DHSS such data are a measure of regularity of 
employment. 


SUBJECTS AND METHOD 
The subjects were 73 male alcoholic patients 
of a regional addiction unit. All had developed 
physical dependence on alcohol, so that they 
were drinking to relieve withdrawal symptoms 
such as tremors, sweating and anxiety; the 
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is particularly helpful in alleviating anxiety or agitation 
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Combined use of antidepressants having varying 
modes of activity requires thorough knowledge of 
pharmacology of all agents. Allow minimum of 14 days 
to elapse following discontinuation of MAO inhibitors 
and introduction of Tryptizol: (Hyperpyretic crises, 
severe convulsions and deaths have occurred when 
tricyclic antidepressants and МАО! drugs were given 
simultaneously.) Introduce Tryptizol' cautiously and 
gradually increase until optimum response is achieved. 
When amitriptyline is used to treat the depressive 
component of schizophrenia, psychotic symptoms 
may be aggravated. If used in manic-depressive 
psychosis a shift towards the manic phase may occur. 
Paranoid delusions, with or without associated hostility 
may be exaggerated. (In such circumstances either 
reduce dose of amitriptyline or add major tranquillising 
drug.) 

The possibility of suicide in depressed patients 
remains during treatment and until significant remission 
Occurs. This type of patient should not have easy 
access to large quantities of the drug. 

Concurrent administration of amitriptyline and electro- 
convulsive therapy may increase the hazards of 
therapy and therefore should be limited to patients 
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Use with caution in patients with history of seizures, 
urinary retention, or increased intra-ocular pressure. 
With narrow-angle glaucoma, even average doses 
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medication, anticholinergic or sympathomimetic drugs. 
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(careful adjustments of dosage are required) and those 
who receive large doses of ethchlorvynol concurrently. 
It may enhance the response to alcohol and the effects 
of barbiturates or other CNS depressants. Alertness 
may be impaired in some patients (activities made 
hazardous by this diminished alertness should be 
avoided) 

Patients with cardiovascular disorders should be 
watched closely. Tricyclic antidepressant drugs have 
been reported to produce arrhythmias, sinus tachy- 
cardia, and prolongation of the conduction time, 
myocardial infarction and stroke. 


Amitriptyline may block the antihypertensive action of 
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Discontinue amitriptyline several days before elective 
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Both elevation and lowering of blood sugar levels 
have been reported. 

Not recommended for depressed patients under 
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Safe use during pregnancy has not been established. 
Weigh benefits against possible hazards to mother 
and child when administered to pregnant or possibly 
pregnant women and to nursing mothers. 
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addiction. 
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majority had suffered from a drinking problem 
for over ten years. Twenty-six (35:6 per cent) 
were unemployed; other characteristics of the 
sample are in Table I. There was a tendency 
to downward drift in social class; five of the 
subjects who were in class IV when interviewed, 
ind two of those in class V, had belonged to 
igher strata. Fifty-two were in-patients and 
I were out-patients; there were no differences 
between the characteristics of in-patients and 
out-patients. 

Each subject was given a structured inter- 
view by one author (E.S.M.S.), in which he 


TABLE I 


Characteristics of patients 





Age in years (mean 43:1; SD 9-5) 
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was asked to furnish signed permission for 
DHSS to provide, in confidence, particulars of 
state benefits issued for sickness or unemploy- 
ment in the year before interview, and of the 
weekly state insurance contributions paid by 
the subject or credited for him by DHSS in the 
last five years; none of the subjects refused 
permission. The interviews took place between 
May and November 1973. 


REsULTS 


Table II presents the days in the year before 
interview which the DHSS recorded because 
sickness or unemployment benefit was paid, 
ie. days lost from work. Alcoholics who were 
in employment at the time of interview had 
received benefit for considerably less days than 
unemployed subjects. The recorded loss of work 

















229 з ос tt от OUO |$ із inflated by a minority of patients with long- 
40-49 Fe a .. Et a gg term absences; Table II indicates that 10 of the 
50—59 6 Ка ES на s 14 26 unemployed alcoholics (13:7 per cent of the 
60-69 а 0 e 3 whole study group) were almost continuously 
Marital status off work during the year. Over a longer term 
Marred x: " E - .. да there were 13 alcoholics who paid less than go 
Divorced .. и » is .. 14 Weekly state insurance contributions each during 
е T sis a he Е 7 the five years before interview and who there- 
inge — .. : z 3 m ; 
MS dd = 3 cda А аш prolonged inadequacy of work 
Social class Eight subjects had received no sickness or 
I . 2 unemployment benefit in the last year before 
I .. z e e e z 4 interview; 41 were paid sickness benefit only, 
Ш EU pe Eo ee © vx n 4 were given unemployment benefit only, and 
y Е M 2 х Ж 1а 20 received both kinds of benefit. Table III 
indicates the relative effects of sickness and 
Social Stability Scale (Straus and Bacon, 1951) unemployment. The average sickness absence 
то, E e Un tU p 6 spell was shorter than the average unemploy- 
2 7 07 OTT $9. ment spell, but as the number of sickness spells 
3 сг т Г од маз over three times that of unemployment 
spells the days lost through sickness exceeded 
Tasre П 
Recorded loss from work in the year before interview (figures in brackets for то alcoholics almost continuously away 
from work for the year) 
Work status when No. of Recorded Average loss 95 of 
interviewed patients loss (days) per person (days) total loss 

Employed .. 47 3,466 78°7 39°0 
Unemployed 26 (10) 5›416 (3,007) 208 +3 (300 7) 61-0 (33°9) 

Total us p НЯ 73 8,882 121:7 I00*0 


















































342 CERTIFICATED INCAPACITY AND UNEMPLOYMENT IN ALCOHOLICS 
Tase ПІ 
Relative effects of sickness апа unsmployment in the year before interview 
Average Recorded Average loss Average loss 
Absence spells loss per person per spell % of 
spells per person (days) (days) (days) total loss 
Sickness 149 2-0 6,285 86-1 42:2 70:8 
Unemployment .. 42 0:6 2,597 35:6 61:8 29:2 
Total 191 2-6 8,882 121:7 46:5 100-0 
the loss from unemployment. Sickness benefit’ Taste IV 
requires medical certification; the diagnoses Diagnoses on medical certificates for 149 sickness absences 
supplied on medical certificates to DHSS ате — Ў Р 
summarized in Table IV. They minimized the Diagnostic Group N A 
absences that were in reality due to alcoholism ; Psychiatric Nervous debility — .. оз 36-2 
it was not possible retrospectively to determine Neurasthenia .. ju 6 
the precise proportion of sickness absences that Anxiety state .. - 5 
should have been attributed to alcoholism, de ues E à 
A А паро h ег о ш i 
but from the patients descriptions it was clear Depression, affective 
that the greater part of their incapacity was Border . 4 
caused by their drinking, including the majority Psychiatric iliness, 
of illness absences within each of the Table's qub DELE z 4 
: : ; ; coholism m 4 
Ex Du daos вот Delirium tremens 
indicating psychiatric disorders, hospitalization, 
respiratory or digestive conditions). Hospitalization . . 24 16:1 
The total of sickness, unemployment and а D 
supplementary benefits paid by the state to the Respiratory ms + g Gp 
group in the year before interview amounted to эса 5 "s А 
З Sinusitis, sore throat, 
£18,434.80, with an average of £252.52 per influenza Т. 4 
alcoholic patient. Benefits paid to subjects who Coryza, pleurisy 2 
were out of work when interviewed averaged ——— = 
£398.48 per patient in the year, over twice the Digestive d E т 
average of £171.79 per patient in the year paid Dyspepsia, diarrhoea. 6 
to those in employment. Vomiting, colic 3 
Although the in-patients might be expected - 
to have more sickness absence than out-patients Accidents, Accidents — .. — .. 15 IOI 
by virtue of being in hospital when interviewed POMONNE 
. : А ; and violence 
and possibly by being more ill, there was in 
fact no marked difference in findings between — Musculo- Strained muscles, 
in-patients and out-patients. skeletal fibrositis, lumbago, 
back pain .. ui 7 47 
С ратан " А Symptoms, Virus infection M 3 40 
The periods of recorded interruption of ill defin Medical investigation 2 
employment for which the state issues sickness conditions Defective vision I 
or unemployment benefit consist by convention and other 
of notional working days. The working days are 80% 
calculated on the basis of a six-day week with Circulatory Myocardial ischaemia 1 0:7 


no allowance for public or other holidays. There 
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are therefore 312 working days in a year; as 
most people work fewer days than this, the 
convention, which the study had to follow, 
overestimates the number of working days. On 
the other hand, DHSS records also provide 
sources of underestimation of days lost from 
work; periods of incapacity of three days or 
less do not normally give entitlement to benefit 
and so may not be notified to DHSS; informa- 
tion is not available for members of the forces, 
non-industrial civil servants or Post Office staff, 
nor are data at hand for absences that do not 
qualify for sickness or unemployment benefit 
because of inadequate insurance contributions 
paid or credited to the state scheme. Unless, 
however, an employer keeps a check on known 
alcoholic employees there is no other objective 
way of estimating sickness absence among 
alcoholics (and this check would not cover 
alcoholics unknown as such to the employer nor 
provide data on unemployment). 

The proportion of 35-6 per cent unemployed 
among the subjects is similar to the level of 
33 per cent in the study of Edwards et al (1967); 
the deterioration with tme in types of occupa- 
tion parallels the fndings of Edwards and 
colleagues (1967) and those of Glatt and Hills 
(1965). Both these British researches investigated 
time taken off work by male alcoholics and 
showed a yearly absenteeism rate from drinking 
of 86 and 28 days respectively per person; the 
studies included time lost for which sickness 
benefit was not paid, but obtained their infor- 
mation from the alcoholics and did not use 
objective records. An inquiry in the U.S.A. 
revealed a yearly average loss through sickness 
of 19-4 daysin unrecovered alcoholics, compared 
with 5:4 days in controls (Pell and D'Alonzo, 
1970); a Stockholm investigation into two 
groups of male alcoholics uncovered yearly 
averages of 44:2 and 47-4 days during which 
sickness benefit was paid, with a control sample 
averaging 12:2 days (Bjerver, 1972). 

The average yearly loss from work through 
certificated incapacity of 86-1 days in the 
present study exceeds the above findings. More 
importantly, the alcoholics in the study had 
considerably more days of recorded sickness 
absence than the general population. For the 
year ending June 1972 the average yearly loss 


343 
through certificated incapacity for men in 
Britain was 15:9 working days, while for men 
in the North-West (the area of the subjects) it 


"was 19:8 (Taylor, 1974). 


A large minority (33:9 per cent) of the 
recorded absences from work was provided by a 
small proportion (13:7 per cent) of the study 
group; this is a common finding in alcoholics 
and non-alcoholics alike. Approximately 12 per 
cent of another group of alcoholics in Britain 
were out of work for periods ranging from 6 
months to 5 years (Edwards et al, 1967) ; nearly 
& third of the country's sickness incapacity is 
supplied by a relatively low number of persons 
who are chronically invalided (Taylor, 1974). 
To offset this point it should be noted that the 
majority (64-4 per cent) of the present subjects 
were in employment when interviewed and 
had not been away from work for prolonged 
spells, yet they lost in the previous year an 
average of 73-7 days through recorded sickness 
or unemployment. In contrast, the average 
yearly sickness absence, including unrecorded 
loss, among actively working males in Britain, 
has been variously estimated as 9-1 and ro days 
(Office of Population Censuses and Surveys, 
1973; Taylor, 1974). 

Although a higher morbidity rate in alco- 
holics compared with non-alcoholics may not 
be entirely due to alcohol itself but may also 
derive from the constitutions and life style of 
the former (Pell and D'Alonzo, 1970), much of 
the sickness incapacity and unemployment 
among the subjects of the present study resulted 
from alcohol consumption. Since their average 
yearly loss through certificated incapacity or | 
unemployment was 121-7 working days, the 
expense of their alcoholism must be extensive. 
The state benefits recorded as payments to the 
subjects need, of course, continuous reinterpreta- 
tion in terms of monetary inflation. 

The average length of sickness absence spell 
among the subjects was 42-2 working days, only 
slightly larger than the national average among 
the insured population of 36-5 working days 
for the year ending June 1971 (calculated from 
data of Office of Health Economics, 1973); 
Pell and D’Alonzo (1970) also noted that spells 
of sickness absence in alcoholic employees were 
not markedly longer than in controls, The 
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national rate of sickness spells for males during 
the 12 months terminating in June 1971 was 
less than 0:5 per insured person (Office of 
Health Economics, 1973); the present subjects 
averaged two sickness spells per person in 12 
months. It appears, therefore, that the increased 
sickness incapacity of alcoholics is the result of 
more spells of sickness rather than of markedly 
longer spells, 

The single instance in which cardiovascular 
disease was diagnosed on the medical certificates 
of the subjects does not conform with the 
national data for 1970/71, which show that 
14:0 per cent of the days off work through 
certified sickness were lost because of circulatory 
disorders (Office of Health Economics, 1973). 
The small incidence of cardiovascular illness 
detected in the study also fails to accord with 
the proneness of alcoholics to heavy cigarette 
smoking (Dreher and Fraser, 1967, 1968) and 
with their high mortality from cardio-vascular 
conditions (Sundby, 1973), and is not sub- 
stantiated by the age distribution of the sample 
(17 of the 73 subjects were aged 50 or over). 
It might reflect a relative physical fitness in 
alcoholics who are referred to a psychiatric unit 
rather than to other hospital departments. Lack 
of representativeness of the study group is a 
constant problem in research on alcoholics. 

Estimation of the extent and cost of alco- 
holism is not helped by the infrequency of 
diagnosis of the condition on medical certifi- 
cates. Edwards et al (1967) reported that 74 per 
cent of their alcoholic subjects admitted to 
having given false reasons for requiring sickness 
certificates over a 12-month period. Probably, 
therefore, deceit by the present patients con- 
tributed to the low proportion (3:4 per cent) 
of instances in which alcoholism or delirium 
tremens were mentioned on their medical 
certificates; it is also possible that certain of the 
subjects’ doctors avoided labels denoting alco- 
holism under the mistaken impression that this 
illness does not qualify for sickness benefit. 
Increased knowledge of alcoholism amongst 
doctors will reduce both these factors, but until 
its stigma is greatly reduced a third possible 
cause remains of under-certification: the under- 
standable wish of doctors to avoid embarassment 
to their alcoholic patients. 


CERTIFICATED INCAPACITY AND UNEMPLOYMENT IN ALCOHOLICS 


This study has cited in comparison data 
obtained nationally and from the region of 
residence of the subjects. Both sickness and un- 
employment absences vary regionally (Taylor, 
1974), while sickness incapacity increases with 
job dissatisfaction and lower social class (Office 
of Population Censuses and Surveys, 1973). 
There are also temporal variations in sickness 
absence, including a rising trend in developed 
countries (Taylor, 1974), alterations following 
changes in environmental hazards and in 
economic climate (Pell and D’Alonzo, 1970), 
and yearly fluctuations that largely depend on 
influenza prevalence (Office of Health Econo- 
mics, 1973). There is a place for comparison of 
absenteeism in alcoholics and in controls 
standardized for age, sex, marital status, social 
class, region, and time of investigation. Further 
elucidation of the expense of alcoholism requires, 
in addition to costing of the resultant state and 
personal insurance benefits, a financial estimate 
of the remedial and legal services, and of the 
loss of working output. 

Treatment of alcoholic personnel undertaken 
at the prompting of their superiors is frequently 
effective (Madden, 1973) and therefore bene- 
ficial to their firms, yet two recent books on 
medical and stress aspects of employment 
(Schilling, 1973; Kearns, 1973) have a paucity 
of references to alcohol and alcoholism. It is to 
be hoped that doctors, employers and trade 
unionists will give alcoholism the attention it 
merits, and that further researches comparable 
to that of Trice (1967) will be conducted on the 
identification of alcoholic employees so that 
they can be directed into therapy that reduces 
the cost of their illness. 
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A Trial of Fenfluramine in the Treatment of the Chronic 


Alcoholic Patient 


By N. KRASNER, M. R. MOORE, A. GOLDBERG, J. C. D. BOOTH, 
A. H. FRAME and A. D. MaLAREN 


Summary. In a double blind trial, 50 male chronic alcoholic patients were 
treated with either fenfluramine in a dose of 60 mg or 120 mg daily, or with 
identically prepared placebo tablets. Patients were interviewed on admission 
to the trial and then at four-weekly intervals for a period of one year and blood 
levels of delta-aminolaevulinic acid dehydratase. (ALAD) and gamma-glutamyl 
transpeptidase (yGT) and fenfluramine were determined. The efficacy of 
fenfluramine at the two dose levels was compared with placebo on the basis of 
the number of lapses indicated by the clinical history and also by alterations in 
the biochemical indices. | 
Twenty-seven patients completed the period of observation, there being g in 
each of the three groups. Those receiving 120 mg fenfluramine daily showed 
significantly fewer lapses than either of the other two groups (p < 0-01) on 
biochemical but not on clinical criteria. Overall assessment revealed that 3 of the 
g patients receiving the high dose of fenfluramine had a good result during the 
period of the trial, but there were none in the 60 mg group or in those receiving 
placebo. More extensive trials of fenfluramine in the treatment of chronic 


alcoholism are indicated. 


INTRODUCTION 

It has been estimated that there are over 
77,000 problem drinkers and chronic alcoholics 
in Scotland, a figure which represents 2 per cent 
of Scotland’s population over the age of 15 years 
(Scottish Home and Health Department, 1973). 
Several attempts have been made to treat the 
chronic alcoholic patient with drug therapy 
(Lemere et al, 1942; Wallerstein, 1956; Fox, 
1958; Smith, 1958; Sanderson et al, 1963; 
Taylor, 1964; Linton and Hain, 1967; Levy ei al, 
1967; Kline et al, 1974), but the wide literature 
provides very little conclusive proof of thera- 
peutic effectiveness (Wallgren and Barry, 1970). 
In studies by Wilson (1972), Opitz (1972) and 
Krasner et al, (1974) theanorexiant fenfluramine 
has been shown to induce a disinclination to 
ingest alcohol in rats habituated to alcohol. 
The precise rationale of this phenomenon is 
uncertain, but it has been suggested that the 


drug may influence the feeding centre in the 
lateral hypothalamus (Blundell and Leshem, 
1973) or alter the metabolism of 5-hydroxy- 
tryptamine metabolism in the brain (Costa and 
Revuelta, 1972). 

Spencer (1973), in an uncontrolled trial in the 
Bahamas, found that fenfluramine reduced the 
readmission rate to an alcoholic unit of a group 
of alcoholics treated over a period of 6 to 15 
months. The purpose of the present study was 
to assess the efficacy of this drug on a double 
blind basis in a selected group of alcoholic 
patients over a one-year period. 


PATIENTS AND METHODS 
We studied 50 male alcoholic patients con- 
forming to the World Health Organization 
definition of chronic alcoholism (WHO, 1952) 
who agreed to take part in the trial for a period 
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of one year. The patients fulfilled the following 
criteria for admission to the trial. They were 
considered to be well motivated and expressed 
a willingness to co-operate for the duration of 
the trial; patients were selected who were not 
more than то per cent underweight; a close 
reliable witness was available to corroborate 
the patient’s history of his drinking habits 
during the trial; and finally an address was 
available at which the patient could be con- 
tacted. The patients were randomly allocated 
to one of three groups and the trial was con- 
ducted on a double blind basis. The mean ages 
in each of the three groups was similar. Group t 
received two placebo tablets three times per 
day and served as a control group; group 2 was 
given one placebo tablet plus one 20 mg fen- 
fluramine tablet three times a day; and group 3 
received 40 mg (two tablets) of fenfluramine 
three times a day. Placebo tablets and active 
drug were made up in an identical form and 
presented in strips of six tablets as a single day's 
treatment. After an initial period of ethanol 
withdrawal under hospital supervision, varying 
from seven to fourteen days, the patient was 
taken off all other forms of medication before 
the trial tablets were commenced. 

On admission to the trial the patient was 
interviewed and his alcohol intake assessed on 
the basis of information obtained from the 
patient himself and also from the reliable 
independent witness. Blood was taken off for 
measurement of erythrocyte 8-aminolaevulinic 
acid dehydratase (ALAD) (Berlin and Schaller, 
1974), blood alcohol and plasma fenfluramine, 
and also for gamma glutamyl transpeptidase 
activity (yGT), the hepatic microsomal enzyme, 
as an indicator of either active hepatic damage 
or enzyme induction resulting from continued 
ethanol ingestion (Rollason et al, 1972). The 
method of Rosalki et al (1970) was used to 
estimate yGT activity. Serum fenfluramine 
levels were measured by Servier Laboratories to 
verify that the patient was taking his trial tablets. 

Once a month thereafter the patient was seen 
by a psychiatrist at a special clinic, and the 
above biochemical indices were again measured 
and the patient’s weight also checked to exclude 
undue weight loss, which might occur in those 
receiving fenfluramine. An enquiry was made 
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into possible side effects related to the trial 
tablets. Defaulters were followed-up by a 
psychiatric social worker or by a member of 
the medical staff (N.K.). The efficacy of 
fenfluramine was assessed by comparing the 
number of drinking lapses on the active pre- 
paration, in the two dose schedules, with the 
number of lapses on placebo, and also by 
comparing the changes in the biochemical 
indices in the three groups. Any ingestion of 
alcohol within each four-week period was 
regarded as a clinical lapse. The only exception 
arose in a few patients who reported that they 
had taken a small amount of alcohol, say 
1-2 pints of beer or 1-2 whiskies on isolated 
occasions. When it was reasonably certain that 
this was the case such incidents were not 
considered to be lapses. A biochemical lapse 
consisted in an elevation of yGT activity above 
50 iu/l or a depression in the activity of ALAD 
beneath a personalized lower limit corrected 
for the individual's level of blood lead (Moore, 
1974; Mahaffey et al, 1974). A previous study 
(Krasner et al, 1974) has demonstrated the 
value of ALAD as an index of recent heavy 
alcohol consumption. Using the method of 
Berlin and Schaller (1974) we found the mean 
ALAD activity in 30 healthy subjects aged 19 
to 55 years to be 27:2 5:4 umol/min/ml RBC. 
The mean blood lead for these individuals was 
26:9--9:2 ugjioo ml blood. (A blood lead of 
40 ugjioo g per ml blood is usually regarded 
as the upper limit of normal—Lane et al, 1965). 

For each patient a history was obtained of 
variables in the social background which have 
been shown to be related to outcome of treat- 
ment. Information included stability of marriage 
and work record (Davies et al, 1957; Edwards, 
1970), involvement with the police (Bacon, 
1974), family history of a drink problem 
(Nylander, 1960; Vallance, 1965), suicide 
attempts or expression of a suicidal tendency 
(Kessel and Grossman, 1961) and record of 
attendance at Alcoholics Anonymous (Ritson 
and Hassall, 1970). 


RESULTS 


Of the 50 subjects who commenced the trial 
27 completed the one-year observation period, 
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of whom there were 9 in each of the three treat- 
ment groups. Eight patients in each of the 
placebo and 120 mg group and 7 in the 60 mg 
group failed to complete the trial. Thirteen 
patients (26 per cent) withdrew co-operation 
by either refusing to continue to take the 
tablets or consistently refusing to attend the 
clinic in spite of repeated home visits by a 
social worker or member of the medical staff. 
A further 3 patients moved out of the Glasgow 
area and were lost to follow-up. It is of interest 
that in spite of careful selection 3 patients were 
withdrawn because of their mental condition. 
One became paranoid and refused to continue 
with the tablets; another patient became ex- 
tremely agitated and was readmitted to hospital 
and withdrawn from the trial to be placed on 
alternative treatment; and the third was with- 
drawn because he threatened to take an over- 
dose of his trial tablets. A further patient 
actually took an overdose of trial tablets (fen- 


fluramine 120 mg group) and was also with- 
drawn. On admission he exhibited profuse 
sweating, tachycardia and marked agitation, but 
within 24 hours these effects had disappeared. 

The efficacy of fenfluramine treatment in 
doses of 60 mg or 120 mg daily was compared 
with treatment with placebo tablets and the 
results are summarized in Table I. An arbitrary 
figure of three lapses was considered to be the 
highest number of lapses consistent with a good 
result over the year follow-up period. Mean 
values -L1 standard deviation of clinical and 
biochemical lapses along with mean ALAD 
figures and fenfluramine levels in the three 
groups are presented in Table IT. 


ALA dehydratase 

Two measures were calculated for each 
patient: (i) the number of months (out of 11 
or 12) when his ALAD activity was lower than 


TABLE I 


Comparison of efficacy of placebo tablets and two dose schedules on fenfluramine according to the number of lapses from 
biochemical evidence or clinical history 


Good result (0—3 lapses) 


Poor result (> 3 lapses) 























Clinical Clinical 
ALAD hi yGT ALAD history yGT 
Placebo (п = 9) .. is - 2 2 8 7 7 I 
бо mg Е daily (п = 9) .. si 2 4 4 7 5 5 
120 mg Е daily (n = 9) .. at 8 3 5 I 6 4 
ТАв П 


Data on 9 patients treated with placebo, 9 treated with 60 peers (F) daily 
and 9 with 120 mg fenfluramine (F) dail 




















Lapses Predicted Mean plasma 
Grou Blood lead ALAD level fenfluramine 
P ALAD  Giinical yGT Blood ^ (ug/100 ml (umol/min/ level _ 
history alcohol blood) ml RBC) (ng/ml) 
Placebo 6-73-70 6-043°6 o-gtt-5 о:941:7 30:3-11:2 21:24-3:7 
60 mg F 6-143°9 4°93'7 4°243°7 124155 28:9:b10-.6 21:8435 45°24+13°6 
womgF ..  g:24+ 9:1 3:642:8 3:2:52:9 0-4-br:3  26-:1-b9:5 22:8436 67:2-39:9 


Note: Values shown are’means +SD. 
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the predicted lower limit of normal corrected 


© for the blood lead level; and (ii) the median 


Jor mid-median value for ALAD activity. By 


S inspection of the data (Table I), the group 


receiving the 120 mg daily dose of fenfluramine 
had a significantly better result than either the 
. patients taking 60 mg daily or the group on 
placebo tablets (p < оог using Fisher's exact 
test). The 60 mg group and the placebo group 
had an equally poor result. The sample mean 
and sample variance of each group was calcu- 
lated from the individual median or mid- 
median value, and once again a difference 
significant at the 1 per cent level was found 
between the 120 mg group on the one hand 
and the бо mg group (ts = 3-15) and placebo 
group (té о 3°33); on the other; no statistical 
difference was found between the latter two 
groups. A correlation coefficient between ALAD 
activity and blood fenfluramine levels was 
calculated for patients taking 120 mg but the 
results were inconclusive. 


УСТ 

Two measures were also calculated for each 
patient: (i) the number of months (out of 10, 
її or 12) when the yGT activity was greater 
than 50 iu/l; and Gi) the median or mid- 
median activity of yGT. Paradoxically, placebo 
patients appeared to have better results (Table 
I). Samples were skew, so log,, of the median 
value was studied and the sample mean and 
sample variance for each group was calculated. 
Placebo patients again appeared to have better 
experience, but the observed differences in 
means were not significant in any of the groups. 
A correlation coefficient between yGT activity 
and blood fenfluramine levels was calculated 
for both groups receiving fenfluramine, but the 
results were inconclusive. 


Clinical history 

The estimated number of lapses derived from 
the clinical history (Table I) show no signi- 
ficant differences between the three groups. 
Considering all three parameters of measure- 
ment of the progress over the year period of 
observation, that is activities of ALAD and yGT 
and clinical history, no patient in the placebo 


2B 


or 60 mg group had a satisfactory result with 
three or fewer lapses. However, 3 of the 9 
patients who received 120 mg fenfluramine 
daily had a good result, though of these 3 only 
one remained totally abstinent througliout the 
whole trial. | 


Plasma fenfluramine 

The expected range of plasma fenfluramine 
levels on a daily dose of бо mg is 80-100 ng/ml 
and on 120 mg is 120-140 ng/ml (Servier 
Laboratories, 1975). In the present study the 
mean plasma value for fenfluramine in those 
receiving 60 mg daily was 45:2 ng/ml, and in 
the 120 mg group 67:2 ng/ml. Although the 
mean values do not fall within the expected 
range, the 120 mg group does show a higher 
mean level of fenfluramine, though this is not 
statistically significant. 


Blood alcohol 

In all, alcohol was found in the blood on 25 
occasions among the 27 patients. In four 
instances, the clinical history had not elicited 
a lapse; these were considered to be clinical 
lapses. 


Social background 


Table III presents a summary of factors 
which might affect the progress of the individual 
alcoholic and the likelihood of his responding 
to a treatment programme. Comparing groups 
rather than individuals there appears to be little 
difference in the distribution of the variables, 
although the placebo group had a poor record 
of stable employment. A comparison of similar 
indices was also made in the 27 who had com- 
pleted the trial and in 23 defaulters. The 
defaulting group had been in trouble with the 
police more frequently and were less likely to 
attend Alcoholics Anonymous; however, neither 
of these differences is statistically significant. 


Readmission rates to hospital 
No significant difference was observed in 
readmission rates for alcoholism in the three 
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Tase HI 
Social background of 27 patients who completed the fenfluramine trial 
Work Marriage | 
Unmarried stay m Paitin ^ deber 
Good Poor Stable Unstable Police drink Anonymous suicidal 
record record marriage Divorced record problem nd tendency 
Separated 
Placebo 
(n = 9) .. 1 8 4 5 2 3 2 3 
60 mg F daily 
m=9 5 4 6 3 2 7 3 2 
120 mg F daily 
(0-9... 4 5 5 4 3 4 4 2 


groups. In the placebo group, patients 4, 17, 22 
and 40 were readmitted on a total of six occa- 
sions; patients 1, 19 and 24 were readmitted on 
a total of five occasions in the 60 mg group; and 
in the 120 mg group, patients 3, 18, 21 and 46 
were readmitted on a total of six occasions. 


Discussion 


Alcoholism does not conform to the tradi- 
tional model of a disease; its cause is not specific 
and its natural history remains unclear (Cahn, 
1970). The extensive literature dealing with 
proposed treatment programmes for alcoholism 
indicates the major problems involved in deter- 
mining the efficacy of a particular form of 
therapy. In addition to various forms of drug 
therapy, several other therapeutic approaches 
have been made, including behaviour therapy 
(Wolpe, 1958; Cantella, 1966; Bhakta, 1971), 
hypnosis (Edwards, 1966), group therapy (Glatt, 
1958; Ritson and Hassall, 1970) and faradaic 
aversion (McGuire and Vallance, 1964). 

Several problems arise in the management of 
alcoholism with drugs. Alcoholics show an 
increased tendency to attempt suicide (Kessel 
and Grossman, 1961). In addition, it is im- 
portant not to convert an abuser of alcohol 
into an abuser of drugs by a transfer of de- 
pendence (Lundquist, 1970). Perhaps the 
greatest difficulty is encountered in the evalua- 
tion of the particular treatment method. This is 





only possible in isolation without any additiona 
treatment, such as supportive medical treat- 
ment, institutional support and the expressed 
concern and sympathy of one or more therapists, 
in addition to whatever specialized techniques 
may be the focus of research attention (Wallgren 
and Barry, 1970). Regular supervision may well 
affect the outcome of a trial favourably. In the 
present double blind study the incorporation of 
a placebo group has made it possible to disso- 
ciate any such effect from effects derived from 
treatment with fenfluramine. 

A crucial requirement of research in treat- 
ment methods is accurate measurement of 
therapeutic effectiveness. Subjective evidence 
of the patient’s drinking habits is frequently 
inaccurate and must be supplemented by evi- 
dence from an independent witness (Edwards, 
1970). A reliable biochemical index provides 
confirmation of historical evidence and is of 
particular value when an independent witness 
is not available to corroborate the patient’s 
story. Depression of ALAD has been shown to 
be a useful index of recent heavy drinking 
(Krasner et al, 1974). In normal subjects ALAD 
activity is depressed while blood ethanol con- 
centrations are elevated but rapidly returns to 
normal when the blood ethanol level returns to 
zero (Moore, Beattie, Thompson and Goldberg, 
1971). However, in chronic heavy ingesters of 
alcohol ALAD activity remains depressed for 
some 7 to 10 days after withdrawal of alcohol 
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(Krasner et al, 1974). In a number of individuals 
a higher number of lapses was recorded from the 
clinical history. ALAD activity is measured only 
once per month. Since depression of the enzyme 
activity is usually restored to normal within 7 to 
10 days of withdrawal of alcohol a biochemical 
lapse might be missed within the four-week 
period between clinic visits notwithstanding that 
a lapse was revealed from the clinical history. 
In addition, sufficient alcohol may not have 
been consumed to depress ALAD although a 
clinical lapse was recorded. 

As a hepatic microsomal enzyme, elevated 
blood levels of yGT are encountered following 
induction by alcohol or enzyme-inducing drugs 
or as a result of alcohol-induced hepatic injury 
(Rollason et al, 1972). Patients who lapse for 
only brief periods may show no elevation of 
yGT, whereas those with established hepatic 
disease resulting from alcohol excess may exhibit 
raised levels for prolonged periods. In this study, 
yGT proved to be of very little value in moni- 
toring patients’ drinking habits while on the 
trial. 

Edwards (1970) stressed the need for well 
organized and vigorous follow-up to prevent 
loss of patients from a treatment study. In spite 
of excellent social work assistance, 8 patients 
(16 per cent) were lost because they failed to 
respond to repeated home visits, and a further 
4 (8 per cent) indicated that they would over- 
come the problem of alcoholism themselves and 
refused to continue taking the tablets. Only one 
patient required to stop the tablets because of a 
side effect, namely an incapacitating somno- 
lence while on the 120 mg dosage. In both the 
defaulters and. those who completed. the trial 
side effects were more prevalent in patients 
treated with fenfluramine, and most prevalent 
in those on the 120 mg dose. Side effects most 
frequently encountered were diarrhoea, altera- 
tions in appetite, weight loss and somnolence. 
However, there was no statistical difference in 
the incidence of side effects between those who 
did and those who did not complete the trial. 

The number of patients who completed the 
study is small, and it is fortuitous that there 
were 9 in each group available for analysis. 
From information derived from ALAD estima- 
tions it seems that fenfluramine, particularly in 


the higher dosage, was of some benefit, 8 of 
the g patients in the 120 mg group meeting the 
criteria of a good result. However, this was not 
substantiated from the clinical history, although 
3 of this group did well. As the study empha- 
sizes, therapeutic trials in chronic alcoholism 
are notoriously difficult to regulate and their 
results are no less difficult to interpret. The 
significant improvement in the 120 mg fen- 
fluramine group of the ALAD criterion may 
mean that there was a diminution in the total 
alcohol intake of the members of this group 
but that stringent clinical criteria were not 
sufficiently sensitive to identify such an effect. 

Before assessing the results of a drug trial it 
must be confirmed that the patient is actually 
taking his treatment. Plasma fenfluramine 
levels are readily measured by a gas-liquid 
chromatographic procedure (Beckett and 
Brookes, 1967), and although the mean fen- 
fluramine levels in the two treated groups fell 
below the expected normal ranges for the 
particular dose the level in the 120 mg group 
is greater, though not significantly, than in those 
receiving 60 mg. The introduction of prolonged- 
release fenfluramine tablets (Servier, 1974) 
should, by reducing the number of tablets to 
be taken each day, result in fewer missed doses. 

It is important to follow up any hopeful 
therapeutic lead in this most recalcitrant of 
diseases. The definitive experimental animal 
studies with fenfluramine and the significant 
biochemical improvement suggests that this 
approach requires further work. 
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Towards Rational Therapy with Monoamine Oxidase 
Inhibitors* 


By PETER TYRER 


Summary. À rational approach to the use of monoamine oxidase inhibitors 
(MAOIs) is outlined. Patients suitable for treatment cannot be classified 
adequately using conventional diagnostic labels. They include those with 
primary symptoms of hypochondriasis, agoraphobia and social phobias, 
irritability, somatic anxiety and anergia; those with primary depressed mood, 
guilt, ideas of reference and personality disorders seldom respond. There is great 
variation in the interval between the first administration of these drugs and 
clinical response, and this may account for the inconsistencies in published 
trials. 'l'he type of drug and its dose may affect rate of response, as may bio- 
chemical factors, including acetylator and monoamine oxidase status. To obtain 
maximum benefit, a course of therapy with MAOIs should last for several 


months. 


The monoamine oxidase inhibitors (MAOIs) 
are perhaps the most inconsistently prescribed 
drugs in psychiatry. Some clinicians prescribe 
them frequently for a wide range of conditions; 
others only as last choice measures; and yet 
others never prescribe them at all and find it 
hard to believe that they are still used as 
therapeutic agents. In the past such conflicting 
claims have usually accompanied drugs which 
have turned out to be placebos; but over the 
last few years some of the reasons for this 
particular inconsistency have become clear; 
and it is possible to prescribe these drugs on a 
more rational basis. 


CLINICAL INDICATIONS 


The types of disorders for which monoamine 
oxidase inhibitors have been shown to be of 
most benefit are not easily classifiable. They 
include anxiety states, ‘reactive’, ‘neurotic’ or 
‘atypical’ depression (West and Dally, 1959; 
Sargant and Dally, 1962), ‘depressive-anxiety 
states’ (Robinson et al, 1973), depressive 
‘equivalents’ such as atypical facial pain 
(Lascelles, 1966) and phobic anxiety, parti- 
cularly agoraphobia and social phobias (Lip- 
sedge et al, 1973; Solyom et al, 1973; Tyrer et al, 
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19732) and the ‘phobic anxiety-depersonaliza- 
tion syndrome’ (King, 1962). Unfortunately, 
the overlap between these disorders is con- 
siderable, and despite attempts to define distinct 
categories (e.g. Roth et al, 1972; Gurney et al, 
1972) the subject remains controversial. The 
frequency with which these diagnoses are 
changed over time (Kendell, 1974) and the 
absence of agreement between groups defined 
by techniques such as cluster analysis (Pilowsky 
et al, 1969; Paykel, 1971; Everitt et al, 1971) 
suggests that successful differentiation cannot be 
based on clinical features alone. It is more 
helpful to view the range of these conditions as 
a continuum between affective personality dis- 
orders at one extreme and severe depressive 
psychoses at the other. The therapeutic spectra 
of MAOIs and of other psychotropic drugs are 
shown in Table I. 

The therapeutic range of MAOIs differs from 
those of other drugs. It is unusual to have a 
group of drugs which appear to have anti- 
phobic, anti-anxiety and antidepressant effects, 
and MAOIs may be unique in this respect. 

* Based on a talk given to the World Psychiatric 


Association Symposium on Special Problems in Psychiatry, 
London, November 1974. 
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ТАВІЕ I 
Spectrum of disorders suitable for treatment with monoamine oxidase inhibitors 
i Monoamine oxidase inhibitors | 
Other antidepressive drugs 
(e.g. doxepin, dothiepin) 
Phenothiazines (low dosage) 
Е Tricyclic antidepressive agents | 
| Benzodiazepines | 
Affective Agoraphobia Anxiety Mixed anxiety Depressive Depressive 
personality and social neurosis —depression neurosis psychosis 
disorders phobias and 
hypochondriasis 


However, definitive comparisons with other 
agents such as the imipramine group of drugs, 
which also appear to have some anti-phobic 
activity (Klein, 1964; Snaith, 1972; Marshall, 
1972), have not yet been made. What is clear 
is that MAOIs are not effective in the treat- 
ment of severe depressive illness (Medical 
Research Council, 1965) and tricyclic anti- 
depressants and similar drugs such as dothiepin 
should always be preferred in such conditions 
(Lipsedge et al, 1971). The suggestion of some 
authorities (e.g. Jarvik, 1970; Hollister, 1973) 
that the MAOIs should only be used as ‘last- 
choice agents’ in the treatment of severe or 
resistant depression has therefore little to 
recommend it. Detailed study of patients who 
respond to MAOIs shows that they share many 
clinical characteristics despite different diag- 
nostic labels. For example, in one of the early 
studies in patients with depressive syndromes, 
West and Dally (1959) noted: 
*Many of these patients had been ill for years, 
and often the original depressive symptoms 
had become masked by phobic anxiety 
symptoms. Some patients gave an impression 
of general inadequacy rather than true 


depression—they appeared anxious and over- 
reactive and had been diagnosed as primarily 
“hysterical”? and only secondarily depressed." 


Although these authors, and others, described 
such patients as primarily depressed, the label 
of 'depression' is unsuitable for a group of 
disorders whose only common feature is clinical 
response to treatment with MAOIs. It is more 
profitable to look at the clinical features most 
commonly associated with clinical response. 
In Table II the clinical features most commonly 
associated with good and poor response are listed 
—they are derived from four recent controlled 


"TABLE П 
Clinical features associated with good and poor responses 








to treatment with monoamine oxidase inhibitors 
Positive response Negative response 
Hypochondriasis Depressed mood 
Somatic anxiety Guilt 
Irritability Ideas of reference 
Agoraphobia ; 
Social phobias Nihilistic delusions 
Anergia Affective personality 

disorder 
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trials in which the clinical correlates of response 
were also studied (Kay et al, 1973; Robinson 
el al, 1973; Tyrer et al, 1973b; Raskin et al, 1974). 
Apart from psychomotor retardation, which was 
associated with a good response in American 
patients and a poor one in British ones (and 
may therefore reflect national differences in 
diagnosis), the same findings were consistently 
shown in all these studies. Features which are 
characteristically found in depressive disorders 
are conspicuously associated with poor response 
to MAOIs. Because of this I have argued that 
the labelling of MAOIs as antidepressants is 
restrictive and misleading (Tyrer, 1973). From 
their clinical actions it would be more appro- 
priate to term them delayed psychostimulant 
drugs. They have many features in common 
with the amphetamine group of compounds, 
including confidence-enhancing and energizing 
effects, but the delay in therapeutic action has 
perhaps prevented them from becoming drugs 
of abuse. 

We can, therefore, go some way towards 
selecting patients for treatment with MAOIs 
on the basis of clinical symptomatology. But 
other psychotropic drugs are also effective in 
this range of disorders (Table I), and indeed all 
forms of psychiatric treatment are competitors 
for this middle ground of neurotic disturbance. 
It is not sufficient for the clinician to select 
patients for treatment on the basis of clinical 
symptoms alone. If treatment with drugs is 
considered for these disorders, the choice of 
treatment will also depend on duration of 
symptoms, safety, frequency of unwanted effects, 
the response to treatment previously, environ- 
mental and other precipitating factors and the 
expected natural history of the condition. 


DELAY IN CLINICAL RESPONSE 

The latent period between drug administra- 
tion and therapeutic response is an important 
factor in determining choice. It has long been 
realized that MAOI drugs do not produce 
benefit immediately; the time between first 
administration of the drug and clinical response 
may vary from several days to a few weeks. 
Because of this, many use a MAOI in combina- 
tion with a benzodiazepine, as the latter drugs 
have immediate therapeutic effects (Schwartz 
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et al, 1971). There may be biochemical reasons 
for this delay, and these are discussed below. 
From the clinical viewpoint there appears to be 
a relationship between dose and the timing of 
clinical response. In Table III the results of the 
controlled clinical trials of phenelzine, one of 
the most commonly used MAOIs over the past 
I4 years are presented. To make comparison 
easier only those trials in which a placebo 
comparison was made are included in the list. 
Although conclusions from inter-trial com- 
parisons can only be qualified ones the indica- 
tons are that therapeutic outcome is more 
favourable if a larger dose than that normally 
prescribed (45 mg/day) is given or if treatment 
is continued for six or more weeks. Much of the 
variation in the results of published clinical trials 
of MAOIs may therefore be explained by 
differences in dose and timing of assessment 
rather than by faulty methodology. Non- 
hydrazine MAOIs, such as tranylcypromine, 
usually act more rapidly than their hydrazine 
equivalents (Hutchinson and Smedberg, 1963; 
Lingl, 1964) and may be preferred if rapid 
response to treatment is essential. 

Electroencephalographic studies on the effect 
of MAOIs on sleep offer some clues about the 
cause of this variation. REM sleep is completely 
suppressed by treatment with phenelzine after a 
period of one to four weeks (Akindele et al, 
1970; Wyatt et al, 1971; Dunleavy and Oswald, 
1973), and there is strong evidence that the 
time of suppression of REM sleep coincides 
with clinical improvement (Dunleavy and 
Oswald, 1973). These last authors also showed 
that the delay between the first dose and REM 
sleep suppression was significantly shortened 
when a larger daily dose of phenelzine was 
taken, which supports the clinical evidence that 
speed of response is related to dose. Although 
the authors are careful not to imply that the 
sleep changes are in any way directly related to 
the change in mood, it seems likely that certain 
cerebral events are responsible for both types 
of change. 


SAFETY AND UNWANTED EFFECTS 
Concern over the safety of MAOIs has 
inhibited many psychiatrists from prescribing 
them. Early reports of hepatoxicity (Pare, 
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ТАВІЕ ПІ 
Results of controlled trials with phenelzine (with placebo comparison) between 1960 and 1974 . 
Maxi- Duration 
Other Normal mum of Out- 
Year Authors Diagnosis treatments daily daily treat- come 
dose dose ment 
(mg) (mg) (wks) 
1960 Harris and Robin Depressive illness Placebo 75 150 2 — 
1960 Hutchinson and 
Smedberg Depressive illness Placebo 75 75 4 ~ 
1961 Rees and Davies Depressive illness Placebo go go 3 + 
1962 Hare et al Depressive illness Placebo 60 60 2 —* 
Dexamphe- 
tamine 
1964 Greenblatt et al Depressive illness Placebo 45 бо 8 + 
ЕСТ 
Imipramine 
Tsocarboxazid 
1965 Medical Research Depressive illness Placebo 60 60 4 — 
Council ECT 
Imipramine 
1973 Jobnstone and Marsh Neurotic depression Placebo go go 3 T** 
1973 Robinson et al Depressive-anxiety Placebo 58 75 6 + 
states 
1973 Solyom et al Phobic anxiety Placebo 45 45 12 + 
1973 ‘Tyrer et al Phobic anxiety Placebo 38 48 8 + 
1974 Raskin et al Depressive illness Placebo 45 45 4 — 
(subtyped) Diazepam 
Anxiety neurosis 
1974 Mountjoy and Roth Agoraphobia Placebo бо бо 4 — 


Neurotic depression 


+ Phenelzine more effective than placebo (overall). 


Key: 





— No overall differences between phenelzine and placebo. 
t Sleep disturbance significantly helped with phenelzine. 


* Anxiety and 


itation significantly helped with phenelzine. 


** Significant differences in slow acetylators only. 


1964) and those of severe interactions with some 
foods (Blackwell, 1963) and drugs (Sjéqvist, 
1965) have led to a search for safer agents. 
However, while iproniazid is potentially hepa- 
toxic and should be used with caution, with 
most other MAOIs disturbances of liver func- 
tion are uncommon and usually confined to 
bio-chemical abnormalities. They appear to be 
idiosyncratic responses rather than dose-related, 
and in most patients on prolonged therapy liver 
function test results are within normal limits 
(Tyrer et al, 19732). Tricyclic antidepressant 
drugs, which are often preferred to MAOIs on 
grounds of safety, are not without their dangers 
from interaction with other drugs (Briant et al, 
1973). In particular, the combination of nor- 
adrenaline and tricyclic antidepressants may 
lead to a severe hypertensive reaction (Svedmyr, 


1968; Boakes eż al, 1972), and the interaction 
between endogenous noradrenaline and these 
antidepressants may be responsible for sudden 
death occurring at times of extreme emotional 
arousal (Boakes, 1974). By contrast, adrenaline 
and noradrenaline taken concurrently with 
MAOIs are quite safe, despite fears to the 
contrary (Elis et al, 1967; Boakes et al, 1973), 
On balance, it appears that there has been 
some over-reaction to the danger posed by 
MAOIs, and that they are generally safe 
provided that proper caution is exercised with 
dietary and drug intake. 


DURATION OF TREATMENT WITH MAOIs 
There is little information available about 
the correct length of treatment with MAOIs. 
Some clinicians maintain that treatment may be 
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required for up to several years (e.g. Sargant 
and Slater, 1963; Sargant, 1969), but such 
prolonged ` treatment may be the exception 
rather than the rule. This point should certainly 
be considered when deciding on choice of drug 
treatment. There have been occasional reports 
of apparent physical dependence on monoamine 
oxidase inhibitors after prolonged treatment 
(e.g. Pitt, 1974) but it is more common to see 
a return of the original symptoms rather than 
those typical of drug withdrawal syndromes 
(Tyrer and Steinberg, 1975). Certainly many 
patients are able to continue on the same 
therapy for many years without drug abuse or 
tolerance developing. 


PERSONALITY DISORDER AND CLINICAL 
RESPONSE ` 

Another factor which may influence choice 
of treatment with an MAOI is the presence or 
absence of a personality disorder. Sargant 
(1966, 1969) has maintained that only patients 
with ‘good previous personalities’ are suitable 
for therapy, but in the absence of agreement 
over what constitutes a personality disorder, 
objective assessment of this has been delayed. 
In our phobic patients, using clinical assess- 
ment of personality disorder on a dimensional 
scale, we found that personality disorder 
correlated negatively with improvement (Tyrer 
and Steinberg, 1975), giving support to Sar- 
gant’s contention. It suggests that patients near 
the extreme of the continuum postulated in 
Table I are unlikely to be helped much by 
these drugs but this needs to be further in- 
vestigated. 


BIOCHEMICAL ADVANCES 

In 1962 it was suggested that therapeutic 
response to antidepressants was more likely 
to be determined by ‘the fundamental bio- 
chemical abnormality of the illness rather than 
the more superficial clinical presentation’ (Pare 
et al, 1962). These authors gave support for 
this claim from the results of a pharmacogenetic 
study of tricyclic antidepressants and MAOIs. 
The search for specific biochemical abnor- 
malities in patients potentially responsive to 
MAOIs has continued since. Despite recent 
advances, including the discovery that mono- 
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amine oxidase consists of several iso-enzymes 
(Youdim et al, 1969, 1972) this work is not yet of 
value to the practising clinician. There is 
continuing dispute over the mode of action of 
MAOIs which may be independent of their 
ability to inhibit monoamine oxidase (Hendley 
and Snyder, 1968; Snyder, 1974), and the 
suggestion that there is an increase in func- 
tional monoamine oxidase in patients with 
depressive illness (Sandler et al, 1975) has stili 
to be confirmed. 

Other work suggests that variation in the 
metabolism of the hydrazine MAOIs may 
affect clinical response. Johnstone and Marsh 
(1973) found that significantly greater improve- 
ment in neurotically depressed patients treated 
when phenelzine occurred in slow acetylators 
than in fast acetylators. As their results indicate 
that fast acetylators do not respond to phenel- 
zine, they suggest that acetylator status might 
be determined before deciding on treatment 
with a monoamine oxidase inhibitor. Now that 
simpler methods of determining the acetylator 
phenotype are available (e.g. Schróder, 1972) 
it is a subject ripe for further inquiry. 


CONCLUSIONS 


Clinical criteria are useful in deciding 
whether treatment with MAOTs is likely to be 
of value. It remains to be determined how 
biochemical (and pharmacokinetic) factors 
affect response, but a useful working hypo- 
thesis is that such factors primarily alter the 
rate of response rather than its nature. This 
would explain the findings that the longer the 
treatment with an MAOI the greater the 
likelihood of clinical improvement. Although 
the plea for combined studies in which rigorous 
clinical measurement is accompanied by sound 
biochemical assessment is repeated so often in 
medicine that it has become commonplace, it 
is nevertheless sorely needed to place recent 
findings in proper perspective. This needs to be 
done before the place of such important clinical 
problems as the combined use of tricyclic 
antidepressants and MAOIs can be decided. 
Although this combination has been shown to 
be much safer than was originally feared 
(Schuckit et al, 1971; Sethna, 1974), it remains 
empirically based and its place in drug therapy 
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is unclear. Other combined therapy, such as 
that between MAOIs and behaviour therapy 
(Lipsedge «t al, 1973), may offer advantages not 
conferred by either approach and this offers 
great scope for advance. 

On present evidence it is premature to 
relegate the monoamine oxidase inhibitors to 
the history of psychiatry, they belong firmly 
to the present. Now that their correct use is 
being appreciated it is clear that their continued 
prescription is not a consequence of blinkered 
vision or personal prejudice; it has factual 
foundations on which we can build. 
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Deliberate Self-Harm: A Follow-Up Study of 279 Patients 
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Summary. Two-hundred-and-seventy-nine patients (103 men, 176 women) 
were followed-up 1—2 years after an act of non-fatal deliberate self-harm. Of 155 
patients offered a psychiatric out-patient appointment at the time, only 68 
completed the treatment. A further act of deliberate self-harm was committed 
by 26 men and 41 women within twelve months. The factors most highly 
associated with repetition were previous psychiatric treatment, a previous act 
of deliberate self-harm, and a criminal record. These factors held good for a 
separate series of patients. Significantly more repeaters received prolonged 
psychiatric care after the initial episode of deliberate self-harm. The implications 
of these findings for the clinical management of such patients are discussed. 


INTRODUCTION 

Large scale follow-up studies of attempted 
suicide have often focused on ways of predicting 
subsequent suicidal behaviour or completed 
suicide, in an attempt to provide clinicians 
with a checklist of the features of high risk 
patients (Pokorny, 1965; Buglass and Horton, 
1974). Attempts have also been made to 
measure the effectiveness of treatment offered 
after an episode of deliberate self-harm (Bagley 
and Greer, 1971; Chowdhury et al, 1973). 

The present study describes the social and 
economic situation of 279 patients at follow-up, 
outlines a predictive scale for repeat episodes, 
and examines the relationship between treat- 
ment received. after an act of deliberate self- 
harm and outcome. 


METHOD 

The 279 patients (103 men, 176 women) 
who had attended the Bristol Royal Infirmary 
Accident and Emergency Department during 
the period January to June 1972 after 
an act of deliberate self-harm, hereafter re- 
ferred to as the ‘initial episode’, were followed- 
up after an interval of 1-2 years, 59 per cent 
being seen within 18 months. Of the 279 
patients, 203 were interviewed, 27 refused 
interview, 11 had died during the follow-up 


period and 38 were not traced. The interview 
was based on a semi-structured questionnaire 
which dealt with the patient’s clinical and 
socio-economic situation during the follow-up 
period. The Middlesex Hospital Questionnaire 
was also administered. Apart from the inter- 
view with the patient, information was sought 
from relatives, general practitioners, probation 
officers, social workers and hospital notes 
(Table I). Information was obtained regarding 
270 patients (97 per cent), and only nine (3 per 
cent) remained untraced with follow-up data 
completely unobtainable. A personal letter was 
sent seeking the patient’s co-operation in the 
study. Those who had moved from Bristol to 
other parts of the country were interviewed at 
their new address by the research workers. If a 
patient had died during the follow-up period, 
inquest and post-mortem results were con- 





Taste I 
Sources of information 

N = 279 
Patient 203 
Relative/friend 51 
Hospital notes 2 193 
General practitioner 150 
Other (e.g. probation offices) , 37 
Data unobtainable .. 9 
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sulted. Mortality data at the General Register 
Office were examined in all cases where patients 
remained untraced. 

The clinical and socioeconomic characteristics 
and urban distribution of patients admitted to 
the Bristol Royal Infirmary Accident and 
Emergency Department during 1972 after an 
act of deliberate self-harm have been described 
previously (Morgan et al, 1975). At the time 


of the initial episode, 81 per cent were con-' 


sidered sufficiently ill to require immediate 
medical in-patient care. Some kind of mental 
illness was considered to be present in go per 
cent (52 per cent depressive neurosis, 29 per cent 
personality disorder, 13 per cent functional 
psychosis and 10 per cent alcohol addiction). 
Half the patients mentioned interpersonal con- 
flict as a major precipitating factor in the 
episode. The series showed a greater than 
average incidence of unemployment, over- 
crowded living conditions, divorce and anti- 
social behaviour. Our follow-up sample is a 
representative subgroup of these patients. 


RESULTS 

Treatment during the follow-up period 

Information was obtained for all patients 
(279) about the type and amount of psychiatric 
treatment they received during the follow-up 
period and their attitude towards it. The policy 
within the United Bristol Hospitals is that all 
self-harming patients should, where possible, be 
assessed by one of the psychiatric staff before 
discharge. Of the 279 patients in our study, 243 
(87 per cent) saw a psychiatrist at the time. 
The research team did not itself play any part 
in clinical management. Although 155 patients 
were offered an out-patient appointment, 
usually within the following one or two weeks, 
only 110 actually attended. Of these, 68 were 
eventually discharged from treatment by mutual 
agreement with the psychiatrist, but 42 stopped 
coming without completing treatment (25 after 
only one or two visits), usually because they 
felt that they did not require psychiatric help 
or that it was unlikely to resolve their problems. 
There is an obvious discrepancy between the 
155 patients offered out-patient care and the 
68 who completed the course of treatment. 
In-patient psychiatric care was accepted by 
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44 patients and refused by 13, one of whom 
was admitted under a section of the Mental 
Health Act. 

The precise amount of psychiatric treatment 
received during the follow-up period was 
ascertained from hospital casé notes. The 
extent of treatment received immediately after 
the episode was found to be associated with 
the patients’ attitudes at the time of the act: 
prolonged treatment, defined as more than two 
visits to the out-patient clinic, or more than 
two days in a psychiatric hospital, was received 
more frequently by those patients whose act 
was not precipitated by an upset, who had 
wanted to die at the time and who regretted 
surviving the act (all at р < 0:05), and 
by those who had received psychiatric treat- 
ment in the past (p < 0-001). 

Many patients received psychiatric treatment 
on subsequent occasions during the follow-up 
period, and there was a significantly higher rate 
of out-patient referral among women than men 
(Table IT). In the follow-up period 138 patients 
consulted their general practitioner for ‘nerves’, 
79 of them more than five times; 203 patients 
saw a doctor for physical illness, 67 being 
admitted to hospital for medical or surgical 
treatment. Ninety-three patients consulted a 
statutory social agency, e.g. Social Services 
Department or Probation Service, and 86 
patients were known to have sought advice 
from voluntary agencies, e.g. Samaritans, clergy, 
Bristol Council on Alcoholism. 

Eleven patients died during the follow-up 
period. One man (aged 24) committed suicide 
by carbon monoxide poisoning thirteen months 
after the initial act of self-harm. One woman 
(aged 28) died from an overdose of chloral 
hydrate ten days after her initial episode, the 
coroner's verdict being that the drug was taken 
without intent to take her life. Another man 
(aged 26) was found dead, but the cause of 
death could not be ascertained. The other eight 
patients died from natural causes; their ages 


ranged from 35 to 75 years. 


Socio-economic characteristics 

The questions about employment, finance 
and marital situation which had been asked at 
the time of self-harm were repeated at follow-up, 
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ship, it is perhaps not surprising that 106 
patients had experienced some major subsequent 
change in their marital situation (Table ITI). 


Prediction of repetition 

From follow-up interview and monitoring of 
Bristo! Accident and Emergency Departments, 
the number of patients who had committed a 
further act of deliberate self-harm was ascer- 
tained. Within twelve months of the initial 
episode 26 men (25 per cent) and 41 women 
(23 per cent) came into this category. Eleven 
of these repeaters did not attend Bristol hospitals. 
Of the repeaters, 24 men and 32 women had 
been interviewed shortly after the initial episode 
of self-harm (Morgan et al, 1975). They were 
examined to see in what way their financial, 
clinical and socio-economic characteristics 





Tase П 
Care received during follow-up period 
(excluding care received immediately after initial episode) 
Men Women Significance 
of 
N=103 (%) М№=176 (%) difference 
No subsequent care 24 (23) 21 (12) p < 0:05 
Out-patient care 50 (49) 120 (68) p < 0:01 
In-patient care .. x 42 (41) 54 (31) NS 
Visits to GP for ‘nerves’ 56 (54) 113 (64) NS 
Contact with 
Social Services Department 15 (15) (24) NS 
Probation Department 13 (13) 12 (7) NS 
Samaritans : e Ss IO (10) 15 (9) NS 
Clergy .. TEN ine m 9 (9) 15 (9) NS 
4A.A./Bristol Council on Alcoholism .. 7 (7) 3 (2) NS 
and the results were compared. The proportion ТАЕП — 
of women working had increased from 38 per Changes in marital situation since initial episods 
cent before self-harm to 52 per cent at follow-up No change 142 
(х = 4°9, р < 0:05), but the current un- 
employment rate among men (40 per cent) had Married TES 13 
remained high. The rate of financial difficulty Starting cohabiting .. e 29 
was constant, 37 per centsaying they found it very аа Е, 2 
difficult to manage and 27 per cent having 3 с б 
some problems. More patients had seen a doctor Divorced .. T 15 
for physical illness during the follow-up period Separated from spouse... 4i 
than in the year preceding self-harm (57 per Separated from cohabitee .. 30 
cent compared with 40 per cent, y^ = 10:9, Widowed 
p < 0-oo1). As the initial episode was often SIS NE ME ' 
. precipitated by conflict within a key relation- Changed cohabitee .. E уз 5 


Not known 31 





A total of 106 patients were known to have undergone 
one or more of these changes in marital situation. 


differed from those of the rest of the patients 
(Table IV). Suicidal intent was not an indi- 
cator of subsequent repetition, nor was the 
medical seriousness of the initial episode. The 
factors which were correlated with repetition 
at the p < o-oo1 level were: (a) previous out- 
patient or in-patient psychiatric treatment; 
(b) an act of deliberate self-harm prior to the 
initial episode; (c) a criminal record (all 
convictions except parking offences). Every 
patient was then allotted a score according to 
the number of these factors which he or she 
possessed. It was found that 42 repeaters (77 per 
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cent) and 51 non-repeaters (32 per cent) scored 
two or three (Table V). 

The scale was validated by making use of the 
findings from 179 patients who had attended 
the Bristol Royal Infirmary after an act of 
deliberate self-harm during July, September, 
October and November 1972. These had been 
interviewed at the time of the act but were not 
followed up. However, casualty monitoring and 
checking of notes showed that 53 of these 
patients (28 per cent) had repeated self-harm 








Taste IV 
Factors significant for repetition within 12 months of 
initial episode 
Non- 
Repeaters repeaters 
(М = 56) (№ = 159) 

Factors significant at р < 0-001 
ах Previous psychiatric treatment 49 62 
b. Previous act of deliberate 

self-harm . 42 65 
c. Criminal record (conviction 

other than parking offences) 33 38 
Factors significant at p < 0-01 
d. Social class IV and V .. 29 49 
е. Separation from spouse/co- 

habitee .. . 16 19 
f. Separation from mother 

before age 15 .. 18 22 

g- Initial episode not pr ccipitated 
+ byanyupset .. 23 35 
h. Regret surviving Ss 14 16 
i. Personality disorder .. 24 35 
j. Serious drink problems 14 15 
k. Drug dependence ШУ 8 3 





ву 
Number of factors pr Tex Table IV) for repeaters 





and non-repeaters 
Number of factors 
present о 1 2 3 Total 

First series: 

Repeaters - о 19 18 24 56 

Non-repeaters .. 59 49 37 14 159 
Second series: 

Repeaters ра 5 110 19 Ig 53 

Non-repeaters .. 46 29 35 16 126 





Differences between first and second series are not 


significant. 
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in the subsequent twelve months. Thirty-eight 
repeaters (72 per cent) and 51 other patients 
(41 per cent) scored two or more, a result which 
is not significantly different from that obtained 
by our detailed follow-up study of patients 
admitted earlier in the year. 

The pattern and frequency of repeat episodes 
was also examined (Table VI, Fig. 1). Seven 
men and one woman repeated self-harm within 
a week of the initial episode. Five of these men 
possessed all three factors highly associated with 
repetition. Three men and four women repeated 
self-harm more than three times within a year. 
Follow-up characteristics of repeaters were 
examined to see whether they differed from 
other patients. Among the women, repeaters 
were more likely to feel lonely all the time and to 
have a drink problem, while the men were more 
likely to be in severe financial difficulties and to 
be living apart from their relatives. Repeaters 
also had higher scores on the Middlesex Hospital 
Questionnaire scale than other patients, espe- 
cially women on the anxiety scale. 

To compare the amount of psychiatric treat- 
ment received by repeaters and non-repeaters 
immediately after the initial episode, three 
categories were used: (a) no treatment because 
none was offered or the patient refused or failed 
to attend; (b) brief treatment, i.e. a maximum 
of two out-patient appointments or two days 
of in-patient or day patient care; (c) more 
prolonged treatment. It was found that signi- 
ficantly more repeaters had received prolonged 
psychiatric care as opposed to brief care or 
none (xy? = 8-8, p < o-o1, Table VII). They 
also received more psychiatric care than other 
patients on subsequent occasions during the 
follow-up period, this being in many cases a 
consequence of repeated self-harm. They were 
more likely (x? = 25:7, р < 0-oor) to have 


Tase VI 

Number of repeats within 12 months of initial episode 
Number 

of 1 2 3 4 5 6 7 8 9+ 
repeats 
Frequency 

Men 4 5 4 1 I = 1 = = 
Women 29 5 3 - =~ ~ - 1 3 
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Disturbed behaviour ~ whether hyperactivity in particular.’ 
associated with epilepsy, E.E.G. Ospolot’s safety margin is so 
dysrhythmias, hyperkinetic high that even overdosage has 
syndrome, mental subnormality done little harm.? Itis non- 

or psychotic disorders ~ may be barbiturate and well tolerated, 
controlled бу Ospolot.Inarecent side effects being minimal. 
double-blind trial, (Ospolot)was Important advantages which 
significantly effective inreducing make Ospolotideal for treating 
disturbed behaviour in general, the behavioural component. 
and aggressiveness and 
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The authors of two recent com- 
parisons'? between Camcolit and 
the two types of slow release lithium 
concluded that there is no thera- 
peutic basis for the administration 
of slow release lithium preparations 
in preference to Camcolit. 

As their studies show, there is no 
significant difference in the rate of 
absorption or excretion of the two 
types, despite the disparity in their 
rates of release in vitro. 

The authors do state, however,” 


that there are sound economic 
grounds for preferring Camcolit. 

In fact, slow release lithium costs 
almost three times as much—so in 
the treatment and prophylaxis of 
mania, manic-depressive illness and 
recurrent depression, Camcolit offers 
maximum therapeutic effect at 
minimum cost. 

Camcolit is supplied in tablets 
of lithium carbonate BP 250mg to 
allow full flexibility of dosage. Packed 
in securitainers of 100 and 1000. 


Camcolit 


Equal effect - at almost one-third of the cost 


Further information on request from: 
120UK Camden Chemical Company Limited, 26-28 Bedford Row, London WC1R 4HJ 
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Fic. 1. 


been in contact with more than one agency, 
ie. psychiatrist, general practitioner and Social 
Services, 55 out of the 67 repeaters consulting 
two or three agencies. 


First evers - 

Patients for whom the initial episode was the 
first ever act of deliberate self-harm constituted 
half the total series and they were examined at 
the time to see if they had any other distinguish- 
ing features (Table VIII). Both men and women 
had received less psychiatric treatment in the 
past. The men were less likely to have been 
separated from their mother for more than six 
months in childhood. They had fewer financial 
problems, had paid fewer visits to their own 
doctor for ‘nerves’, and felt less lonely than the 
other male patients. The women differed only 
in their attitude to the act of self-harm: they 
had been less preoccupied with the idea before 
the act and were less likely to regret surviving. 
There was a general impression that the ‘first 





Tase VII 
Care received immediately following initial episode 
(а) (b) (c) 
More 
No Brief — prolonged 
care care* care 
Repeaters us 20 10 37 
Non-repeaters .. 88 52 72 





* Brief care is defined as a maximum of two out- 
patient appointments or two days of in-patient care. 


evers’ had experienced fewer problems than the 
other patients. When they were interviewed at 
follow-up, however, they did not appear to 
differ significantly in the amount and kind of 


Taste VIII 
Differences between ‘first evers! and rest of series 





of as 











© У 
‘First Rest of 
evers’ — series x? 
N= N= 
107 108 
Men 
Previous I-P psych. 
treatment .. 12 77 9:6** 
Previous О-Р psych. 
treatment .. 16 77 41:8** 
Seen GP for ‘nerves’ — 54 85 12:2** 
Lonely all the time .. — 15 52 17:095 
Separated from mother 
before age 15 ^. Io 40 13: 2** 
Very much financial 
hardship Ps 28 53 9:3* 
Regrets didn't kill self 7 28 8-4% 
Women 
Previous I-P psych. 
treatment .. 14 50 37:2** 
Previous O-P psych. 
treatment .. . 2l 65 46-6** 
Repeat since initial ` 
episode... 9 30 16-4** 
Regrets didn’t kill self 6 16 7.8% 
Thoughts of self-harm 
in past month .. до 61 13:5** 
* p < o-or. 


** p < 0-001. 
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Taare IX 
Number of episodes prior to the initial episode and 
probability of a repeat within 12 months 


Number of previous 

episodes .. = o I 2 3+ 
Number of patients . 108 56 19 32 
Probability of repeat 


within 12 months.. 0°13 0'29 0:53 0'52 


treatment they were offered, nor in their socio- 
economic situation, but they were less likely to 
have repeated self-harm within twelve months. 
Indeed, the probability of a repeat episode was 
found to increase with the number of previous 
episodes (Table IX). 


Discussion 

Our findings suggest that an act of deliberate 
self-harm is in many cases a symptom of 
continuing disorder rather than a turning point 
in a patient’s Ше. The general pattern of 
employment and financial problems, changes of 
domicile and uncertainty within key relation- 
ships which had been found to precede self- 
harm had continued during the follow-up 
period. 

Much remains to be clarified as to the best 
way of intervening in such a situation, Greer and 
Bagley (1971), using retrospective analysis of 
case notes and follow-up data concerning 
patients who had attended a large general 
hospital in London, found that subsequent 
‘suicide attempts’ occurred significantly more 
often among untreated patients, and that pro- 
longed psychiatric treatment was associated 
with the best prognosis. Their findings still 
held good when the treated and untreated 
groups were controlled for variables correlated 
with outcome, and they concluded that psychia- 
tric intervention was associated with a significant 
reduction in subsequent suicidal behaviour. 
Chowdhury et al (1973) found that an experi- 
mental after-care programme which involved 
special domiciliary visits and a 24-hour emer- 
gency call service for patients who had attended 
the Edinburgh Regional Poisoning Centre was 
nct associated with a reduction in numbers of 
repeated episodes of self-harm, though the social 
circumstances of the treated group were ulti- 
mately better than those of their control group. 


DELIBERATE SELF-HARM: A FOLLOW-UP STUDY OF 270 PATIENTS 


Our Bristol study, on the other hand, shows that 
patients who received more prolonged psychia- 
tric care immediately after self-harm were 
significantly more likely than others in our 
series to show repetition in the following twelve 
months. We have shown that initial clinical 
asressment was highly efficient in linking more 
prolonged treatment to high-risk individuals. 
Our results do not allow further comment on the 
efficacy of psychiatric intervention, which ideally 
should be evaluated by means of a prospective 
study with random allocation of patients to 
treated and untreated groups. The dilemma of 
secondary prevention still remains. If self-harm 
is associated with an element of secondary gain, 
then intervention aimed merely at relieving 
distress and providing social help after self- 
harm has occurred may increase the likelihood 
that such behaviour will be repeated when 
further difficulties arise. Primary prevention 
programmes may still prove to be the most 
fruitful therapeutic approach to the problem. 
On the assumption that repetition of self- 
harm may constitute a useful measure of out- 
come, our study concerned itself with the 
definition of clinical and socio-economic factors 
associated with repetition, hence providing a 
method of identifying high-risk individuals. 
The factors which we found to be significant 
through personal follow-up and monitoring of 
Accident and Emergency Departments corre- 
spond closely to those on the six-point scale 
derived from hospital case note data in Edin- 
burgh (Buglass and Horton, 1974) (Table X). 





TABLE X 
Comparison of Edinburgh] Bristol predictive factors 
Edinburgh 
Factors significant at Bristol 
p < 0-001 
Previous acts of deliberate 
self-harm Hs к» р < о.оо1 
Previous in-patient psychia- 
tric treatment хе р < 0-001 
Previous out-patient psy- 
chiatric treatment р < 0:001 
Sociopathy Criminal record 
р < 0-001 
Alcohol problems p<o-or 
Not living with relatives .. p < о-оо: for 
men only 
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The practical application of such knowledge is 
more difficult. If psychiatrists offered treatment 
only to those patients who possessed at least 


.. one of these high-risk factors, they could reduce 


their work-load by one quarter. But by concen- 
trating scarce psychiatric resources on the 
chronic problems of repeaters, we may in fact 
be ignoring the very patients whom we can help 
most, ie. those in an acute crisis, where the 
repetitive pattern of distress followed by 
deliberate self-harm is not yet established. Such 
a checklist of high-risk factors must therefore be 
used with caution, not as a way of excluding 
low-risk patients from treatment, but as a way 
of helping therapists to identify those patients 
most likely to react to a further crisis with 
another act of deliberate self-harm. 

The causes of deliberate self-harm are many 
and varied. It is perhaps helpful to separate the 
background influences at work from those 
factors which motivate the person at the time 
of the act. Although the individual variations are 
numerous certain generalizations can be made 
about the characteristics of self-harming patients 
(Table XI). They tend to react to difficulties 
with depressive symptoms and frequently abuse 
alcohol. They often have a history of antisocial 
behaviour, most commonly aggressive in nature. 
There may be serious disharmony with key 
individuals in their lives and a lack of close 


friendships. In childhood they have often ex- 
perienced separation from their parents. Social 
difficulties abound, particularly in housing, 
employment and financial matters. 

Motivating factors may also be primarily 
personal, interpersonal or social. Those which 
are personal include the real wish to commit 
suicide or the desperate bid for symptomatic 
relief. Interpersonal motives may include the 
need to influence or control others or to com- 
municate the degree of personal distress or 
anger, when other more conventional means 
have failed. Sometimes the patient may aim to 
influence a particular aspect of his social situa- 
tion or avoid adverse repercussions of his 
behaviour. 

The general picture is therefore one of 
vulnerable individuals struggling with unhappy 
life situations, which in turn must be viewed 
against more general factors and attitudes in 
society. Roth (1972) has noted the associa- 
tion between antisocial, aggressive, and self- 
destructive behaviour in young adults. We 
have also found (Morgan et al, 1975) that 
many of our self-harming patients had a record 
of antisocial behaviour. The recent increases 
in the incidence of such problems, Roth suggests, 
may be related to a change in the manner in 
which persons expresss their emotional diff- 
culties. This in turn, of course, must depend on 








Taste XI 
Causes of deliberate self-harm 
Antecedent Motivating 
Personal Psychological: Reactive depression True suicide intent 
Personality disorder Search for symptomatic relief 
Alcoholism 
Interpersonal Conflict with other key individual To influence attitudes and behaviour 
Marital failure of others 
Lack of close relationships 
Delinquency To communicate degree of personal 
Antisocial behaviour distress or anger 
Separation from parent in childhood 
Social Environmental (accommodation, To influence social agencies 


economic, employment) 

Lack of support (family, community) 
Problems of youth 

Society’s attitude to self-harm 
Prescription of psychotropic drugs 


To avoid adverse repercussions of own 
behaviour 
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the way such behaviour is perceived by others. 
Certainly our attitudes have changed dramati- 
cally in recent decades: after many centuries 
in which deliberate self-harm and suicide were 
severely proscribed, we still react vigorously, at 
times even with anger, but perhaps more 
commonly with a wish to understand, concern 
to help, and a feeling of failure when it occurs. 

Our previous results (Morgan et al, 1975b) 
suggest that there has been yet another im- 
portant influence which may be related to the 
rapid increase in the incidence of self-harm in 
the last decade, namely the prescription of 
psychotropic drugs, which has increased pari 
passu with the rise in incidence of self-harm. 
We know that such drugs are used in a high 
proportion of cases, and it seems that the time 
has come for a criticial reappraisal of the way 
in which they are prescribed. 

The situation is summarized succinctly by 
the Lancet (1974)— Some pervasive influence is 
affecting increasing numbers of people. That 
influence may. be the knowledge that the wish 
to die, made obvious, can be a very powerful 
way of releasing intolerable stresses or generating 
concern.' Self-harm shows an individual to be 
in conflict with himself and with the world 
around him; it both reflects and is encouraged 
by the values of contemporary society. 
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| palpitations stomach pain feeling panicky unable to cope} 


Ativan 


can virtually eliminate 
anxiety and will successfully 
calm your anxious patients 


ATIVAN provides prompt, effective relief of 
symptoms of anxiety allowing 
patients with a wide range of disorders 
to remain alert and able to cope with 
daily activities. 


ATIVAN" (lorazepam, Wyeth) is available as blue oblong tablets containing Img lorazepam; a yellow tablet of 2.5mgis also Wee 
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in the rehabilitation of chronically | 
hospitalised psychotics.?? 


HALDOL A..p. (Adequate _ 
Individualised Dosa ge) 
...a new dimension іп the 
treatment of chronic 
schizophrenia. 





twenty years aner the introaucuon oF the phenothiazines over 
30,000 chronic schizophrenics still remain permanently 
hospitalised in Britain.’ Many of these patients have never shown 
the capacity to respond to phenothiazines at either conventional 
or high doses; they remain unresponsive and withdrawn, often 
obsessed by their delusions or hallucinations. 


Recently it has been found that Haldol (haloperidol) when used in 
excess of the traditional dosage levels can be significantly 
effective, regardless of age or chronicity, in such patients." 


Those experienced with Haldol therapy at dosage of between 
30mg and 200mg or more daily, testify to its remarkable safety at 
these levels and that it does not cause a significantly higher 
incidence of extrapyramidal reactions than at traditional doses.* 
Haldol A.D. (Adequate Individualised Dosage) represents a new 
dimensign in the treatment of chronic schizophrenia. Many 
patients previously considered to be ‘treatment resistant’ respond 
beneficially to Haldol A.D. The impact of witnessing and 
participating in the improvement and release of a large number of 
‘hopeless’ patients over a short period of time was evident in the 
changed attitudes by the staff toward those patients remaining.» 


Adequate Individualised Dosage (A.1.D.) 


Initial dosage should be based on the severity of symptoms, age, 
weight, health, previous response to neuroleptic drugs, and 
concomitant disease states. It is important to increase dosage 
progressively until maximum control of symptoms has been 
achieved, Thereafter dosage may be reduced gradually to the 
lowest effective maintenance level, 


A dosage form for every need for convenience in 
individualizing dosage: 











_ ® 4 tablet strengths 0.5mp, 15mg, 5mg and 10mg 














Tasteless oral liquid Clear colourless, tasteless 
odourless liquid containing 2mg haloperidol BP. 
per ml, especially suitable for the patient unable 
or unwilling to swallow tablets. 


— A rapid acting injection Ampoules containing 
5mg haloperidol BP. in 1ml aqueous solution. 
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remarkably safe and that it 
does not cause a 
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Over ihe pastfew years there has been 
increasing awareness that MAO inhibitors have 
important therapeutic functions. Recent studies 
on phenelzine, for example, have shown itto 
have a useful anxiolytic effect in phobic patients. 
Phenelzine has also been shown to produce a 
'striking improvement' when combined with 
amitriptyline in patients refractory to either of 
these drugs alone. 


Phobias 


One of the most frequently used MAO inhibitors, 
phenelzine, was recently the subject ofa 
double-blind trial in chronic agoraphobia and 
social phobia.’ 

Matched patients received 30-90 mg pheneizine, 
or a placebo, daily for 8 weeks. Phenelzine was 
found to produce significant improvement 
overall, versus placebo, and over an 8 months' 
follow-up, alleviation of symptoms was 
maintained in patients remaining on phenelzine. 
The authors suggest that phenelzine has an 
anxiolytic action in phobic patients, and that 
genetically determined biochemical factors 
infiuence the rate of response to the drug. They 
conclude, therefore, that treatment of the 
unresponding patient should continue for more 
than four weeks, particularly in phobias of less 
than ten years’ duration, 


Combination therapy 


in refractory depression 


Another study? employed phenelzine in 
combination therapy in ten atypical neurotic 
depressives, all of whom included anxiety in 
their symptoms and six of whom were phobic. 
All had proved refractory to MAO inhibitors and 
tricyclic antidepressants when given alone, and 
ECT, either failing to respond or relapsing 
regularly. The group of patients was given 
combined therapy of phenelzine 15 mg three 
times a day and 50 or 75 mg amitriptyline daily 
for a period of six weeks. Striking improvement 
resulted, and was sustained during follow-up 
ranging from 7 to 24 months. Side effects during 
treatment were no greater than have been 
recorded for amitriptyline or phenelzine 
administered alone; the author stresses that itis 
sequential treatment with these two drugs, 
rather than simultaneous administration, that 
produces severe reactions. 

itis interesting that about a dozen refractory 
depressives who were referred for the study but 
not included in the trial, had never been given an 
MAOI, and on being given one, responded?. This 
fact perhaps serves to indicate the neglect this 
valuable class of drugs has suffered in an area 
of mental ilIness where effective psychotropic 
agents are relatively scarce. 





valuable in refractory depression 
and phobic anxiety 


References: 1. Psychopharmacologia (Berl.) 32; 237 (1973) 2. Brit. J. Psychiat, 124: 265 (1974) 
3. Colloquium on MAOH therapy, London 1974 (Warner) p 4. 
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Temporal Stability of Symptom Patterns in Depression 


By E. 5. PAYKEL, B. A. PRUSOFF and J. TANNER 


Summary. Temporal stability of symptom patterns was examined in 33 de- 
pressives studied initially at the height of illness and again some months later 
in a relapse following earlier recovery. Relapse symptoms were significantly less 
severe at the time of rating, and initial and relapse severity were not significantly 
related. Nevertheless there were significant correlations between initial and 
relapse scores on two factors orthogonal to severity. One of these reflected 
symptom patterns important to the endogenous-neurotic distinction, the other a 
contrast between depression and anxiety. These findings indicate some con- 
sistency in symptom patterns in successive episodes of depression, and thereby 
support the value of clinical classifications depending on symptom patterns. 


INTRODUCTION 

The controversies as to whether one form or 
multiple forms of depression can be distin- 
guished, and whether the distinctions are 
dimensional or discrete, are well known. Yet, 
in spite of the copious flow of research, one 
crucial issue has received little consideration, 
namely the consistency of classification. De- 
pressions are often recurrent. A classification 
which applied only on a single occasion might 
have use, for instance, in description and in 
predicting response to treatment; but if distinc- 
tions among depressive syndromes are to be of 
substantial classificatory value they should 
show some consistency over time. 

There appears to be only one study which 
has directly examined this question. Kendell 
(1968) made a diagnostic plot of scores on his 
psychotic-neurotic diagnostic index for 114 
patients assessed during two separate admissions 
with depression to the Maudsley Hospital. 
Changes varied considerably, being large in 
some patients, small in others. Unfortunately 
no correlation coefficient or other measure of 
overall consistency was reported. In a subse- 
quent study of hospital diagnoses of a cohort 
of patients in England and Wales, Kendell 
(1974) found low diagnostic consistency for 
endogenous depression and reactive depression 
at readmission. This was increased substantially 
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by combining the two depression diagnoses, 
indicating that much of the inconsistency was 
due to change between them. However, routine 
clinical diagnoses present additional problems 
of unreliability, since diagnostic criteria for 
endogenous and reactive depression are ill- 
specified and vary among different psychiatrists. 

The variables which have been used in 
studies of depressive classification span several 
distinct groups. They include symptoms of 
present illness, demographic indices such as 
age, items of previous psychiatric history, 
occurrence of recent life stress, and assessments 
of personality (Rosenthal and Klerman, 1966). 
Not all of these are suitable for stringent testing 
of whether a classification is stable. Unless 
subject to measurement error, personality 
variables and some items of history мош! be 
expected to remain unchanged, at least over 
short time periods. Other variables, such as 
age and the number of previous depressions, 
must increase. Symptom patterns, on the other 
hand, need not a priori show any particular 
change or consistency, and are therefore parti- 
cularly suitable for repeated examination. 

This paper will report a study of consistency 
of depressive syndromes from an initial illness 
responding to treatment to a subsequent relapse. 
Three different measures of classification had 
been used in previous work: a cluster analysis 
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based on symptoms: historical data and per- 
sonality (Paykel, 1971); a factor analysis based 
on the same variables (Paykel et al., 1971); and 
a factor analysis based on symptom ratings 
alone (Paykel et al., 1970). For the reasons given 
above, the last system was clearly the most 
appropriate for the present investigation, so this 
was the one employed. 


METHODS 

Subjects 

Subjects for the study were 33 female depressed 
patients undergoing relapse during a maintenance 
treatment study, full details of which have been 
reported elsewhere (Klerman et al. 1974, Paykel et al., 
1975). The main criterion for inclusion was depression 
of at least two weeks duration and of sufficient 
intensity to be rated 7 or more on a scale of range 3—15 
obtained by summing separate scores of 1-5 for 
verbal report, observed behaviour and secondary 
symptoms of depression (Raskin et al., 1970). Patients 
were excluded if the depression appeared secondary 
to another predominant syndrome, such as schizo- 
phrenia or obsessional neurosis. Patients were treated 
initially with amitriptyline for four to six weeks, and 
those who responded with at least 50 per cent 
improvement were then included in the maintenance 
treatment study, which involved maintenance on 
amitriptyline for eight months versus withdrawal 
double-blind or overtly after two months, with or 
without psychotherapy. Out of a total of 150 patients 
included in the study, 33 relapsed beyond the second 
month of maintenance treatment, and these are the 
subjects of the present study. Relapse was defined as 
return of symptoms for a month at the minimum level 
of 7 on the depression rating that would have qualified 
for inclusion, or for a shorter time at a more severe 
level if clinical prudence necessitated active treatment. 
Relapses were more common in patients withdrawn 
from drug, and were more frequent in the two months 
after withdrawal, although they continued to occur 
over the whole maintenance period. 


Ratings 

Ratings were made on the Clinical Interview for 
Depression (Paykel et al, 1970), a modified and 
expanded version of the Hamilton Rating Scale for 
Depression (Hamilton, 1960). There were 31 items 
ratings symptoms of depression, almost all on seven- 
point scales, with defined anchor points. This scale 
was set out in the form of a semi-structured interview 
with order of questioning prescribed and cues given 
for each question. Ratings to be reported were at two 
points: (a) initial ratings, made during the initial 
illness just before the start of treatment; (b) relapse 
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ratings, made at the height of relapse just before the 
patient was taken out of the study. In each case the 
period rated was the previous week. Both ratings on 
each patient were made by a single rater. Altogether 
six raters were involved. Prior io the study joint 
training was undertaken until satisfactory reliability 
was achieved. À formal reliability study was under- 
taken by two of the raters, making independent 
ratings at joint interviews carried out by one or the 
other. This demonstrated satisfactory reliability, with 
a mean product-moment correlation between the 
two raters of 0-81 and agreement to within one point 
on 95 per cent of ratings. 


Factor scores 

Patients were scored on factor scores derived 
previously on another sample (Paykel et al., 1970). 
In the earlier study a principal component analysis 
had been carried out on 28 symptoms from the 
clinical interview, and three interpretable factors 
had been obtained. The first was a general factor 
reflecting severity of illness, with positive ratings on 
almost all symptoms, and a high correlation of factor 
scores with a global rating of severity. The second was 
a bipolar factor contrasting negative loadings on 
psychomotor retardation, diurnal variation with 
morning worsening, and a distinct quality of de- 
pression different to normal experience, with positive 
loadings on irritability, anxiety, reactivity, initial and 
middle insomnia, self-pity and depersonalization. 
This factor closely resembled the bipolar factors 
contrasting endogenous and neurotic depression 
reported by Kiloh and Garside (1963) and Carney 
et al. (1965). This interpretation was supported by a 
significant positive correlation with the Maudsley 
Personality Interview neuroticism scale. The third 
factor was also bipolar. It contrasted negative loadings 
on a pattern of depressive symptoms and hostility 
with positive loadings on anxiety and hypochon- 
driasis. For the present study subjects were scored 
on these three factors, omitting three items which 
had not been rated. Item scores were multiplied by 
the squares of factor loadings and summed, the few 
items not on seven-point scales having first been 
converted to this range. Factor scores were then 
converted to standard scores with a mean of zero 
and a standard deviation of one. Standardization 
was carried out on a joint pool of initial and relapse 
ratings. 


RESULTS 
Mean changes 
Table I shows means for rating variables at 
initial rating and substraction change scores to 
relapse, together with significance of changes. 
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Variables shown include those incorporated in 
the factor scores, together with an additional 
measure of overall severity, the three area 
depressive scale which formed the criterion 
for inclusion in the study. 

The general tendency in almost all these 
ratings was for relapse ratings to be lower than 
initial ratings. Among the ratings incorporated 
in factor scores, changes were significant for 
depersonalization, impaired work and interests, 
and anorexia. By themselves these would not 
suggest any specific pattern. Taken with the 
general tendency for scores to be lower on 
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initial illness. The mean scores for the three 
area rating of severity strongly supported this 
interpretation. The difference on this variable 
was significant at the 1 per cent level. 


Changes on factors 

Changes on factor scores were also examined 
and are shown in Table II. There was a signi- 
ficant change on Factor 1, confirming that 
relapses were less severe than initial illnesses. 
Since the factor scores were derived as standard 
scores, the fall of -707 was equivalent to almost 
three-quarters of the standard deviation of the 


relapse, the most likely explanation was that pooled sample. Changes in the other two 
severity of relapse was milder than that of factors were not significant. Standard deviations 
Тавів I 
Initial and relapse ratings 
2 Е А Initial Mean change t value? 
Rating variables mean to relapse for change 
Depressed feelings 4°67 —0*25 1:54 
Distinct quality .. . 3-64 0:15 0°45 
Diurnal variation—morning worsening 2:24 —0*33 | 1:19 
СВАЕ worsening . 2°03 —0*093 | s 0:08 
Reactivity .. В АН 2:94 0:03 } 0:10 
Guilt “a 3:52 —0:46 | 1:67 
Pessimism апа hopelessness 4°03 0:15 0:84 
Suicidal tendencies 3°64 —0-46 | 1:17 
Depersonalization 2:06 —0:57 2:24* 
Obsessional symptoms .. 2'15 —0-09 i 0:42 
Impaired work and interests 4'30 —0-84 | 3:16** 
Loss of energy and iuge. 4'24 —0:27 ' 1:07 
Anxiety—psychic . . Я 3:61 —o:28 : 1:27 
Anxiety—somatic 9°52 0°34 i 1:34 
Апогехіа .. 3°76 —1:00 і 3:19** 
Increased appetite | 1:42 0.19 ' 0°81 
Irritability 25 2:64 0:00 | 0°00 
Initial insomnia 3°15 —0*51 i 1°34 
Middle insomnia .. 3°00 —0:67 | 1°57 
Delayed insomnia 2:18 —0:30 1:00 
Paranoid ideas 1:67 —0'28 ' 1-51 
Depressive delusions 1:18 —0:08 ‘ 0°70 
Self pity 2°00 0:2 | 0°53 
Hypochondriasis 1*91 —0-36 i 1:42 
Hostility 1°70 0:09 i 0°35 
Retardation 1°76 —o:18. | o:81 
Agitation .. 1:97 —o-og | 0:936 
Three area depression scale 9:18 —o-97 | 3:46** 





* All variables were rated on 1—7 scales, except depressive delusions (range 1-4), and three area depression 


scale (range 3-15). 
* t test for paired data. 
* p< -05. 
** p < со 


| 
| 
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Taste ЇЇ 
Change on factor scores from initial rating to relapse 











Initial S.D. of | Significance 
mean ue 9 change of change! 
Factor 1 
Severity 0:353 —0:707 І'10 «01 
Factor 2 
Neurotic (4-уе scores) as. Endogenous (—vescores) 0-163 —0°325 1-069 NS 
Factor 3 
Anxious (+ ve scores) vs. Depressed (—ve scores) о:063 —0:126 11056 NS 





* t test for paired data. 


of change, indicating the variability of the 
changes were of the order of 1:0 for each of the 
factors, indicating that in terms of the original 
standardization amount and direction of change 
were also moderately variable. 











Taste III 

Correlations between initial and relapse symptom ratings 
Depressed feelings ; та rs .46%% 
Distinct quality i -26 
Diurnal variation—morning worsening 38* 

evening worsening *00 
Reactivity T i а “> “17 
Guilt  .. E p^ -30 
Pessimism and hopelessness ps -46** 
Suicidal tendencies — .. sx ys -08 
Depersonalization zi а 2. *o8 
Obsessional symptoms 23 24 -46** 
Impaired work and interests .. oH 33 
Loss of energy and fatigue .. e -28 
Anxiety—psychic i ; :45** 
Anxiety—somatic 43% 
Апогехіа Р Е ne i^ -47** 
Increased appetite s a es -41* 
Irritability d 21 5 “a `57*** 
Initial insomnia 5% a 5% "23 
Middle insomnia D - tg 
Delayed insomnia e Е iá "34 
Paranoid ideas .. e ‘ie 25 "13 
Depressive delusions .. ss E ‘07 
Self pity - Z 55 24 
Hypochondriasis ET ae às 23 
Hostility р, КЕ a у» :o8 
Retardation .. $3 is P" "19 
Agitation Я us a “13 
Three area depression scale .. sx '30 

* р < `05 
жұ < OI 


»** p < соот. 





Correlations between imtial and relapse variable scores 

Product-moment correlations between initial 
and relapse scores were now examined. Those 
for the individual rating variables are shown in 
Table III. There was a general tendency for 
almost all the correlations to be positive, 
suggesting a better than random consistency. 
Correlations for nine of the symptom ratings 
were significant: depressed feelings, diurnal 
variation with morning worsening, pessimism 
and hopelessness, obsessional symptoms, psychic 
anxiety, somatic anxiety symptoms, anorexia, 
increased appetite and irritability. The correla- 
tion for the three area scale measuring overall 
severity was not significant, suggesting that 
significant symptom correlations were attri- 
butable to elements other than the overall 
severity of the illness. 


Tase IV 
Correlations between initial and relapse factor scores 

















Initial ratings 
Relapse Factor 1 Factor 2 Factor 3 
FREUE Seve- Neurotic (+ve) Anxious (-+ ve) 
ri us. Endo- os. De- 
у genous (—ve) pressed (—уе) 
Factor 1 д0 —+06 —'o8 
Factor 2 "02 42% —+*її 
Factorg —-24 II "44** 
* p«-'05 
** p < ‘or 
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Correlations between initial and relapse factor scores 
Similar correlations were examined for scores 
on the three factors. They are shown in Table 
IV, which also shows cross correlations between 
factors. The crucial correlations are those in 
the diagonal of the table. In confirmation of the 
findings on the three area severity scale the 
correlation for Factor 1 was not significant, 
although not very far from it. However, correla- 
tions for Factor 2, reflecting the distinction 
between the endogenous and neurotic symptom 
patterns, and for Factor 3, contrasting de- 
pression and anxiety were both significant and 
of similar magnitude, -42 and -44 respectively. 
Evidently these two symptom patterns, ortho- 
gonal to severity, did show some consistency 
from initial illness to relapse. Some support for 
the specificity of these findings was given by 
the absence of significant correlations between 
unlike factors, shown outside the diagonal of 
the table. In contrast to the correlations between 
Iike factors, which were all positive, these tended 
to be near zero and as often negative as positive. 


Discussion 

The findings of this study indicate some 
consistency in symptom patterns in depression 
between initial ratings at height of a depressive 
illness and subsequent relapse several months 
later, after intervening recovery. This con- 
sistency is seen to some extent in ratings of 
individual symptoms, but is made clearer by 
scores on factorial dimensions. No significant 
correlation was found for overall severity of 
illness, and relapses tended to be milder than 
initial illnesses. There was, however, significant 
consistency on the factor contrasting endo- 
genous and neurotic symptom patterns and on a 
factor reflecting the contrast between depression 
and anxiety. 

The magnitude of the correlation was 
moderate but by no means high. Both signi- 
ficant correlations were a little above -4, 
indicating shared variances of the order of 
20 per cent. These relationships, although of 
an order often found in psychiatric data, 
indicate only a moderate degree of predictability 
from one occasion to the next. 

Findings must be interpreted in the light of 
the study conditions. An ideal test of the 
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consistency of symptom patterns would be 
based on two or more discrete episodes of 
illness, preferably of comparable length and 
severity. The present study departed from this 
ideal: the second episode was a relapse occurring 
within a few months of the initial illness. Some 
features might have increased the resemblance 
between the two episodes; for instance they 
were both rated by the same rater. However, 
too long a period intervened for recall of the 
original symptoms, and raters did not have 
access to their original ratings. An important 
probable source of random error in the study of 
Kendell (1968), high inter-rater variability, 
was eliminated. Early relapse may not be 
equivalent to a new episode; it may rather be 
to some extent a recrudescence of the original 
illness. However, the relapses had to be pre- 
ceded by at least two months of convincing 
recovery. 

On the other hand, there were some circum- 
stances working against close correspondence 
between the two episodes. Relapse took place 
while the patients were under close surveillance 
from a research clinic, and it was not allowed 
to continue for long before ratings were com- 
pleted and the patient was withdrawn from the 
study. Relapse episodes were shorter than the 
original illness and, as ratings showed, were 
also milder. There was no opportunity for the 
illness to develop into a fully evolved state. It is 
not surprising that there was no significant 
correlation for severity of illness itself. Neverthe- 
less the symptom patterns in the two factors 
orthogonal to severity did show some stability. 
Also this was a relatively uniform sample, of 
female out-patient depressives, predominantly 
at the neurotic part of the spectrum. Where 
variability is limited in this way, small changes 
can have a larger impact in diminishing 
correlations. 

One of the two factors showing significant 
consistency was that reflecting the endogenous- 
neurotic distinction. This study makes a 
stringent test of that distinction, since it depends 
on symptoms alone. Other elements which 
appear important in the distinction include 
personality, history of previous neurotic symp- 
toms, age, presence or absence of stress (Mendels 
and Cochrane, 1968); and, as discussed earlier, 
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some, such as life history and personality, would 
remain relatively stable from one illness to the 
next, increasing the stability of any classificatory 
index involving them. 

It should be noted that the findings do not 
bear on the question of whether depressive 
classification is best regarded. as dimensional or 
as categorical. The factorial dimensions were 
merely used as convenient measures in this study, 
since, unlike other alternatives, they were con- 
fined to symptoms. Symptom stability was not 
limited to the endogenous-neurotic factor but 
applied equally to the factor contrasting de- 
pression and anxiety. 

The underlying reason for such symptom 
stability as was found is not clear. It relates to a 
wider question which has received relatively 
little explicit comment in the literature: why in 
any case should certain depressives show specific 
patterns of symptoms, and why should these be 
related to the kinds of historical variables in- 
corporated in the endogenous-neurotic and 
other classificatory distinctions? It could be 
postulated that two or more different illnesses 
might exist with somewhat different symptom 
patterns, or that other features such as age and 
previous personality might colour symptoms. 
Direct inferences regarding these and other 
possibilities cannot be made from the present 
findings. 

Whatever the reasons for the differences in 
symptom patterns may be, the present findings 
indicate that these show some modest stability 
in individuals from one illness episode to another. 
This finding lends some support to the value of 
those classifications of depression which depend 
heavily on symptom pattern. These include 
several of the prevailing classifications. 
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Physiological Dependence on, and Symptoms of Withdrawal 
from, Chlormethiazole 


By T. M. REILLY 


Summary. The uses of chlormethiazole (Heminevrin) are briefly mentioned. 
Differing views of its potential for producing dependence are discussed. The 
consensus opinion is taken to be that a risk of psychological dependence does 
exist, but only one case has appeared in the medical literature to date of physio- 
logical dependence on chlormethiazole, with withdrawal symptoms. This case 
is re-examined. A second case is described in which the features of increasing 
dosage and withdrawal were followed by confusion, disorientation, delusions, 
hallucinations and muscular spasm and coarse jerking. This is taken as confirma- 
tion of the potential of chlormethiazole to produce physiological dependence. 
Some personal opinions of the author regarding indications for use and incidence 


of abuse are briefly mentioned. 


Chlormethiazole (Heminevrin; Distraneurin; 
Aneurine), 5-(2-chloroethyl)-4-methylthiazole 
ethanedisulphonate, is chemically related to 
the thiazole portion of the thiamine (vitamin B,) 
molecule. Its properties are chiefly those of a 
central nervous system depressant and it has 
an early-onset sedative/hypnotic effect, similar 
to the short-acting barbiturates. It acts on the 
cortex and produces EEG changes comparable 
to those caused by barbiturates. Since its 
introduction in 1957 it has found widespread 
international application, being considered in 
some centres the drug of choice for the treat- 
ment of eclampsia. The use of chlormethiazole 
has, however, been greatest in the field of 
psychiatry where it is an effective agent in 
the management of delirium tremens, and it has 
also been employed in the management of 
symptoms of withdrawal from other drugs, in 
the management of anxiety, of motor restless- 
ness and of insomnia, and as an anticonvulsant. 
In view of the similarity of its mode of action 
to that of the barbiturates, and its frequent use 
with patients who might be expected to possess 
the ‘addiction-prone personality’, there has 
long been an awareness of possible risk of its 
producing dependence. Yet reports of such 
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dependence actually arising are not readily to 
be found in the medical literature. Thus, Glatt 
(1966) has said: “Though there is no evidence 
that chlormethiazole is dependence-producing, 
because of its effectiveness as an hypnotic it 
should not be given to those alcoholics who have 
a tendency to abuse sedative/hypnotic drugs.' 
Nevertheless, in various articles, such as those 
by Asander (1962), Olsen (1968) and Sattes 
(1969) there are anecdotal reports of occasional 
patients apparently becoming habituated to 
chlormethiazole. Kielholz and Ladewig (1974) 
have made the unqualified comment that in 
their out-patient population they have un- 
doubtedly seen several cases of dependence on 
chlormethiazole. Huffman and Leven (1965) 
consider the risk of addiction so great that they 
reserve chlormethiazole for the treatment of 
delirium with considerable motor restlessness. 
In a careful study of the extent of abuse of 
the drug in Vestfold County, Norway, Flatten 
(1971) found that over a period of four years 
(1965-1969) there was no case of chlorme- 
thiazole abuse among 67 cases of drug addiction 
treated by the local psychiatric unit. However, 
an unspecified small number of patients asked 
for further prescriptions of chlormethiazole, or 
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protested when the dose was reduced or the 
drug discontinued. In the same study, four 
Vestfold general practitioners, out of a total of 
100 who received a questionnaire, affirmed that 
some of their patients had been independently 
increasing the prescribed dose of chlorme- 
thiazole, or had described it as ‘the best medica- 
tion they had been given to date’. However, 
none of the chemists in the area reported 
customers showing any signs of being dependent 
on chlormethiazole (such as telephone inquiries 
to obtain extra supplies, or requests to supply 
the drug without a prescription). 

Nevertheless, in spite of the opinion of 
Blumental and Pikhamen (1965) that the 
danger of addiction to chlormethiazole is being 
over-emphasized, and the exclusion of chlor- 
methiazole from the exhaustive and apparently 
comprehensive list of dependence-liable non- 
narcotic drugs of Isbell and Chrusciel (1970), 
it seems the consensus opinion that chlor- 
methiazole is potentially dependence-forming 
and that such dependence is psychological in 
type. Lundquist (1966) has summarized this 
view: ‘For two or three years I thought that 
with chlormethiazole there was no such risk, 
for I had treated many patients, mostly alco- 
holics, and found no case of dependence. But 
during the past year I have seen some who 
must be considered to have become dependent; 
they have used chlormethiazole in high doses 
and tried to get prescriptions from other physi- 
cians. In so far as I have noted no physical 
reaction to withdrawal of the drug, I would 
regard the dependence as psychological.’ 

Since the publication of a case history by 
Kryspin-Exner and Mader (1971), however, it 
is apparent that physiological dependence on 
chlormethiazole may arise, and that severe 
symptoms may follow its withdrawal. The case 
concerned an alcoholic Austrian male, aged 31, 
of rather below average intelligence, who had 
worked for most of his life in the building trade, 
following an academically undistinguished 
school record. There had been prolonged 
neurotic conflicts within his family while he 
was growing up. His father was a rather over- 
dominating individual (not an alcoholic); his 
mother and three sisters and brothers were 
relatively healthy, mentally and physically. 


The patient’s medical history showed only one 
somatic feature of importance—a stomach opera- 
tion, but he had a long psychiatric history in- 
cluding two suicide attempts, one by disulfiram. 
He had been drinking since the age of 16, pro- 
gressing through beer and wine eventually to 
cognac and schnapps. His first admission to 
an institution for alcoholics was on the advice of 
his family doctor. At this time his physical 
health was noted to be generally poor; he had 
marked finger tremor. Sleep disturbance was 
the most clamant symptom and this was treated 
with chlormethiazole while disulfiram was 
discontinued. He soon required 1,500 mgm of 
chlormethiazole each night to aid his sleeping, 
and it took a further six weeks to reduce this 
effectively to 500 mgm at night, on which dose 
he was discharged. Five months later, however, 
the patient was admitted for the first time to 
the Vienna University Neuropsychiatric Clinic. 
He was still abstinent from alcohol, but com- 
plained of depression, disturbance of concen- 
tration, sleep loss, headache and dizziness. As 
before, the sleep disturbance was his principal 
complaint. The existing medication of chlor- 
methiazole and amitriptyline was discontinued, 
and nitrazepam and thioridazine substituted. 
His sleep disturbance resolved and he was 
discharged in good mental and physical health. 
While being followed-up as an out-patient he 
complained anew of anxiety and sleep loss and 
he was again started on chlormethiazole. Over 
the following seven months he progressively 
increased the dose from the prescribed 1 gm 
at night to 5—7 gm distributed throughout the 
day; he managed to do this by obtaining 
tablets clandestinely from various acquaintances. 
This abuse of chlormethiazole made further 
out-patient management impracticable, and 
һе was readmitted to the University Clinic. 
In the early part of the day following admission 
he had a grand mal convulsion, and this was 
followed throughout the day by several others. 
During the next 24 hours he twice developed 
grand mal status necessitating speedy medical 
intervention. Concurrently with this there arose 
a ‘confusional delirium’, with considerable 
motor restlessness and visual and auditory 
hallucinations. Twenty-four hours later the 
picture was that of a ‘high-grade organic psycho- 
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syndrome’, with predominantly paranoid fea- 
tures and persistent auditory hallucinations, but 
with episodic periods of chiefly confusional 
behaviour or hallucinatory activity. There were 
concomitant physiological disturbances, in- 
cluding pyrexia. This picture lasted for eight 
days, then gradually resolved, until, after a 
further ten days, the patient was fully orientated 
and free from hallucinations. 

Up to now this case has been the only one 
of its kind reported in the medical literature. 
The following description of a second case of 
physiological dependence on chlormethiazole, 
with an organic psychosis following its with- 
drawal, has some features in common with the 
first. The early stages of withdrawal took place 
outside hospital, and the descriptions of this 
phase are therefore those of the patient, his 
relatives and friends, and the family doctor. 

The patient was an Hungarian-born male, 
aged 34, of Jewish extraction. His childhood 
was ‘unstable’ owing to war-time conditions 
but his family environment was reasonably 
satisfactory. His father was the dominant 
parent, and his mother addressed her partner 
by his surname. The patient exhibited mild 
neurotic traits in childhood, particularly nail 
biting, and indulged in petty thieving. When 
he was aged 10 the family moved to England. 
The patient was a good scholar at both pre- 
paratory and public school, gaining eight 
passes at “О” Level and two at ‘А’ Level in GCE 
examinations. Between leaving school and the 
time of admission he had lived in several 
different countries, had two unsuccessful mar- 
riages, was involved in many short-lived 
business ventures of a speculative nature, and 
abused various drugs. From the age of 21 he 
became addicted to intravenous heroin; in 
addition, he intermittently abused marijuana, 
LSD, opium, mescaline, methedrine and 'any- 
thing else that was going'. This period of his 
life was punctuated by various hospital ad- 
missions in several countries for withdrawal 
from various drugs. Following a lengthy ad- 
mission during which he was successfully 
withdrawn from heroin he remained free of 
all drugs for one year, but he then began to 
drink aicohol progressively more heavily, up 
to one-and-a-half bottles of whisky daily. At 
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age 32 he was treated for alcohol withdrawal 
and he remained abstinent thereafter. Through- 
out the following two years (leading up to the 
admission under consideration) he took no 
drugs other than chlormethiazole, which had 
been prescribed for him during his previous 
admission, Initially he took this at a dosage of 
500 mgm four times daily, but he found he 
‘could not do without it’ and continually had 
to increase the dose ‘to retain full effect’. Up 
to one week before the admission under consi- 
deration he was regularly taking 12-5-15 gm 
of chlormethiazole daily, distributed throughout 
the day. Seven days before his admission he 
decided to stop taking it altogether, as he felt 
‘things were getting out of control’, but the 
following day he experienced generalized mus- 
cular rigidity and neck stiffness, with a feeling 
of suffocation and a sensation described as ‘as if 
I was about to have a fit’. A local doctor pre- 
scribed small amounts of chlorpromazine and 
an anticholinergic agent, with little real effect. 
In addition to the original feelings he became 
confused and disorientated, and developed 
paranoid delusions concerning police and 
neighbours. He experienced well-formed visual 
hallucinations of insects and ‘strange people’ 
and vaguer auditory hallucinations. He also 
developed bodily delusions: ‘I felt my skin 
was changing colour’, together with ideas of 
reference. His speech was rapid and incoherent. 
On admission to hospital generalized muscular 
rigidity was noted, particularly of neck and 
limbs, punctuated by coarse, irregular jerks of 
muscle groups in these regions. There was a 
persistent fine tremor of both hands. His speech 
was rapid, but dysarthric, and the content was 
rather vague. He was disorientated as to time. 
There were memory deficits in all modalities. 
No delusional or hallucinatory phenomena 
were elicited at this stage but he experienced 
several episodes of perceptual disorder of 'déjà 
vu' type. His mood was fatuously euphoric. 
Within twenty-four hours his mental state was 
considerably improved, but the coarse, irregular 
jerking took some further days to disappear. 

It is thus confirmed that physiological 
dependence on chlormethiazole of the type 
described by Kryspin-Exner and Mader is a 
genuine entity. That this condition seems very 
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rare may be merely artefactual, related to 
under-reporting, but more probably reflects a 
true low incidence, presumably related to early 
apprehension leading to careful use of the 
drug, principally in specialized units, where it 
is given as a short course of treatment (perhaps 
during the first week of withdrawal, in diminish- 
ing dosage), on an in-patient basis only, and 
where considerations such as appropriate indica- 
tions for its use and the personal history and 
personality of the prospective taker are of 
recognized importance. Nevertheless it would 
be surprising if other similar cases were not 
reported in course of time. It is the personal 
view of the author that this agent should not 
be used for treating insomnia or anxiety neurosis 
(where prolonged treatment, often on an out- 
patient basis, is commonly needed), since in this 
context it has no obvious advantages over drugs 
of the benzodiazepine group. 
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Hormonal Changes and Mood in the Puerperium 
By Р. №. NOTT, M. FRANKLIN, C. ARMITAGE and М. С. GELDER 


Summary. This investigation is an attempt to test the common supposition 
that postpartum emotional disturbance is related to hormone changes. A group 
of 27 normal pregnant women were assessed three times before delivery and 
sixteen times in the six weeks following delivery. During the first two interviews 
baseline data on personality and other personal variables were obtained. On 
each occasion blood was taken and three measures of clinical status and mood 
were completed. Plasma LH, FSH, total oestrogen and progesterone results are 
presented in detail and the results of prolactin assays mentioned more briefly. An 
attempt to correlate hormone findings and clinical findings is described. This 
failed to produce any strong evidence that hormones are related to mood at this 
time, although hormone changes were correlated weakly with a few specificsymp- 
toms. Some of the unexpected clinical findings and technical difficulties of the 
study are discussed, with special reference to possible further research in this area. 


INTRODUCTION 

It is common for women to be emotional and 
tearful after bearing a child. The few investi- 
gators who have studied the matter (Yalom, 
1968; Pitt, 1966; Hamilton, 1962) agree that 
in addition to undue tearfulness the main fea- 
tures are mild depression, emotional lability, 
anxiety and worry, especially about personal 
health and that of the baby, poor concentration 
and mild confusion. As a rule the condition, 
often called the maternity blues, is shortlived, 
lasting only a few days, and perhaps for this 
reason it has received little attention. Many 
theories have been put forward about its 
aetiology, but a recurrent theme is the role 
of the dramatic hormonal changes that occur 
in the few days after childbirth and with the 
onset of lactation. Several hormonal hypotheses 
have been put forward but none has been 
tested adequately. Four are concerned with 
progesterone (Yalom, 1968; Malleson, 1953), a 
hormone which is known to have sedative 
effects in animals (Gyermek et al, 1967) and has 
been implicated in the affective disturbances 
experienced by some women taking oral con- 
traceptives (Kane et al, 1968). Other hypotheses 
relate affective disturbance to low corticosteroid 
levels (Bower, 1956), to prolactin release 
(Oppenheim, 1962) and to abnormalities in 
thyroid hormone (Ballarchy et al, 1958). 
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We attempted to test three of the hypotheses 
concerned with progesterone: that levels of 
progesterone before delivery are excessively high 
in women who develop affective disturbance; 
that the rate of fall is too fast; that there is an 
abnormal ratio of oestrogens to progesterones. 


METHOD 

Selection of patients 

Subjects were married women attending an 
antenatal department and due to be delivered 
within two months. We excluded those with 
current or previous psychiatric disorder and 
obstetric or medical complications, as well as 
any with current major financial, social or 
marital difficulties. Forty-nine women who 
appeared from the case notes to meet these 
criteria were approached; 11 refused and 10 
were considered after interview and informa- 
tion from their general practitioner not to meet 
the critera. One patient was later withdrawn 
because of postpartum haemorrhage. This left 
27 patients. 
Interviews 

Subjects were interviewed and blood taken 
at home three times at weekly intervals before 
delivery; in hospital on the day after delivery; 
on alternate days for the first week and there- 
after at home every third day for 5 to 10 wecks, 
always between 9 a.m. and noon. At the first 


380 


interview a standard form was filled in by the 
interviewer; at the second interview an Eysenck 
Personality Inventory Form A (Eysenck, 1964) 
was given. At all interviews three measures of 
emotional disturbance were completed: the 
Wakefield Inventory (Snaith et al, 1971), 
hereafter called the ‘Snaith’, is a measure of the 
symptoms of affective disorder; Pitt’s (1966) 
rating scale for symptoms more specifically 
related to the ‘blues syndrome’; and the Lorr 
and McNair Scale (Lorr et al, 1967). 

The exact date of delivery could not, of 
course, be predicted when the three antenatal 
interviews were carried out, so that they took 
place at varying times in relation to delivery. 
We have therefore grouped all the antenatal 
data, combining those obtained іп 0—2, 2-4 and 
4-6 weeks before delivery. 


Hormonal estimations 

Plasma LH and FSH and prolactin levels 
were determined by double antibody radio- 
immunoassays. The methods are described in 
another paper (Bonnar, Franklin, Nott and 
McNeilly, 1975). 


RESULTS 

(a) The subjects 

These were 27 married women aged 17 to 
32 (mean = 25:5); 13 were primiparous, 14 
multiparous (with all previous pregnancies 
normal). Twelve women fed their children at 
the breast (of these 6 were primiparous) ; 15 did 
not (7 were primiparous). In 12 subjects labour 
was induced; 7 had forceps deliveries, and one a 
Caesarian section. One child was premature. 
The social class of the subjects (Registrar 
General’s classification) was Class I: 7; Class 
II: 2; Class IIIN: 4; Class IIIM: 10; Class IV: 
3; Class V: 1. 


(b) Grouping the patients 

Both the Snaith and Pitt scores indicate that 
emotional upset was common before and 
immediately after delivery, but declined after 
the tenth day. 

After delivery most patients had their maxi- 
mum (‘peak’) scores on both the Pitt and the 
Snaith within the first ten days. These correlated 
significantly when individual scores were com- 
pared over time (r = 0:68 for log scores 
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averaged by Z transformation). Since the Pitt 
questionnaire was constructed specifically for 
the ‘blues syndrome’, we used this to assign 
patients to two groups for hormonal com- 
parisons. The ‘Peak’ group comprised 13 
patients whose maximum Pitt score occurred 
within the first ten postpartum days (whether 
or not there was a score of the same magnitude 
on a later occasion), and a ‘Non-Peak’ group of 
the remaining 14 patients. We also grouped our 
cases according to the time of maximal score on 
the Snaith questionnaire, and by making ‘blind’ 
ratings using the clinical information available. 
Only 4 patients were classified differently. 

Emotional disturbance or ‘blues’ was not 
found to be either present or absent; instead 
there was a continuum of disturbance, albeit 
concentrated around the time of delivery. The 
Peak group also had higher scores before 
delivery than did the other group. If we had 
accepted Pitt’s criteria for the ‘blues’, і.е. de- 
pressed mood and weeping alone, the great 
majority of our patients would have been so 
classified at some time during the investigation. 
We confirmed that the emotional disturbances 
were neither severe nor prolonged—only 11 
cases had a score on the Snaith questionnaire of 
over 15, and this remained at 15 or above for 
four days in only 5 cases and for over two weeks 
in only 2 cases. It is not surprising that different 
prevalence rates of the ‘blues’ have been re- 
ported by various authors who have not used the 
same methods of assessment. 


(c) Clinical features of the groups 

The groups did not differ significantly in age, 
E or N scores, incidence of induction of labour, 
pethidine analgesia, or breast feeding, or in 
length of labour. No social class differences were 
present. Primiparous women were more com- 
mon (9 : 4) in the Peak group, and a history of 
premenstrual tension was more commonly com- 
plained of by these patients (10 : 5). Average 
weekly weight gain in the third trimester was 
greater in the Non-Peak group (0:48 0'21 kg) 
than in the Peak group (0:28-L0-18 kg). 


(d) Hormone levels in Peak and Non-Peak groups 
For the reasons given, the pre-delivery results 

have been grouped into three two-weekly 

intervals. There was considerable variation in 
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hormone levels between individuals in the same 
group, particularly before'delivery. This may be 
in part because of the greater error of the assay 
when the high concentrations of hormones 
found before delivery require repeated dilution 
before assay, and in part because individual 
specimens were obtained at different times 
within the same two-week period. However, 
Turnbull zt al (1974) have shown that there is a 
large true variation between individuals. 

Progesterone, total oestrogen, luteinizing hormone 
(LH) and follicle-stimulating hormone (FSH) levels 
in both our groups were compared using the 
Mann-Whitney U test. Only on five occasions 
did a difference between groups reach the 5 per 
cent level of significance. Before delivery the 
oestrogen levels of the Peak group were lower 
than those of the Non-Peak group. However, this 
difference was not maintained throughout the 
pre-delivery period. The other three isolated 
associations were also unpredicted and probably 
of no significance within the overall pattern, 
which was an absence of consistent difference 
between the groups in hormone levels, in the 
rate of change of hormone level and in the ratio 
of one hormone to another. 

Prolactin levels were also estimated and are 
reported in detail in another paper (Bonnar 
et al, 1975). They did not differ between the 
two groups. 


(e) Hormone changes related to individual symptoms 

Means were obtained for each subject's three 
pre-delivery scores and for five post-delivery 
scores (i.e. up to the tenth postpartum day) on 
the following items: sleep disturbance (Pitt 
item 8 and Snaith item 12), weeping (Pitt 
item r), irritability (Snaith item 11) and de- 
pressed mood (Тю and McNair factor 5). 
Subjects were ranked (a) according to their 
mean scores on these items; (b) according to 
their mean progesterone and oestrogen levels 
before delivery and for five specimens after 
delivery, and (c) according to the magnitude 
of the fall in progesterone and oestrogen values 
between the last pre-delivery specimen and the 
first postdelivery specimen. The clinical and 
hormone rankings were then compared with 
Spearman rank correlation coefficients. 

Of the 30 possible correlations examined 
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only four reached a level of significance. 
Predelivery oestrogen levels tend to be higher 
in those who are more irritable (r — 0-36, 
р < 0:05); the greater the progesterone drop 
the more likely are subjects to rate themselves 
depressed within ten days (г = 0:35, p < 0:05) 
but the less likely they are to report sleep 
disturbance (г = 0:49, p < 0:05); the lower 
the oestrogen levels postpartum the more sleep 
disturbance is reported (г = 0:43, p < 0:05). 


(£) Lability of mood 

Lability of mood is experienced commonly 
following childbirth. This is reflected in the 
Lorr and McNair mood scale: 14 subjects not 
only rated themselves most depressed during 
the ten days postpartum but also rated them- 
selves most happy at some time during the 
same period. We obtained a measure for 
‘lability’ of mood over the first ten days by 
adding change scores on the Lorr and McNair 
factors Depressed and Cheerful. Rankings of 
‘lability’ were compared with hormone ranking 
as in (e). No significant correlations were 
obtained. 


Discusston 


Our data apply to normal women: we 
excluded those who had social, psychological 
or medical complications in order to increase 
the chances of isolating a group whose emo- 
tional disturbance could be related to hormone 
levels. Even in this highly selected group the 
prevalence of emotional change was comparable 
to that reported by other authors, and so was the 
form of the symptoms. Most patients experi- 
enced short periods of increased ‘emotional 
responsiveness which could not be explained in 
terms of their immediate circumstances. None 
showed clinical signs of organic impairment 
although many described shortlived feelings of 
lethargy and poor concentration. 

We also found that mood disturbance was 
common in the six weeks before childbirth and 
that the subjects who reported more distress 
before delivery reported more immediately 
afterwards. Most other studies have concen- 
trated on the period after delivery and have 
nothing to say on this point. The group who 
were depressed after delivery contained more 


HORMONAL GHANGES AND MOOD IN THE PUERPERIUM 


382 


So-0o>d 44 
"porzod yom 5 yee urpim эпәшпоәйв jo JoqUINN + 





T.91 1-01 #1 6.g  L.ir 5.51 Fg 89. Spr 6.81 gS Єт 561 6921  oLL's SES gor‘Ss 566'65 0066S as 

9-01 8.91 o-dr £.?r 5.41 0-61 8.11 4.85 ол Legr Lb Gur PRE 561 отит Speg SVo't 11 56098 Fe ugibE С wep, dnoiB xeog-uoN 

z.11 9-01 Ф.о 6.81 S.gri 2.99) 6.41 6.5: 9.8% L.og o6 Lg Lgs Sbg  Tzo'6 166'6 #95°6$ 6£9'6z oS FS as 

9-61 v.£1 9.91 0-61 0.6% L.G G.ga L.os F.E& 8.15 Hg бәт 698 xbg  gLz'* 955: SEz'uh zı Lgg‘oh gt 1189$ 8 ue» 4пол8 yeod 
- ж (оучн/ачІ рос 


[ox /nraz) 
`н ONIZINIZINT 





























6.4 S.G од 9.5 zL zg 59 1L #9 GH 5.5 L.1 да б.а бал get 8-1 6.1 9:1 as 
S.L G6 par Ат 4.6 gar 8:01 8.11 G.or L-g GG Gb oF 116 1.9 Lg св п &g $5 gg © wesw dno xeaq-uoN 

1-6 9% S La z& GSH gS об АР gt g8 gi бо pı оа 6.1 2.5 С.Е 5.1 as 
gL zg S6 rh rg LL 6 66 Gg Lh v.g Fb GH 6.9 gS 0.6 gL sr gL gt 5.6 g ues dno38 вәд 
кж (OWH/dul Pus 
qur/ngur) 
"RKLLS алогттол 

е1 8-5 Lr gg 66 gor 9.5 14 985 66 18 oF £8 Fg ror F.GE 189 ogg zi as 
G.81 ror 9:61 0.61 4.01 6.61 6.9  $.6 G.L uh 6.4 Sg олі 1.81 9.15 L.oL Gose zi gss Se ggss © use dnoid qeoq-uoN 

G.15 6.11 L.Pi 1.61 4.9 6.61 1.51 obri rar 6.59 6.61 Lesr gg 1-6 S.br G.&v 965 89S Sgr as 
9-15 6.41 z.gr -bi E.g бю gar 3-6 G.g £49 Lg Ф.о Lor 8-51 1-15 0.09 Ф861 zi #©б) gt igg 8 WNW поле) ye 
** ** (тот 001/30) 
N'UDOIS3O0 

по б.о L.0 90 Фо б.о So Lo S.o 9-0 9-0 go bọ 8.5 6.6 o.F1 68 1L £5 as 
Бо Бо до Ро Ф.о bo 8.0 £o &.0 б.о go go 6r бг gh z6r ghi з Ма 15 $i g ues; dnos xwe2q-uoN 

g0 б.о ал 6.0 #.5 6o bo Lo zz 6r Sır Let РР 1-6 96 6.10 Gor ZII 6L as 
9.0 б.о £.0 Go fı Go £o Ф.о BT 1.1 11 BT go BF 9.8 gos Фб от 591 Ст 691 6 wW полк) qed 
(foa) 
ANOWALSEDOUE 

SF oF LE T£ 16 85 Sz 5б бт 91 £1 or L S £ I Атәлцәр Аләлцәр Алхәлпәр 
т әлора „їй s10pq жп NOP „п 2uouiH 
skep umpodionq apom аром дәм. 
0-5 zb *-9 








sdnoad yosq-uoAt puo yord 40f sijnsos әиоицон 
TISY T, 


BY P. N. NOTT, M. FRANKLIN, С. 


primiparous women and more with a history 
of premenstrual tension. 

The present investigation draws attention to 
difficulties which attend any attempt to relate 
hormonal changes to mood changes in the 
puerperium and suggests more profitable lines 
for future inquiry. First, only a limited number 
of blood samples can be requested from each 
patient and so a choice must be made about the 
period to be studied in detail. We sampled for 
5 to 10 weeks in the postpartum period because 
we also wished to study hormone levels up to 
the time of the return of ovulation (see Bonnar 
et al, 1975). As a result we took only three pre- 
delivery samples. These three samples did not 
provide an entirely satisfactory baseline for the 
postpartum data, and further studies would do 
well to attend more to the pre-delivery period 
and to the days immediately afterwards. 

Many psychological and social factors influ- 
ence the mood of women in the puerperium, 
but if hormonal influences predominated at any 
stage it would be likely to be immediately after 
delivery, when hormone levels have changed 
dramatically. Moreover, although we could 
find no clear relation between hormone changes 
and the appearance of particular symptoms 
such as sleeplessness, we believe that further 
inquiries would be more profitably directed to 
this kind of question rather than to overall 
relationships between hormone levels and. the 
whole syndrome known as ‘maternity blues’. 
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Plasma Concentrations of Protriptyline and Clinical Effects 


in Depressed Women 


By S. F. WHYTE, A. J. MACDONALD, G. J. NAYLOR and J. P. MOODY 


Summary. We studied the relationship between side effects, clinical outcome 
and the drug plasma levels in 28 female depressed patients treated with pro- 
triptyline. After 3} weeks treatment, patients with plasma levels within a median 
range (630 to goo nmol/l) showed better responses to the drug than patients with 
plasma levels outside this range. 

There were no statistically significant correlations between plasma levels and 
side effect scores or ‘corrected’ side effect scores (scores after subtracting pre- 
treatment values) for the group at any time after starting the treatment. But we 
found positive correlations between plasma levels and ‘corrected’ side effect 
scores for the neurotic subgroup after 14 and 21: days of treatment. Other 


correlations between plasma levels and side effect scores were non-significant. 


INTRODUCTION 

For several years there has been considerable 
interest in means of monitoring the effects of 
antidepressant drugs in order to obtain optimum 
therapeutic results. Nortriptyline has probably 
been more fully investigated than the other 
tricyclic antidepressants. Sjöqvist and co- 
workers (1971) have demonstrated a fairly 
wide range of drug metabolizing abilities for 
nortriptyline in humans and also a fairy 
"wide range in the steady state plasma levels 
encountered during therapy. Clinical studies 
from this group indicate that the plasma levels 
of nortriptyline may have some clinical signi- 
ficance. Asberg and co-workers (1970) found 
that during the treatment of depression the 
corrected subjective side effects scores correlate 
with the plasma concentrations of nortriptyline 
during the first three weeks of therapy. Other 
investigations into the relationship between 
nortriptyline plasma levels in depressives and 
therapeutic outcome (Asberg et al, 1971; 
Kragh-Sorensen et al, 1973) indicate that an 
optimum clinical response to the drug may be 
associated with a fairly narrow range cf steady 
state plasma levels. The results of Braithwaite 
and co-workers (1972) using amitriptyline 
lend qualified support to these findings. 
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Burrows and co-workers (1972), however, could 
find no differences in the nortriptyline plasma 
levels between responders and non-responders. 

This present study was an attempt to repli- 
cate the findings of the Scandinavian workers 
concerning the relationship between plasma 
levels and subjective side effects, using a very 
closely related drug, protriptyline. Some assess- 
ments of clinical improvement in the patients 
under investigation were also made. The rela- 
tionship between these measures and plasma 
levels after 34 weeks of treatment has also been 
examined, 


MATERIALS AND METHODS 


Over a period of то months 33 female in- 
patients aged between 16 and 69 years, who 
were suffering from a depressive illness and in 
the judgement of a consultant psychiatrist 
required antidepressant treatment, took part 
in the investigation. At the start no patient 
suffered from a concurrent physical illness, and 
all were in a satisfactory nutritional state. Three 
subjects were withdrawn at an early stage and at 
the end of the study two others were excluded 
for infringing experimental protocols. 

Before treatment began there was an initial 
7-day period of observation. During this time 
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all psychotropic medication was withdrawn 
and where sedation was necessary patients were 
allocated day and/or night sedation with nitra- 
zepam (5-60 mg/day) or sodium amylobarbi- 
tone (100-300 mg/day) on a random basis. 
This sedation was continued for the duration 
of the study. Some other drugs were prescribed 
during the investigation; these were mostly 
occasional laxatives. In two cases antibiotics 
were used to treat urinary tract infections, and 
in another case a single emergency dose of 
chlorpromazine was given. 

Protriptyline was administered orally at a 
starting dose of 10 mg twice daily (10.00 am 
and 6.00 pm) for three days, after which the 
dose was increased to ro mg four times daily 
(10.00 am, 2.00 pm, 6.00 pm and 10.00 pm) 
for at least the next three weeks. During this 
time clinical assessments and laboratory in- 
vestigations were performed. 

Symptoms identical with the known side- 
effects of the drug were rated on a three-point 
scale by two members of the medical staff 
(S.F.W. and A.J.M.), using a 28-item check list 
(Table I) during formal interrogation, before 
starting protriptyline, and at twice weekly inter- 
vals for a total period of 24 days. Before starting 
protriptyline, patients were assigned to one of 
three diagnostic categories (depressive psychosis, 
ICD 296.2, depressive neurosis ICD 300.4, and 
uncertain, using criteria described by Naylor 
et al, 1971) and a global assessment of clinical 
improvement on a four-point scale was made 
individually by three members of the medical 
staff and two members of the nursing staff 
after 24 days on the drug. For statistical purposes 





Tanz І 
Side effects check list 
CNS Tremor, Dystonia, Ataxia, Numbness 
CVS Tachycardia, Postural hypotension 
GI Nausea, Epigastric pain, Bad taste, 
Dry mouth, Constipation 
GU Uninary retention ; 
Allergic Skin reactions, Pruritus, Petechiae, 
Urticaria 
Psychomotor  Restlessness, Excitement, Apprehen- 
sion, Tiredness, Weakness, Confusion, 
Drowsiness, Insomnia 
Miscellaneous Blurred vision, Glaucoma, Sublingual 
adenitis, Perspiration 
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the side effect scores of the two ratings at each 
interview were simply totalled. Similarly the 
five global assessments were summed for each 
subject to give a composite score. 

Samples of 20 ml of venous blood were 
obtained at 9.30 am before drug therapy 
started and at twice-weekly intervals on the 
same day as the rating interview. These 
specimens were anticoagulated with 0:2 ml 
10 per cent (w/v) disodium sequestrate in 
siliconed glass centrifuge tubes and then 
centrifuged, and duplicate 4 ml aliquots of 
plasma were stored in 20 ml stoppered amber 
glass test tubes at —15 °C pending analysis. 
Routine plasma samples were analysed as 
described previously (Moody, Whyte and 
Naylor, 1973) along with a quality control 
specimen. Each plasma was analysed on two 
separate occasions and the results were averaged. 
Under operational conditions the precision of 
the method was +50 nmol/l. 


RESULTS 
Plasma levels 
The mean protriptyline plasma levels for the 
28 subjects of this investigation are shown in 
Table II. The plasma concentrations increased 


TABLE II 


Protriptyline plasma levels encountered during therapy 
(10 mg four times daily) 








Days Mean plasma level (nmol/l) SE 
3 110 6 

7 391 2I 
10 528 28 
14 665 37 
17 718 38 
at 795 43 
24 808 47 


in all subjects during the period of study to 
reach values ranging from 400 to 1,430 nmol/l 
after 24 days of treatment. This comprises a 
31-fold variability in the 24-day plasma level, 
which is comparable with the 5-fold range 
reported by Kragh-Sorensen and co-workers 
(1973) for nortriptyline plasma levels in 30 
female depressives after four weeks treatment. 
The 24-day plasma levels of protriptyline did 


386 PLASMA CONCENTRATIONS OF PROTRIPTYLINE AND CLINICAL EFFEQTS IN DEPRESSED WOMEN 


not correlate with age or diagnosis. Moreover, 
weight had only a marginal effect on the plasma 
concentration. Night sedation may have in- 
fluenced the results, because the mean plasma 
levels of protriptyline for the sodium amylo- 
barbitone group were lower than the mean 
values for the nitrazepam and no-sedative 
groups. A surprising observation was that only 
1g out of 28 subjects achieved the steady state 
in the 34 weeks of investigation; this contrasts 
sharply with the general findings of the Swedish 
workers (Sjöqvist et al, 1971). Evidence is to 
be presented elsewhere that this may be 
attributed to the length of the half life of 
protriptyline in man (Moody et al, in pre- 
paration). 


Clinical response 

The overall outcome of the treatment of 
patients with protriptyline is shown in Table 
ПІ. Approximately half the patients showed 
a good or moderate response while receiving 
the drug. According to diagnosis, the de- 
pressive psychosis group seemed to fare least 
well on protriptyline, two-thirds of the subjects 
showing a poor response or showing no change 
after 34 weeks. However, the difference in 
clinical response between the psychotic group 
and the combined neurotic and uncertain 
groups did not reach statistical significance. 


The relationship between plasma levels and 
clinical response 


The relationship between the 24-day plasma 
level and the global improvement score is 
shown in Fig. т. The rank order correlation 
coefficient (г = —0-424, p < 0-05) suggests 
a weak inverse relationship between the 24-day 
plasma levels and the global improvement 
scores. When the subjects are divided equally 
into good responders (scores 8-20) and poor 
responders (scores о—7) the latter have higher 
mean plasma levels than the good responders 
(Table IV). More noteworthy are the differences 
in the standard deviations of plasma levels 
between these groups. The variance of the poor 
responders is statistically significantly greater 
than the variance of the good responders from 
one week’s treatment onwards. The data seem 
to be analogous to the curvilinear relationship 














Taste ПІ 
Clinical response to treatment with protriptyline 
Global score 
Diagnosis 14-20 8—12 2-7 0-I 
Mode- (No 
(Good) rate) (Poor) change) 

Depressive 

psychosis (15) 2 3 9 1 
Depressive 

neurosis (8) 2 3 3 o 
Uncertain (5) 2 2 о 1 
Total group (28) 6 8 12 2 
20 x 
E 
5 x x x 
z x x 
* 
a x x 

к х х x l x 
24 DAY PLASMA Lever 1001 (amel/td 


ric. 1.—The relationship between the 24 day plasma 
level and the global improvement score. 











Taste IV 
Protriptyline plasma levels for good responderst and 
poor responders tt 
Good responders Poor responders 
Day 

Mean SD N Mean SD N 
3 100 27 14 120 30 14 
7 358 бо шщ 421 150** 14 
о 488 87 14 564  197** 14 
14 604 120 14 724 240** 14 
17 654 194 14 802 237* 14 
at 698 137 14 892 274** 14 
24 705 160 14 912 2949 14 





T Global improvement scores 8-20. 
tt Global improvement scores 0-7. 
* р < 0:05. 
** p < 0:01. 


AD aal а 
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between plasma level and clinical improvement 
observed by Asberg et al (1971) and Kragh- 
Sorensen et al (1973) using nortriptyline. If the 
global improvement scores are ranked and 
divided into three groups corresponding to 
24-day plasma levels below 630 nmol/l, between 
630 and goo nmol/l, and above goo nmol/l, the 
greatest mean rank is found in the median 
group (Table V). H was computed according 


Tasik V 


Mean ranked global improvement scores for Чои” 
median and ‘high’ 24-day plasma levels of protriptyline 








Mean rank 

Group М global scores 
Low (630 nmol/l) 15:4. 
Median (630-900 nmol!) 9 20°5 
High (900 nmol/l) II 9:0 





to the Kruskal-Wallis one-way analysis of 
variance by ranks and was found to be 9-968, 
which is statistically significant at the І per 
cent level. The distribution between ranked 
global scores and 24-day plasma levels would 
not appear to be random. The Spearman rank 
order correlation coefficient was calculated for 
the differences between individual 24-day 
plasma levels and the average and global 
improvement scores. The resulting correlation 
coefficient (—0-547) was statistically significant 
at the 1 per cent level, and this furnishes further 
evidence that the optimum clinical response 
with this drug is associated with median 24-day 
plasma level values. 


Stde effects 

The total side-effect scores elicited from formal 
interviews varied considerably both between 
individuals and within individuals. All subjects 
reported some symptoms typical of the side 
effects of tricyclic antidepressants before treat- 
ment was begun, and in some subjects these 
pre-treatment scores occasionally exceeded the 
scores obtained during treatment. To obtain 
more reliable information, side-effect scores for 
each subject have also been calculated for a 
more limited number of items on the check-list 
which comprise the commonest complaints 
following antidepressant therapy (tremor, post- 
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ural hypotension, bad taste, dry mouth, urinary 
retention, drowsiness, blurred vision and per- 
spiration). Furthermore the initial side-effect 
scores have been subtracted from the scores 
during treatment to give ‘corrected’ scores for 
common side effects. 

There were no statistically significant differ- 
ences between the depressive psychosis and 
depressive neurotic groups in side-effect scores 
before treatment or at any period after the 
commencement of therapy. Similarly, there 
were no statistically significant differences 
between these groups in the corrected scores 
at any period during treatment. 

There were some interesting differences in 
the mean side-effect scores between groups of 
patients receiving different sedatives (Table VI). 
Although the mean pre-treatment scores for all 
groups were comparable, the changes in mean 
side-effect scores for each group during the 
course of treatment were dissimilar. The mean 
scores for the no-sedatives group increased 
modestly following treatment to reach a plateau 
after ten days which was maintained till the 
end of the study. The mean scores of the 
nitrazepam group tended to increase throughout 
the investigation, while the mean scores for the 
sodium amylobarbitone group increased rapidly 
to reach maximum values in excess of the other 
mean scores around 7 to 17 days after starting 
protriptyline. Thereafter, these scores declined 
to values comparable with the other groups 
after 24 days of treatment. The differences in 
common side-effect scores between the sodium 
amylobarbitone and the no-sedatives groups, 
and between the sodium amylobarbitone and 
the combined no-sedatives and nitrazepam 
groups were statistically significant at the 5 per 
cent and 2 per cent levels from the 7th to the 
17th day of therapy (Table VII). Similarly the 
differences in ‘corrected’ scores between these 
groups reached statistical significance from the 
roth to the 17th day of treatment. 


The relationship between plasma levels and 
side-effect scores 

Spearman rank order correlations have been 
calculated for plasma levels and side-effect 
scores for each occasion of testing following the 
commencement of therapy. There were no 
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Taste VI 
Mean side effect scores for the no sedatives, nitrazepam and sodium amylobarbitone subgroups 








Days on protriptyline 








о 3 7 10 14 17 2ї 24 
Соттоп side effects 
No sedatives 5:9 9:8 11:6 13-0 13°3 13°] 19*7 4'0 
Nitrazepam — .. i 5:0 10.1 I2:0 15:6 16:8 16:1 21:3 18:7 
Sodium amylobarbitone 6-0 11-1 19:4 91-1 2:8 22:0 17:9 4 
‘Corrected’ common side effects 
No sedatives К s — 4'0 5:7 7 7:6 73 789 8:6 
Nitrazepam .. ia — 58 7 10:6 11:8 III 16:3 13:7 
Sodium amylobarbiton — 3:7 19*4 15*I 6-2 16:0 12:0 11:4 
Taste VII 


Statistical significance* of differences in side effect scores between groups receiving different sedatives 








No sedatives Nitrazepam 
Common side effects 


Day 21, p < 0:05 
‘Corrected’ common side effects 


Day 21, p < 0°05 


No sedatives] Sodium amylobarbitone 
Common side effects 
‘Corrected’ common side effects 


Nitrazepam|Sodium amylobarbitone 
Common side effects 
‘Corrected’ common side effects 


No sedatives+ Nitrazepam/Sodium 
amylobarbitone 

Common side effects 
‘Corrected’ common side effects 


Day 7, p < 0-05 
Day 7, p « 0:05 





* Two-tailed Mann-Whitney U-test. 


statistically significant positive correlations be- 
tween side-effect scores and plasma levels at 
any time of testing for the total group or for 
any of the sedative subgroups. Similarly, there 
were no significant correlations between side 
effects and plasma levels for the depressive 
psychosis subgroup. For the depressive neurotic 
group, however, statistically significant rank 
order correlations occurred between plasma 
levels and ‘corrected’ common side effects after 
14 days (г = +0-816, p < 0-05) and 21 days 
(г = -+0-g05, р < 0:01) on the drug. 


DISCUSSION 
The clinical responses we obtained with 
protriptyline are broadly comparable with the 
reports of other workers (Dorfman, 1963; 
Krakowski, 1965; Oltman and Friedman, 1965). 


Day 7, p < 0:05; Day 10, p < 0:02; Day 14, p < 0:02; Day 17, p < 0:05 
Day 10, p « 0:02; Day 14, p « 0:02; Day 17, p « 0:05 


Day 7, p < 0:02; Day 10, p < 0:05; Day 14, p < 0:05; Day 17, p < 0:05 
Day 7, p < 0:05; Day 10, p < 0:05; Day 14, p < 0:02; Day 17, p < 0:05 





Approximately 50 per cent of our patients 
showed good to moderate improvement in 
depressive symptoms after 34 weeks treatment. 
The differences in response rate between the 
neurotic and psychotic subgroups did not 
reach statistical significance. This differs from 
the reports of some previous workers (Kra- 
kowski, 1965; Goldman, 1967) but there seems 
to be no general agreement in the literature 
over specific indications for protriptyline. 

The use of a terminal global assessment to 
determine the extent of clinical improvement 
may be less objective than the use of rating 
scales. Global assessment, however, may have 
the advantage of flexibility. The duration of the 
study may be less than the time necessary for 
tricyclic antidepressants to reach full thera- 
peutic effect. In practice a lack of response 
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after three weeks treatment would normally 
warrant a change in treatment. The association 
between global improvement scores and 24-day 
plasma levels appears to be non-linear. An 
analysis of variance suggests that those patients 
with median plasma levels (650-900 nmol/l) 
responded more favourably to protriptyline 
than those patients with plasma levels outside 
this range. Asberg and co-workers (1971) have 
reported similar findings with nortriptyline, 
and subsequent work by this group supports 
their earlier conclusions (Kragh-Sorensen et al, 
1973). Other investigations into the relationship 
between the plasma levels of antidepressants 
and clinical outcome have yielded rather 
variable conclusions (Burrows et al, 1972, 1974; 
Braithwaite et al, 1972; Walter, 1971; Ballinger 
et al, 1974). In the case of nortriptyline the dis- 
crepancies between the results of the Australian 
studies and those obtained by the Scandinavians 
have not been resolved (Kragh-Sorensen et al, 
1973; Burrows et al, 1973, 1974). The main 
support for the thesis that high plasma levels 
of antidepressants in patients may be associated 
with rather poor clinical responses has so far 
come from the Scandinavian groups. A few 
observations usually involving small numbers of 
subjects give tacit support. Thus, Yates and co- 
workers (1963) found within a small group that 
two patients who showed a poor response to 
desipramine had relatively high plasma levels. 
Likewise Haydu et al (1962) on giving acute oral 
doses of imipramine to depressed patients 
found that those subjects with relatively high 
plasma levels following a single oral dose did not 
respond to subsequent therapy as well as those 
with lower plasma levels. 

When considering the effects of sedative 
administration on the side effects of protrip- 
tyline, the increased incidence amongst the 
amylobarbitone group suggests that this drug 
may raise the sensitivity of patients to tricyclic 
antidepressants. There is no evidence in the 
literature to suggest that barbiturates may 
potentiate the clinical effects of tricyclic anti- 
depressants. In this study the no-sedatives group 
were selfselective, and the differences in the 
side-effect scores between this group and the 
amylobarbitone group cannot be considered as 
supportive evidence. 
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Previously published studies into the relation- 
ship between plasma levels and side effects of 
antidepressants have used other drugs and are 
not strictly comparable with our own. We failed 
to establish any positive relationship between 
side-effect scores and plasma levels for the total 
depressive group or for any of the sedative sub- 
groups at any time of testing. The studies of 
Asberg and co-workers (1970), using a struc- 
tural similar drug, nortriptyline, seem at 
variance with these results. These workers found 
that drug plasma levels correlated with ‘cor- 
rected” side-effect scores for up to three weeks of 
treatment. In our own study statistically signi- 
ficant correlations between 'corrected" side-effect 
scores and protriptyline plasma levels did occur 
in the neurotic depressive group alone after 
14 and 21 days treatment, though not after 
17 days. In contrast to the experience of the 
Swedish workers with nortriptyline, we found 
no evidence from side-effect scores suggesting 
that tolerance towards protriptyline increased 
during chronic administration. Patients in the 
sodium amylobarbitone subgroup alone showed 
a decrease in ‘corrected’ side-effect ratings 
towards the latter part of the investigations and 
this could not account for the lack of significant 
correlations after 21 days treatment or for the 
absence of correlations between ratings and 
plasma levels up to 14 days. When the sodium 
amylobarbitone group are removed, no further 
significant correlations are obtained. Any asso- 
ciation between ‘corrected’ side-effect scores 
and protriptyline plasma levels appears to be 
rather weak. The effect of the severity of de- 
pression on such a relationship may be an un- 
known quantity. However, it is possible that the 
increased communication difficulties experi- 
enced by depressive psychotic patients may 
further weaken this relationship and may account 
for the lack of positive findings with this group. 

Our main findings suggest that the routine 
monitoring of protriptyline plasma levels may 
allow drug dosages to be adjusted so that the 
optimum plasma levels are attained during the 
course of treatment. Such analytical services to 
aid nortriptyline therapy have recently been 
recommended by the Swedish group (Kragh- 
Sorensen et al, 1974). At present the optimum 
therapeutic range for protriptyline plasma 
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levels lies within the limits of 500 to 940 nmol/l 
after 34 weeks treatment. Outside this range 
response to therapy may be suboptimal. Since 
the build-up of protriptyline in plasma may be 
rather slow, it is advisable to make any dosage 
adjustments according to analytical results fairly 
early during treatment (Moody «et al, in prep- 
aration). 

This investigation raises two major issues to 
be settled by future research. Further studies 
are necessary to confirm the findings of a 
relationship between protriptyline plasma levels 
and clinical outcome and to define more pre- 
cisely the therapeutic range. In addition, the 
paradoxical association between high drug 
plasma levels and poor clinical response is 
worthy of further investigation from both a 
clinical and a biochemical point of view. Such 
studies may help to define some of the physio- 
logical mechanisms involved in depressive ill- 
nes and may aid the development of better 
antidepressant drugs. 
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Childhood Separation Experiences and Psycho-Social Status 
in Primiparous Women: Preliminary Findings 


By S. N. WOLKIND, S. KRUK and L. P. CHAVES 


Summary. In a group of British-born primiparous women, admission of a 
separation experience from parents in childhood was found to be associated with 
unmarried status, teenage pregnancy, having had psychiatric treatment, 
housing problems and a high score on a ‘Malaise’ inventory. Within the separated 
group the unmarried and teenage status were associated only with separations 
occurring in the context of a disrupted childhood, but were not related to the 
age of the separations. The Malaise score, however, was raised both for disrupted 
separations and for those occurring below the age of 5. It is noted that the 
factors associated with the separation in the mothers are those which have been 
found to be more common in the mothers of children with behaviour disorders. 


INTRODUCTION 

The relationship between separation in child- 
hood and mental health in adult life has been 
examined by a number of workers. The reasons 
for this interest are both theoretical, with the 
view that an early separation itself might have 
adverse effects (Bowlby, 1951), and practical, 
in that although separation may be under- 
reported (Frommer and O’Shea, 1973a) such 
an experience is one of the few childhood events 
for which it is possible to obtain retrospectively 
some hard data. 

Attempts have been made to relate the ex- 
perience to various types of mental illness (e.g. 
Earle and Earle, 1961; Hilgard and Newman, 
1963; Bratfos, 1967). No definite conclusions 
can be drawn, but there is a tendency to find in 
groups of patients in hospital some association 
between an early separation and ‘psychopathic’ 
personality. Fewer workers have examined the 
relationship between separation and less extreme 
forms of deviant behaviour. Frommer and O’Shea 
(1973b), however, have demonstrated a strong 
association between a separation experience and 
problems in early married life and parenthood. 

The crucial point is the nature of this associa- 
tion, and although Frommer and O’Shea 
demonstrate that recollection of an early 


separation is related to these later difficulties 
they are careful not to suggest a causal relation- 
ship. They speak of the importance of consider- 
ing the quality of home life from which the child 
has been separated. This approach is supported 
by the findings of Illsley and Thompson (1961) 
that in a group of primigravidae from broken 
homes low scores on the Maudsley Medical 
Questionnaire were found in women whose 
parents had died and high scores in those whose 
parents had separated. 

In this paper the relationship is examined 
between the type and timing of the childhood 
separation experience of a group of primiparous 
women and their psycho-social status at the time 
of the pregnancy. 


SUBJECTS AND METHODS 

The sample 

In order to select various groups of women 
for a longitudinal study a ‘screening’ interview 
was given over a one-year period to a sample of 
women attending the obstetric booking clinics 
of a hospital serving an inner London borough. 
The sample comprised all women aged over 16, 
born in Britain, with a permanent address in 
the borough, who were expecting their first 
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baby. The interview was given to 534 women; a 
further 4 women refused to complete any of the 
interview. Preliminary inquiries suggest that 
approximately 8 women from the borough 
booked to have their babies elsewhere and a 
further 12 were ‘missed’ either by not attending 
for any ante-natal care, or by being seen 
privately by the obstetricians in the borough. 
Those interviewed, therefore, represent approxi- 
mately 95 per cent of the pregnant women in 
the borough who conformed to the above 
criteria. 
The interview 

One aim of the interview was to select a group 
of women whose background and social circum- 
stances suggested that there might be an 
increased risk of difficulties arising in the forth- 
coming maternal role. Included in the inter- 
view were question covering the woman's 
childhood, housing and social problems and the 
psychiatric and chronic physical disorder of 
both the woman and her husband. The question- 
ing was predominantly factual. Thus, ratings 
for psychiatric disorder were based on treatment 
from GPs or psychiatrists for any form of 
psychiatric disturbance in the two years prior 
to the interview. In addition a brief question- 
naire derived from the Cornell Medical Index, 


the Malaise Inventory (Rutter et al, 1970), was 
given to the women. They were asked to com- 
plete the questionnaire in a way that described 
their usual health before the pregnancy, not 
how they were feeling at the time of the inter- 
view. Details were recorded of all separations of 
the woman from her father or mother before 
the age of 16. A separation was recorded for 
any absence from either parent for one month 
before the age of 5 and for three months after 
the age of 5, unless an admission to local 
authority care had occurred after that time, 
when again one month was taken. Three months 
was taken for the 5 and over group because in 
pilot studies absences for holidays and stays with 
relatives were found to be common in older 
children. When a separation was noted, the 
details of the separation were passed by the 
interviewer to another member of the research 
team, who on that information only divided the 
separated subjects into ‘disrupted’ and ‘stable’ 
groups. The criteria for the division were 
whether the separation experience appeared to 
have occurred in the context of a disrupted or a 
stable childhood and the nature of subsequent 
care. Doubtful cases were included in the stable 
group. In addition, it was noted whether the 
separation had occurred below the age of 5 
or after that age. 


ТАВІЕ I 
Reasons for separation in the ‘stable’ and ‘disrupted’ groups 








Type of separation 








‘Stable’ (N = 42) 
Hospitalization as a child vs КЕ 26 
Death of parent .. : vs is 3 
Boarding school .. ii is а 2 
Cared for by relatives T то* 
Evacuation А 2 2 - I 


‘Disrupted’ (N = 61) 


Local Authority Саге .. 2s 2; 36 
Parental illness .. ix 0 6 
Family break-up T ie 12 
Child factors us . 5** 
Unknown s T vs B 
Parental death .. vs vs 4 
Homelessness... ses oe I 

Family break-up .. Vs is 17 

Prolonged parental illness Ж 

Boarding school for social ог psycho- 
logical reasons .. 3 





* Jn this group no social pathology was evident. In two cases mother was working away, in the remainder 
the children stayed with liked relatives who lived near the woman’s own family. 


** Child factors including running away from home and ‘not getting on with parents’. 
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FINDINGS 


Of the 534 women, 103 (19:4 per cent) had 
experienced separation as defined above. Table I 
gives the types of separation experiences. 
Admission to the care of a local authority has 
been shown to be associated with many family 
difficulties (Wolkind and Rutter, 1973), and 
such an admission for any cause was rated as 
‘disrupted’. Thus, death of a parent if followed 
by admission to care was rated ‘disrupted’, but 
if followed by continuing care in the child’s 
own family was rated as ‘stable’. In 42 of the 
women separation occurred before the age of 5 
and in the remainder from 5 onwards. If more 
than one separation occurred, the earliest was 
used to rate age at separation. If the woman 
had experienced both types of separation in 
childhood she was placed in the ‘disrupted’ 


group. 


The validity of the Malaise Inventory 

The retrospective use of this instrument is 
obviously open to question. Its validity is, 
however, supported by the relationship between 
the score and previous psychiatric treatment. 
Table II shows the mean score of women with 
no treatment for psychiatric disorders and 
those who in the previous two years had been 
treated either by their GPs with antidepressants 
or tranquillizers or who had ever been to see a 
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psychiatrist. Significant differences are found 
between each of these groups, high scores being 
related to psychiatric treatment.* 


Childhood separation and psycho-social status 


Table III shows the woman’s social state 
during her pregnancy, as measured by age, 
marital status and housing conditions. It is 
seen that women who admitted to a separation 
in childhood were less likely to be married, 
more likely to be in their teens and more likely 
to be having housing difficulties during their 
first pregnancy. From the psychological point 
of view they have a significantly higher malaise 
score than the non-separated group. They were 
more likely to have seen a psychiatrist or have 
received psychotropic drugs from their GPs. 


Туре and timing of separation and psycho-social 
status 


Table IV examines the separated group and 
shows the frequency of the different factors 
according to the type and timing of the separa- 


* Further support for the justification of using the 
questionnaire in this way comes from the results of the 
more intensive study. Women were seen when their 
babies were 4 months old and the same questionnaire 
given. For the first 50 women seen at this interview the 
correlation between the questionnaire score on the two 
occasions was «607. This is significant at p < :001. 


Tase П 
Malaise inventory score and previous treatment for psychiatric illness 

















No psych. GP Contact with 

treatment treatment psychiatrist 
N* 414 71 25 
Mean malaise inventory score 3°55 5:27 7:52 
Standard deviation 2:97 3:29 4°14 





No treatment—G.P. 
GP treatment—Psych. 


t = 4°135; df = 484; p < +оо: 
t = 2-464; df = 95; р < :09 

* Questionnaires with sufficient responses for analysis were obtained from 510 (95:5 per cent) of the 
subjects. 
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'TAsLE-III 
Childhood separation and psycho-social status during first pregnancy 





Separated Non-separated 












































N .. a ра Ө, es 103 431 
Marital status 
Married ds T - 61 315 x? = 11:48; df = 2; p < -or 
Single, cohabiting .. at 18 33 
Single, alone tA » 24 81 
Age under 20 m FS T 49 199 x? = 7:90; df = 1; p < -or 
Psychiatric treatment .. is 26 70 x? = 3:98; df= 1; p < +05 
Housing problems - б 39 107 х = pir; df= 1р < ‘or 
‘Malaise’ score X .. P is 5'43 3:64 var = 10°30; t = 5:05; 
P< :001 
Taste IV 
Type and timing of separation and psychosocial status 
Stable Stable Disrupted Disrupted 
Type and age of separation under 5 5 and over under5 5 and over 
м .. zx 18 24 22 39 
Marital status 
Married v P" 16 20 10 5 Overall x? = 20°98; 
Single .. К 2: 2 4 12 24 df = 3; p < соо: 
Type of sepn. x^ == 20:57; 
df = 1;p < oot 
Age ofsepn. x? = 0:41; 
df = 2; Nfs. 
Age under 20 p va 6 6 12 25 Overall ҳа = 11-08; 
df = 3; р < -o2 
Type of sepn. x? = 10:29; 
df = 1; p < +01 
Age of sepn. x? = 0-79; 
df = 2; N/S 
Housing problems js 5 10 12 12 NIS 
Psychiatric treatment .. 6 4 5 II N/S 
MalaisescoreX .. ..  5:8g 3:58 6-70 5:67 
Analysis of variance Sum sq. df Mean sq. 
Between columns .. 126:7 3 42:21 F= 4:10 
Within columns .. 1008-0 97 10°30 р < о: 


Age X5 = 6:99; X 5+ = 4:92; t = 2:14; df = 102; p < :05 
Туре X disrupted = 6:04; X stable = 4:54; t = 2:33; df = 102; p < +05 
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tion. The analysis is designed so that the com- 
ponent of the total ҳа contributed by both type 
and timing can be examined. Within the separa- 
ted group, marital status and age are strongly 
related to the type of separation experiences, 
but not to the age of separation. There are no 
significant differences in housing problems or 
psychiatric treatment between the groups. The 
analysis of variance shows the score on the 
Malaise Inventory to be related to both age and 
time of separation, a higher score being associa- 
ted with both disrupted and under-5 separations. 


Discussion 

In this sample, 19:4 per cent of women have 
experienced a separation. With the definition 
used here it is not possible to compare this 
figure with that from other studies. In those 
women who were selected for the study proper 
more detailed questioning of early experiences 
will take place, and it will be possible to deter- 
mine whether any form of separation has been 
severely under-reported in this brief interview. 
However, as in the study of Frommer and 
O'Shea, it is clear that a positive reply to a 
question on childhood separation produces a 
sample significantly different from those who 
describe no such experience. The factors associa- 
ted with the separation, moreover, are those 
which might be expected to lead to difficulties 
for the children born to those women. Illegiti- 
macy has been shown to be related to both 
behavioural and learning difficulties in children 
(Crellin ei al, 1971), low maternal age to less 
adequate nurture of the child (Oppel and 
Royston, 1971), and a high malaise score in the 
mother to psychiatric disturbance in the child 
(Rutter ei al, 1970). It is clear therefore, why on 
clinical grounds the maternal separation ex- 
perience has often been felt to be of crucial 
importance. That it should, however, be seen 
not as the cause of later difficulties but rather 
as a sensitive index of other experiences which 
might lead to these difficulties is suggested by 
the data in Table IV. Here it is evident that for 
age and marital status it 1s separation occurring 
only in the context of a disrupted childhood that 
is of importance, and that for these factors an 
early separation is not important. It is likely that 
for the group of women who experienced a 
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*disrupted' separation social and family diffi- 
culties have continued throughout childhood 
into early adult life. 

The results of the Malaise Inventory are 
interesting; here too a higher score is related 
to the 'disrupted' type of separation, but in 
addition a strong association is also seen with 
the age of separation, a high score being related 
to an early experience. The commonest cause of 
the ‘stable’ separation under 5 was admission to 
hospital, and it is possible that this experience 
and the stress surrounding it is in itself asso- 
ciated with later psychological difficulties. Recent 
evidence on the adolescent adjustment of chil- 
dren from the 1948 National Childbirth Study 
suggests that this is indeed so (Douglas, 1975). 

At this stage the main conclusion that can be 
drawn is that certain childhood experiences are 
strongly related to psychological and social 
adjustment in adult life. The evidence parti- 
cularly suggests that a ‘disrupted’ childhood 
may produce an adult adjustment for women 
which may in turn be associated with difficulties 
for their children. As the study progresses, it will 
be possible to investigate whether this is so, and, 
if it is, to understand the mechanism by which 
this transmission to the children occurs. 
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Evaluating Signs and Symptoms: Comparison of Structured 


Interview and Clinical Approaches 


By WILLIAM T. CARPENTER, Jr., MICHAEL H. SACKS, 
JOHN S. STRAUSS, JOHN J. BARTKO and JUDY RAYNER 


Summary. Are research interview techniques adequate in assessing signs and 
symptoms? This question is investigated by obtaining two sets of interview 
schedule ratings on 49 patients, one by a research psychiatrist applying the 
interview and one by the patient's psychiatrist using all available information. 
The latter was considered a clinical standard with which a cross-sectional 
research interview could be contrasted. 

These two data sets were subjected to several types of analysis commonly 
undertaken with research interview ratings. Results indicated that the research 
interview adequately represents symptom data, but is seriously lacking in the 
assessment of observed behaviour. The effect of this difference depends on 
the goals of the study and the nature of the data analysis. If overall group 
findings are desired, or if analysis relies primarily on symptom data, results with 
a research interview may be similar to results based on a far more extensive 
evaluation. On the other hand, if conclusions are to be drawn on individual 
patients, or if data analysis relies heavily on observed behaviour, then data 


derived from research interviews are questionable. 


INTRODUCTION 

Valid and reliable behavioural data are 
necessary for psychiatric research. In an attempt 
to improve on less rigorous procedures, the 
development of structured clinical interview 
schedules has advanced the methodology for 
collecting information on the manifestations of 
mental disorders. These schedules consist of a 
series of written questions with accompanying 
ratings which can be used in a more or less 
flexible way as formats for psychiatric evaluation 
interviews. When skilfully constructed, they 
provide a basis for the systematic and reliable 
recording of clinical observations (Endicott and 
Spitzer, 1972; Spitzer et al, 1970; Wing «t al, 
1974 and WHO, 1973). The applicability and 
validity of such data require further evaluation. 
The strengths and limitations of cross-sectional 
research interviews have been presented by Wing 
and others (Wing ¢ al, 1974 and WHO, 1973). 

An issue of special concern is the degree to 


which a structured interview, which collects 
data from only one informant at a particular 
period in time, can approximate the richness of 
data available from multiple sources over longer 
periods. If mental status, as assessed by struc- 
tured interview techniques could be shown to 
represent fairly the clinical picture revealed in 
a detailed psychiatric evaluation, the merit of 
this approach would be greatly reinforced. On 
the other hand, should it appear that data 
collected in research interviews diverge from 
those obtained by more intensive clinical 
assessment, this information would serve as a 
guide to the strengths and limitations of the 
former. 

To evaluate this issue, we collected informa- 
tion from patients by using structured interview 
techniques and compared these data with the 
totality of information on the same patients 
obtained from all sources during a period of 
stay in hospital. This comparison was made 
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in order to determine the extent to which 
differences in the information obtained influ- 
enced the clinical characterization of the 
patients in terms of individual symptoms and 
signs, and in terms of classification arrived at 
by various diagnostic approaches, including 
commonly used key symptom criteria, profile 
comparisons, discriminant function analysis, 
cluster analysis, and a decision tree сош- 
puterized model. 


METHOD 

The structured interview used in this study is 
the Psychiatric Assessment Interview (PAI). This 
schedule was derived from the eighth edition of the 
Present State Examination (PSE) (WHO, 1973) by 
two of us (J.S.S. and W.T.G.), and is used with the 
same instructions and rating system. It differs from 
the PSE primarily in length, some symptom items 
having been dropped to reduce the usual interview 
time. 

This interview begins with a non-structured intro- 
ductory section in which the interviewing psychiatrist 
inquires about the problems and symptoms the 
patient has had during the past month. This is 
followed by 117 questions which systematically cover 
39 symptom areas—6 items related to depressive 
mood, 3 related to anxiety etc. After completing the 
interview, the psychiatrist rates 83 items on behaviour 
observed during the interview period. Each item is 
rated according to the psychiatrist’s best judgement 
as absent (о.о), questionably present (0-5), definitely 
present but not continuous or severe (1-0), or present 
and continuous and/or severe (2-0). For this study, 
items scored with other ratings on the form (not 
known, not inquired, or not applicable) were omitted. 

Although reliability of the PAI is here assumed to 
be essentially the same as that demonstrated for the 
PSE, from which most items were drawn (Wing et al., 
1974; WHO, 1973), reliability in this project was 
again assessed by comparing multiple raters of the 
same interview, using the intraclass correlation 
techniques for an item-by-item assessment. This 
technique diminishes the often inflating influence of 
extensive agreement on the absence of a symptom 
(о-о matches). 


Subjects 

The subjects in this study were 49 in-patients of a 
twelve-bed psychiatric research unit at the Clinical 
Center of the National Institute of Health. Patients 
selected for admission were acutely psychotic and 
met the following criteria: (1) age between 18 and 
бо years; (2) presence of manifest thought disorder; 
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(3) no evidence of organic illness; (4) few past 
psychiatric hospital admissions, or none; and (5) ade- 
quate social and work function during the past year. 
All patients had been diagnosed as schizophrenic 
by their referring and admitting psychiatrists. Diag- 
noses reported here were made by the project’s senior 
psychiatrist based on all available information. 
Categories and criteria of DSM II (DSM II, 1968) 
were used. These data and other descriptive informa- 
tion are presented in Table I. 


TABLE I 
Description of patient cohort (N == 49) 





DSM II DIAGNOSIS 


Catatonic .. ЯЕ iy i I 
Paranoid - oe 2 x 12 
Асше y i “+ Ёё 26 
Schizo-affective “+ m ss 4 
Chronic undifferentiated su 1 
Manic-depressed, circular .. vs 3 
Unspecified psychosis A 2 
MEAN AGE IN YEARS 1-8.D. 
24:518:5 
SEX 
Female A 30 
Male .. ; 19 
RACE 
Negro 8 
Caucasian 41 
SOCIAL CLASS ‘ 
I ; 6 
п 9 
HI 16 
IV 12 
V 5 
VI I 
Procedure 


The PAI was administered to cach patient one 
week after admission by a research psychiatrist who 
was aware of admission criteria for the ward but had 
little other information about the patient. This cross- 
sectional research interview was attended by the 
patient's psychiatrist, who simultaneously rated a 
PAI. Two to three weeks after admission a con- 
ference on each patient was held, attended by all 
relevant staff. At that time all clinical information 
from patient, family and others was presented by the . 
patient's psychiatrist, psychiatric social worker, 
nursing staff, art, recreation and occupational thera- 
pists, psychologist, unit administrator, and research 
staff. The patient's psychiatrist rated a PAI after this 
conference. This PAI reflected all information 
available from the patient's work-up, contacts with 
other informants, the research PAI, and reports at the 
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conference. If in doubt on specific PAI items, the 
psychiatrist would question the patient further. This 
copy of the PAI hereafter called the Comprehensive 
PAI (C-PAT) was assumed to represent the extensive 
and detailed information available to a psychiatrist 
in a complete evaluation, and this was compared with 
the cross-sectional or research РАІ (R-PAT). 

In the R-PAI, symptoms for a one-month period 
and signs observed in the interview were rated. The 
C-PAI covered symptoms over the same one-month 
time period as the R-PAI, plus symptoms that might 
have arisen between the R-PAI and C-PAI (average 
time lag 8 days). The C-PAI covered observed 
behaviour signs occurring during two to three weeks 
in hospital. Of the 60 patients with completed sche- 
dules, the 11 whose clinical condition had worsened 
between the R-PAI and the C-PAI, according to 
daily ratings of overall psychiatric illness made by the 
nursing staff, were excluded, resulting in 49 patients 
for whom R-PAI, C-PAI comparison data were 
analysed. In excluding these 11 patients, we hoped 
to assure that items rated present on the C-PAI but 
absent on the R-PAI reflected a difference in 
evaluating techniques rather than new symptoms 
arising after the R-PAI had been administered. 


RESULTS 

1. Interrater reliability on the R-PAT 

Comparing the ratings from the psychiatrists’ 
scoring protocols at the R-PAI interviews 
revealed generally adequate reliability on 
symptoms (median intraclass correlation (ICC) 
== 0:67). Simultaneous ratings of observed 
behaviour during the R-PAI were less satis- 
factory. The reliability on 41 signs ranged from 
0-21 to 1:0, with a median of 0:47 (ICC). 
Not included are 42 signs on which there was 
complete agreement (100 per cent), but virtually 
all these agreements were on the absence of 
psychopathology. We report the per cent 
agreement, since an ICC computation is not 
possible when there is no variance between 
patients. This extensive agreement suggests 
greater reliability than is reflected in the 
median r of 0-47, but this is potentially mis- 
leading since agreement on absence of a sign 
does not mean that raters would agree on its 
presence. 


2. Comparison of total pathology scores between 
R-PAI and C-PAI І 

The ratings for individual items in the sections 
of the PAI covering reported symptoms and the 


sections for observed signs were added separately 
for each patient. The results were divided by the 
number of items and number of patients to give 
a mean symptoms score and mean sign score for 
the 49 R-PAIs and 49 C-PAIs. More psycho- 
pathology was rated on the C-PAI than on the 
R-PAI. The difference was slight for symptoms 
(0-46 and 0-43 for C-PAI and R-PAI, respec- 
tively) and considerable for signs (0:34 and 
0'17, respectively). A mean for all items was 
calculated to provide a measure of the total 
pathology rated on the R-PAI and C-PAI. 
Here, using all 117 symptom items and 83 sign 
items, the C-PAI reveals 30 per cent more 
psychopathology (0-44 and 0:34 for mean total 
psychopathology score on С-РАІ and R-PAI, 
respectively). 


3. Comparison of ratings on key symptoms 
Certain symptoms are often considered of 


particular diagnostic importance. Of special 
interest are Schneider’s first-rank symptoms 
(FRS), which are widely used criteria for a 
diagnosis of schizophrenia (Carpenter and 
Strauss, 1974; Schneider, 1959). Data on 8 
FRS’s are recorded in 10 PAI items. The 
R-PAI and C-PAI data were compared in 
order to determine prevalence of FRS’s in the 
two patient groups and to determine agreement 
on a patient-by-patient basis between the 
R-PAI and C-PAI on presence of FRS’s. 

Table II summarizes these findings. The 
R-PAI and C-PAI gave exactly the same 
proportion of the patient cohort in terms of 
the number of patients considered Schneider- 
negative (N = 28) or Schneider-positive 
(N = 21). The research interview is, therefore, 
equal to the more comprehensive evaluation for 
group findings on FRS’s. Regarding individual 


Taste II 


Comparison of 49 patients on research and comprehensive 
data in assessing Schneiderian first rank symptoms 











C-PAI C-PAI R-PAI 

negative positive totals 
R-PAI negative 29 5 28 
R-PAI positive 5 16 21 
C-PAI totals 28 21 49 





Negative and positive refer to absence or presence of 
first rank symptoms 
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patients, 39 were assigned to the same category 
(either Schneider-negative or positive) by both 
data sets, and 10 were assigned to opposite 
categories—substantial agreement (80 per cent, 
Kappa = +58). 


4. Comparison of discriminating symptoms 

A 12-point system of discriminating symp- 
toms for estimating confidence in a schizo- 
phrenic diagnosis, based on PSE data from 
the International Pilot Study of Schizophrenia, 
has been reported (Carpenter, Strauss and 
Bartko, 1973). The R-PAI and C-PAI data sets 
in this study were used to compare the 49 
patients on this system. To determine the 
extent of agreement on patient assignments 
using these criteria on the two data sets, three 
comparisons were made: the frequency distribu- 
tion of points per patient (0-12) was tallied, the 
mean number of points in each 49-patient data 
set was calculated, and the R-PAI and C-PAI 
cohorts were dichotomized according to whethera 
patient had 5 or fewer points or six or more points. 

Results are shown in Table ПІ. Frequency 
distribution and mean number of points were 
the same whether R-PAI or C-PAI data were 
used. A chi-square test from Table IIT results in 
x? = :99, р > 9, suggesting no difference in 
group assignments between R-PAI and С-РАТ. 
When the groups were dichotomized around 
6 points the two data sets divided the patients 
similarly, 20 R-PAI and 19 C-PAI patients 
having less than 6 points. For individual assign- 


Taste ПІ 
Comparison of 49 patients on research and comprehensive 
data on а twelve-point system for identifying schizophrenia 
Points derived from C-PAI 























Total 
<4 5 6 7 28 R-PAI 
x4 4 2 о 2 1 9 
$ 
e 5 2 3 1 2 3 11 
8 6 о 5 1 3 ї 10 
à 
Е I 2 4 3 I II 
E 
© 28 о о 2 І 5 8 
В 
-g Total 
ёз C-PAI 7 12 8 II її 49 
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ments the picture is less promising. Agreement 
on individual placements across the five cate- 
gories shown in Table III is low, with only 16 
of 49 exact agreements (32 per cent, Kappa — 
- 16). If individuals are assigned to one of two 
groups (5 or fewer and 6 or more points), 
agreement is reached in 32 of 49 instances 
(65 per cent, Kappa = -27). 


5. Profile comparisons 

Sign and symptom data from interview 
schedules can be conveniently reduced to 27 
dimensions of psychopathology (see Fig. r). 
These can be used to construct profiles so as to 
compare patients by considering many of their 
characteristics simultaneously. Mean profiles 
across these 27 dimensions were constructed for 
all 49 patients, using R-PAI and C-PAI data 
separately. А profile analysis of variance 
(ANOVA) was then used to evaluate profile 
similarity. This procedure was repeated deleting 
all signs from the dimensions in order to assess 
profile similarity based on symptoms alone. 

The mean profile of 49 patients derived from 
the R-PAI is contrasted with the mean profile 
on the same patients using C-PAI data in 
Fig. 1. The R-PAI and C-PAI profiles appear 
rather similar in pattern (ANOVA F — 2:9, 
df = 1/96 (0:05 <р < 0:1) but are consider- 
ably different in profile level, there being greater 
psychopathology in the C-PAI profile (ANOVA 
Е = 12-0, df = 1/96, p < соот). 

This analysis was repeated using the 19 
psychopathology dimensions remaining when 
only symptom items were used. Again, profile 
pattern is rather similar (ANOVA F = 3-3, 
df = 1/96 (:05 <р < o:1), but profile level 
difference is less marked (ANOVA F = 4:9, 
df = 1/96, p < -05). 

Individual differences between R-PAI and 
С-РАТ scores on the 27 psychopathology dimen- 
sions were assessed using the paired ! statistic. 
This showed that 19 of 49 comparisons across 
these 27 dimensions were different at the 
р < :05 level. 


6. Cluster analysis 

Cluster analysis is a promising technique for 
defining homogeneous groups based on the 
analysis of systematically collected sign and 
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Dimansion Scores are Scaled Between О and 1 
Representing Absent to Maximal Psychopathology. 
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Depersonalization-derealization 


——-- Research PAI 


(М=49) 


—— Comprehensive РАІ (N=49) 





Paranola 


Fro. 1.—Profile comparison based on 27 sign and symptom psychopathologic dimensions. 


symptom information. A critique of cluster 
analytic methods has been reported elsewhere 
(Bartko, Strauss and Carpenter, 1971). The 
hierarchical cluster analysis program, described 
in that report, is used in the present study, with 
the 27 dimension scores derived from the 
R-PAI and C-PAI scores on each patient (49 
patients x2 data sets = 98 ‘patients’) as input 
data. The 98 ‘patients’ were grouped into four 
clusters based on the clustering procedure 
designed for maximum within-group homo- 
geneity and between-group distance. Thus it is 
possible to determine if both types of data put 
a patient into the same cluster. 

In Table IV we find overall group differences 
between R-PAI and C-PAI cluster assignments 
(x? = 15:47, p < '01). Also, when individual 
cluster assignments are used to contrast the 
R-PAI and C-PAI we find low concordance 
between the two data sets from each patient. 
The R-PAI and C-PAI cluster assignments 
were the same in only 19 of 49 opportunities 
compared to an expected 11 agreements by 
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chance (38 per cent, Карра = -21, p < :025). 

Here again, when only symptom data are 
used the results are far more satisfactory. 
Overall group assignments are identical and 
individual assignments are concordant in half 
the instances (Kappa = -28). 
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7. Decision tree model 

This approach to diagnosis employs a com- 
puter program which applies a series of decision 
rules to sign and symptom data resulting in 
assignment of each patient to a diagnostic 
category. DIAGNO (Spitzer, 1969) and 
CATEGO (Wing et al, 1974; WHO, 1973) 
are the best known such programs; the latter 
is based on PSE data and was used in this 
study. PAI data are readily converted to the 
PSE format, and missing items were scored as 
‘not inquired’. 

Table V shows CATEGO classification using 
three major categories (Wing et al, 1974; WHO, 
1973). The group assignments are similar 
(x? = 2-71, p > +2), and there is considerable 
concordance in individual assignments (73 per 
cent). Most patients are assigned to a single 
category, schizophrenia, and the agreement in 
individual assignments is not greater than 
chance (Kappa = -27, p > +1). This diagnostic 
homogeneity was predetermined by admission 
criteria (see Table 1), so the question of con- 
cordance in individual assignments remains open. 


Discussion 


Structured psychiatric interview schedules 
have two purposes: first to record clinical 
observations systematically and reliably and, 
second, to utilize the data for describing and 
classifying patients. To evaluate the adequacy 
of structured psychiatric interview schedules, 
their applicability, reliability, and validity must 
be demonstrated. 

The PSE has demonstrated its clinical 
applicability in a wide variety of settings—that 
is, it has been shown that many psychiatrists 
can interview a patient satisfactorily with this 
schedule (Cooper et al, 1971; Luria et al, 1974; 
Kendell et al, 1968; Wing et al, 1974; and WHO, 
1973). The reliability of the PSE has been 
evaluated elsewhere and has been found quite 
satisfactory for collecting symptom data but less 
satisfactory for assessing signs (Wing et al, 1974; 
WHO, 1973). This reliability assessment is 
supported by the analysis of PAI reliability 
reported in this paper. Evaluating the validity 
of these schedules is, however, made difficult 
because of the elusive nature of clinical psychia- 
tric data and the absence of objective criteria 


EVALUATING SIGNS AND SYMPTOMS 


TABLE V 


Comparison of Catego assignment of 49 patients using 
research and comprehensive data 
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for the presence or absences of signs and 
symptoms. 

Since structured research interview tech- 
niques can yield systematic, reliable, and coded 
patient data, their utilization is practical and 
methodologically promising. However, since 
many generalizations may emerge from this 
type of data, including diagnoses, it is important 
to delineate the limitations of this approach. 
Limitations of the PSE are discussed by Wing 
et al, 1974, who comment on the brief period 
of observation and the lower reliability of 
observed behaviour. 

It is of critical importance to determine how 
well a research interview technique represents 
a patient’s mental status. In the absence of 
external validating criteria, a practical solution 
is to assume that a detailed psychiatric assess- 
ment during the first three weeks of stay in 
hospital provides comprehensive descriptive 
data. Such an approach gives a clinical standard 
ру. which to evaluate the structured research 
interview. The psychiatrist completing the 
C-PAI, therefore, utilized all information 
available to him, including either observing the 
R-PAI interview or hearing the R-PAI findings 
summarized at the admission conference. 

Using this standard, the present study has 
provided evidence that the structured interview 
is generally acceptable in terms of reported 
symptoms and the diagnoses that depend on 
them. Observed behaviour, on the other hand, 
is seriously underestimated in the structured 
interview, and data analysis utilizing signs is 
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more questionable. This limitation is important 
when evaluating individuals, but is often no 
hindrance in evaluating groups. When an 
individual patient is studied, the concordance 
between the R-PAI and С-РАТ is usually low, 
or, if high, not much better than chance. 

These findings suggest the following about 
structured mental status interviews: First, 
symptom data can be collected reliably, and 
fairly represent mental status as assessed in an 
extensive clinical work-up. This conclusion is 
strongly supported when assessment of a group 
of patients is considered, but is somewhat 
weaker when applied to the individual case. 
Second, observed behaviour is less reliably 
rated and far less adequately recorded. That is, 
the brevity and perhaps formality of the inter- 
view limits the sample of observed behaviour 
and far less psychopathology is recorded in 
comparison to observations made over time in 
an in-patient work-up with several sources of 
information. If psychopathological signs are to 
be used, techniques for recording these data 
need to supplement the cross-sectional inter- 
view method. Third, it should be kept in mind 
that research interviews are designed for 
specific purposes and when required can be 
supplemented by other clinical data. For 
example, there is already evidence that the 
addition of past history data reduces diagnostic 
uncertainty when using the CATEGO program 
(Wing et al, 1974; WHO, 1973). 
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Multivariate Analysis: Data Reduction and 
Treatment Evaluation 


By ALLAN WILSON 


Summary. In a recent article, Everitt (1975) discussed several problems with 
multivariate techniques. However, two useful applications of multivariate 
techniques were not covered. The present paper describes the use of factor 
analysis to reduce a large array of outcome variables to a statistically manageable 
number, and multivariate analysis of variance to determine the relative effective- 
ness of several treatment regimes where a single outcome variable cannot be 
specified. It is concluded that the advantages of a multivariate approach out- 
weigh the disadvantages, provided the researcher is careful in interpreting and 


reporting his results. 


INTRODUCTION 


In a recent paper, Everitt (1975) outlined 
some of the problems associated with multi- 
variate techniques. The ratio of number of 
variables to number of observations is certainly 
a much neglected parameter in the design of 
research, and the availability of a large number 
of factor rotations makes rotated factor analytic 
solutions excessively arbitrary. However, two 
very important aspects of multivariate analysis 
were not discussed in the Everitt article; the 
use of factor-analytic techniques for data 
reduction and the multivariate analysis of 
variance. These techniques can be of con- 
siderable value in assessing treatment effective- 
ness where the outcome criteria are not 
unequivocally indicated and where the criteria 
may include a number of psychological 
variables. Discussion with several colleagues 
who are responsible for evaluating psychiatric 
programmes revealed that the Everitt article 
had left them with an essentially negative 
impression of multivariate procedures—an im- 
pression I am sure the author did not intend 
beyond the use of factor-analytic techniques. 


Crirera (DEPENDENT VARIABLES) FOR 
‘TREATMENT ÉVALUATION 


Unlike industrial organizations, where rele- 
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vant outcome criteria can usually be specified 
in such concrete terms as production units, cost- 
benefit ratios, or simple revenues, mental health 
care organizations are usually hard-pressed to 
specify relevant criteria. For example, an 
alcoholism treatment programme might mea- 
sure outcome by the number of days a patient 
ingests any alcohol during a given розі- 
treatment period. Although this variable is 
probably valid, at least consensually, there are 
many other variables which might also be 
relevant to determining the overall effectiveness 
of the programme. Social adjustment, family 
adjustment, work history, attitudes toward self 
and others are just a few of the broad areas 
from which outcome variables might logically 
be drawn. 

The question facing the researcher is which 
of the many possible variables to select. In the 
present illustration, selection of the single 
variable ‘days drinking in the last six months’ 
would almost certainly result in the criticism 
that there are many other variables of equal or 
greater importance in assessing the effectiveness 
of treatment of alcoholics. One solution is to 
include a number of dependent variables for 
which there is some consensual validity, and 
use multivariate techniques to organize the 
resulting complex of data. 
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CoMPARISON OF TREATMENT REGIMES 


In many treatment evaluation efforts, the 
effectiveness of one or more experimental pro- 
cedures, treatments, or programmes is compared 
to a control or comparison programme. No- 
treatment controls are preferable, but for 
practical and ethical reasons the previously most 
effective treatment is usually employed as a 
quasi-control. If such experimental methods are 
used, between-group comparisons must be 
made, and the most powerful tool for such 
comparisons is the analysis of variance (or f test 
if only two treatments are involved). This, of 
course, assumes that the data are interval- or 
ratio-scaled and normally distributed. Adequate 
approximations of these criteria can usually be 
assured by careful selection and measurement 
of the outcome variables. 

The relative effectiveness of the various 
treatments can be determined by analysis of 
variance followed by suitable multiple com- 
parisons, simple effects, etc., to specify the 
nature of any significant between-treatment 
effects. However, univariate analysis of variance 
cannot be used if more than one dependent 
variable is being considered, as calculation of 
more than one F statistic reduces the confidence 
level. Thus, if multiple outcome criteria are to 
be considered, a multivariate analogue of the 
F or t test must be employed. 


MULTIVARIATE ANALYSIS OF VARIANCE 

Univariate analysis of variance provides a 
test of the significance of mean differences for 
two or more groups. In cases where a number of 
criteria (dependent variables) are relevant to 
testing the hypotheses of interest, a vector of 
two or more means is obtained for each group. 
Multivariate analysis of variance is the extension 
of analysis of variance to the multiple mean 
situation. An overall test of the differences in 
mean vectors for the various treatments is made, 
and any significant multivariate effects can be 
followed by univariate tests of the individual 
dependent variables. In this way multivariate 
analysis of variance provides a tool for deter- 
mining the significance of differences between 
treatments when more than one outcome 
criterion is used. 
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SAMPLE SIZE FOR MULTIVARIATE ANALYSIS 
OF VARIANCE 


As advocated by Everitt, ten observations per 
dependent variable is a good rule of thumb for 
multivariate techniques. In addition, for multi- 
variate analysis of variance eight to ten observa- 
tions are desirable for each treatment under 
consideration. Thus, in a three-treatment com- 
parison with ten dependent variables 240 to 300 
observations would be required. As pointed out 
by Everitt, large samples are necessary for 
multivariate techniques. However, the potential 
gain in ability to detect significant differences 
between experimental samples is very great and 
certainly worth the extra effort required to 
obtain adequate samples. 


MULTIVARIATE PARADIGM FOR TREATMENT 
EVALUATION 


The following example of the utility of com- 
bining factor-analytic and multivariate analysis 
of variance procedures is drawn from an ongoing 
programme evaluation of a hospital-based 
alcoholism treatment facility.* The hospital in 
which the unit is located was asked to develop 
more effective rehabilitation methods for skid- 
row alcoholics. Thus, the evaluation paradigm 
consists of a comparison of an experimental, 
hospital-based programme to the aggregate of 
treatment programmes already established in the 
community. Of course, the paradigm could be 
adapted to other areas of treatment evaluation. 

Patients were randomly assigned to either the 
experimental programme or to another pro- 
gramme in the community. Prior to assignment 
to a programme all patients were required to 
complete a 24-item questionnaire containing 
questions about drinking history, family adjust- 
ment, social adjustment, work adjustment, and 
attitudes toward self and others. A parallel 
form of the questionnaire was administered six 
months after discharge from treatment to 
measure changes over time on the 24 items, and 
other parallel forms will be administered at 12- 
and 18-month intervals. 

Before constructing the questionnaire, the 
literature pertaining to outcome evaluation of 

* A pre-publication draft describing the facility, the 
programme, and the evaluation methodology is available 
from the author. 
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treatment effectiveness was reviewed and it was 
found that a number of theoretical orientations 
have guided the selection of outcome criteria. 
Most studies have employed some measure of 
post-treatment drinking behaviour, but many 
have also argued for changes in working 
patterns, family adjustment, social adjustment 
and self-concept as important indices of the 
effectiveness of treatment. On the basis of these 
precedents, 24 items from these areas were 
incorporated into a questionnaire to be admini- 
stered by an experienced counsellor. 

The data collected before assignment to 
treatment and six months after discharge from 
treatment consisted of 24 dependent variables 
(responses to items) obtained from 100 patients 
randomly assigned to one of two treatment 
conditions. The problem was to determine the 
significance of differential changes over time 
on. these 24 dependent variables and thus infer 
the relative effectiveness of the two treatment 
programmes. The obvious statistical technique 
(since the variables were designed to yield 
interval data and were approximately normally 
distributed) was multivariate analysis of vari- 
ance. However, we have already noted that 
approximately ten observations are required per 
dependent variable per treatment condition—a 
total of 480 observations—and only 100 observa- 
tions were available. 


Data reduction by factor analysis 


The 24 dependent variables were reduced to 
a statistically manageable number by principal 
components analysis of the pre-treatment data. 
The questionnaire had been administered to 300 
sequential admissions to the unit, with the 100 
experimental patients embedded as a block in 
the middle of this sample. Thus the 24 de- 
pendent variables were analysed by recourse to 
300 observations on the assumption that the 
characteristics of the experimental sample would 
be accurately reflected in the larger sample. 
An orthogonal rotation was used to give a 
mathematically unique solution which is free 
of much of the criticism of excessive arbitrariness 
rightly attributed by Everitt to most rotated 
'factor-analysis solutions. The rotation gave six 
factors with eigenvalues greater than 1:0 (an 
arbitrary but generally accepted retention 
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criterion) accounting for about 65 per cent of 
the variance. 

With an acceptable amount of the informa- 
tion for the 24 items reduced to six factors, it 
was then necessary to summarize each of the six 
factors for subsequent analysis. The technique 
employed was to take the item with the highest 
factor loading on each factor as being repre- 
sentative of the factor, compute a pre-treatment/ 
post-treatment difference score for that item 
and submit the difference scores to subsequent 
analysis. It should be noted that some informa- 
tion is lost by such a reduction procedure, but 
careful examination of the percentages of 
variance accounted for by the factors and items 
will indicate whether the procedure is viable for 
a given case. ` 

Alternative methods of summarizing the 
factors might involve combining the n items 
with the highest factor loadings on a given 
factor, retaining the n items with the highest 
loadings on a given factor without combining 
them (here impossible because of the sample 
size), or various methods of combining factor 
scores. Such combinative methods are, un- 
fortunately, likely to result in an optimistic bias 
to subsequent tests of significance, and for this 
reason were rejected in the present example. 


Multivariate analysis of variance of pre-treatment 
data. 

Subsequent analyses of variance were to be 
carried out on the pre-treatment/post-treatment 
difference scores. Difference scores were used in 
preference to covariance techniques because 
they are conceptually simpler. However, if 
difference scores are to be used it is essential to 
demonstrate that the treatment groups are 
homogeneous with respect to the variables of 
interest.* Although random assignment and 


* There are statistical arguments for using covariance 
techniques in preference to analysis of difference scores 
under certain conditions. Provided the distribution of low 
pre-treatment scores is uniform for the treatment groups, 
any bias introduced by using difference scores is likely to 
be insignificant (see Lord, 1963). This is particularly true 
where the relative overall changes in treatment groups 
are of primary interest. The data for the present example 
were also analysed by multivariate analysis of covariance, 
and the results were identical to those obtained by multi- 
variance analysis of variance of the difference scores. 
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adequate sample size should ensure this, a 
multivariate analysis of variance was computed 
to compare the two groups on the six-variable 
pre-treatment data. No significant between- 
group differences were obtained, indicating that 
the six variables were uniformly distributed in 
the two groups before treatment. 


Multivariate analysis of variance of difference scores 

The difference scores for the six variables were 
then submitted to multivariate analysis of 
variance to determine the significance of 
differences between the two treatment groups. In 
this study, a significant multivariate F indicated 
that the treatment groups did undergo differen- 
tial changes as measured by the six-item vector. 
With a significant multivariate effect (and only 
with a significant overall test), univariate F tests 
can be computed separately for each of the 
variables. In the present case, it was found that 
the patients in the two treatment groups 
differed at a highly significant level on the pre- 
treatment/post-treatment change in number of 
days drinking, and that the difference favoured 
the established programmes. The other five 
univariate tests showed no significant between- 
treatment differences. 


INTERPRETATION OF RESULTS 
As any competent statistician will point out, 
questions can be raised about most applications 
of statistical procedures to data obtained in 
applied research. The onus falls on the re- 
searcher to ensure that his results are not 
optimistically interpreted. In the present 
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example, one might question the method of 
representing a factor by a single item, but the 
researcher can minimize the problem by 
carefully assessing the contributions of the 
representative items to their respective factors. 
The reliability of the factor analysis as a data 
reduction technique might also be queried, as 
for logistic reasons a reliability check was not 
included in the example. However, data ob- 
tained from subsequent samples from the same 
population are currently being analysed in the 
same way, and the reliability will be determined 
by comparison of the factor structures obtained 
from the two samples. 

The potential gain from such a multivariate 
approach to treatment evaluation far exceeds 
any disadvantages. If consistent methodology is 
used in different treatment settings or in the 
same settings at different times, comparability 
of results will be achieved. The multivariate 
approach to treatment evaluation facilitates 
such a systematic approach, and frees the 
researcher of the highly-restrictive necessity of 
specifying a priori a single outcome criterion. 
However, with multivariate techniques, results 
must be interpreted cautiously, and, as Everitt 
points out, replication assumes even greater 
importance. 
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Book Reviews 


INSTITUTIONS 


Varieties of Residential Experience. Edited by 
Jack Trzarp, ТАМ SrmGcLAm and К. V. С. 
CLARKE., London and Boston: Routledge and 
Kegan Paul. 1975. Pp 290. Price £6.50. 

Most of us work in institutions called hospitals, 
and spend part of our professional lives fighting to 
prevent ourselves becoming institutionalized. Our 
own outcome, in terms of the professional satisfaction 
we enjoy, and indeed of the amount we arc able to 
help our patients, depends in part on our capacity to 
circumvent or change institutional rules and processes 
which inhibit sensible action. The main argument of 
the contributors to this important book is that the 
structure and functioning of institutions can be 
usefully studied in a way which can identify institu- 
tional characteristics associated with good and bad 
outcome in individuals. It is not enough, it is sug- 
gested by Professor Tizard in his introduction, to rely 
on common sense and good intentions to help us 
decide on the appropriate underlying philosophy with 
which to approach a group of adults or children in 
need of special care. We must examine institutions 
with different characteristics. These he classifies in a 
most helpful manner. Variation can be ideological 
(e.g. based on an educational, child care or hospital 
ethos), or can be organizational (depending, for 
example, on how much autonomy staff members 
enjoy), and there can be variation in staffing (quantity 
and quality) and in residents’ response. 

For the psychiatrist, particularly the child psychia- 
trist and the forensic psychiatrist, the book contains 
a number of relevant contributions. Grygier considers 
the way in which a Measure of Treatment Potential 
(based on the agreement between sociometric ratings 
completed by inmates and behaviour ratings com- 
pleted by staff) can be used to define characteristics 
of institutions for delinquents which are linked with 
effectiveness. Barbara Tizard looks at the way in 
which verbal (but not non-verbal) outcome in 
children in residential nurseries is in part determined 
by the amount of autonomy allowed the junior caring 
staff. En passant, she produces the horrifying statistic 
that in the institutions she studied there was an 
average of 24 different nurses looking after the 


children for at least a week in the first two years of 
life. Bartak and Rutter show very clearly the differ- 
ential effect of different types of school or unit on the 
outcome of autistic children. A structured setting 
produces greater educational gain than an unstruc- 
tured, permissive situation, but social-emotional 
development does not seem related to the sort of 
school the child attends. 

The range of interest covered by the contributors 
is considerable, but even so it is a matter for regret 
that it was not possible to include a chapter on schools 
for the maladjusted. Nor is there any information on 
factors involved in the production of, or failure to 
produce, change in malfunctioning institutions. Such 
omissions are most likely to be due to the absence of 
any comparative work in these areas of high enough 
standard to warrant inclusion. 

This disappointment (which is no fault of the 
editors) notwithstanding, it should be pointed out 
that the book is relevant to a larger number of 
children than some might think. As Peter Moss 
indicates in his overview, there are at least 275,000 
children from England and Wales who are being 
cared for by statutory, voluntary, or private agencies, 
and although about half of these are in independent 
boarding schools the number whose placement 
reflects some form of social, physical or intellectual 
disadvantage is very considerable. For this reason 
alone the new ideas reported here deserve very serious 
consideration. 

Pur GRAHAM 


DEPRESSION 


Psychoanalytic Concepts of Depression. By 
Myer Мемрніѕзом. 2nd Edition. Spectrum 
Publications. J. Wiley & Sons. Pp 352. Price 
£8.00. 

Myer Mendelson has given us a splendid book. 
This is a completely revised and greatly extended 
second edition of the original version drafted 15 years 
ago. He has woven an intricate yet clearly patterned 
fabric from the warp and woof of psychiatric and 
psychoanalytic research into depression. First he 
describes the historic, then the contemporary, classi- 
fication of depressive phenomena, and against this 
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Anew 
service 

to 
psychiatrists 





For many years now, Smith Kline & French 
Laboratories has not only played a pioneering 
role in the progress of modern psychotropic drug 
therapy, but has been a leading innovator of 
services to medicine ranging from closed-circuit 
postgraduate television to specialist abstract 
publications such as ‘Psychiatric Briefs’. 

It is with pleasure, therefore, that SK&F 
announces the introduction of the new series of 
psychiatric reference booklets illustrated above. 
These useful booklets are described overleaf, and 
may be obtained by completing and posting the 
printed coupon. 


The psychoses The effective management of the 
psychotic patient today may involve a diversity of 
therapeutic disciplines. In the great majority of cases, 
however, successful treatment of these disorders 
depends largely on the discriminating use of the wide 
range of powerful psychotropic agents now available 
to the psychiatrist. Over one hundred sedative, 
tranquillizer, and antidepressant preparations are 
currently in clinical use, and new and original 
compounds are continually being added to this 
formidable armamentarium. 


The first volume in this new series of SK&F reference 
booklets discusses the place in modern psychiatric 
practice of the various classes and types of major 
tranquillizing drugs employed in the treatment of the 
psychoses. 


Over the past half-century, Smith Kline & French 
Laboratories has made many significant contribu- 
tions in this field, and is probably best known for its 
outstanding antipsychotic phenothiazine, ‘Stelazine’. 
Still regarded as one of the most powerful and 
selective of the major tranquillizing drugs, ‘Stelazine’ 
has been extensively and internationally documented, 
not least for its exceptional effectiveness in the 
treatment of the apathetic, withdrawn schizophrenic. 


More recently, SK&F has entered the field of one of 
the most important advances in psychotropic 
therapy, the development of the long-acting depot 
injection antipsychotics. This year saw the introduc- 
tion by SK&F of the diphenylbutylpiperidine, 
*Redeptin' (fluspirilene), a new and distinctive drug 
of this class. A long-acting major tranquillizer of 
high potency but a low incidence of side effects, 
*Redeptin' possesses a 7-day duration of action of 
unusual reliability and predictability, thereby per- 
mitting closer control of treatment than has hitherto 
been possible with depot dosage. 


Depressive illness is the concern of the second volume 
in the new series. It has been suggested that it is 
possible to distinguish clinically between the patient 
likely to respond to one of the tricyclic antidepressant 
drugs and the patient in whom a monoamine oxidase 
inhibitor is indicated. The roles of these two important 
classes of drugs in the treatment of depression are 
discussed in this informative booklet. 








е The SK&F monoamine oxidase inhibitor, ‘Parnate’, 
ІП is а non-hydrazine compound with a powerful and 
rapid antidepressant action. Response may often be 
seen within three days of commencing treatment. The 
clinical advantages of such a prompt onset of effect 
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are obvious. A combination of ‘Parnate’ with the 

e e 1 | \ tranquillizer, 'Stelazine', familiar to psychiatrists as 
"Parstelin', is also available, designed to meet the 


wider needs of treatment when depression is com- 
plicated by anxiety and agitation. 


| ап late Anxiety states and other related symptoms of 


psychoneurotic disorder are responsible for a great 

deal of ill health today. Not a few of these patients 

= eventually find themselves referred to the psychiatrist, 

n their chronic anxiety having failed to respond 
adequately to the usual routine benzodiazepine 


regimen. 


The emergence of this problem has led to a re- 
appraisal of the role of the phenothiazines in the 
treatment of chronic anxiety. A considerable weight 
of published evidence has confirmed the outstanding 
value of ‘Stelazine’ in this field. ‘Stelazine’ has not 
only proved itself a highly efficient anxiolytic, but 
one troubled by few side effects — and little likelihood 
of extrapyramidal symptoms at the low dosage 
levels needed. Moreover, unlike the benzodiazepines, 
no problem of drug dependence has ever arisen with 
"Stelazine' in its many years of extensive clinical use. 
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This important area of psychotropic treatment is the 
subject of the third of the new SK&F reference 
booklets, which contains a full and informative list of 
of anxiolytic agents currently available. 
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background he interweaves the classic and modern 
psychopathological theories. 

Few of us, whether psychiatrists or psychotherapists, 
are sufficiently cognisant with the development of 
the psychoanalytic literature on depression. The 
early work is well known, that of Freud and Abraham 
and the much more recent work of Melanie Klein, 
but how many are familiar with the important land- 
marks represented by the work of Rado, Gero, 
Fenichel, Mabel Blake Cohen, Bibring and Beck? 
The comprehensive scheme on depression put 
forward by Edith Jacobson is not well known in this 
country, and the complexity of her thought and style 
has contributed to our ignorance. Readers will be in 
the author’s debt for his clear and critical exposition 
of this work. 

Were the book solely devoted to an exposition of 
psychoanalytic theories on depression it would 
represent a signal contribution to the literature, but 
it is far more than that. Some of the most interesting 
sections are those in which the author recounts and 
examines such important psychoanalytic notions as 
psychic energy, the drive theory of aggression, the 
concept of psychic structure, all of which are impli- 
cated in psychoanalytic theories of depression. 
Mendelson asserts that the classic psychoanalytic 
theory of psychic energy has more drawbacks than 
usefulness, and that it leads to unwarranted and 
unnecessary constructions. He is in favour of dis- 
mantling much of the metapsychological scaffolding 
which Freud warned us could so easily be confused 
with the building beneath, and he advocates a 
language relating more directly to persons than to 
hypothesized, often reified, subdivisions of the mental 
apparatus. His arguments are clearly and skilfully 
presented, and being concerned with matters of 
central importance should be studied carefully. 
Mendelson is evidently a splendid teacher with a gift 
for lucid and stimulating presentation. The section 
on treatment is not large, and Mendelson has not 
written a text-book on the psychotherapy of depres- 
sion. He knows too much about the diversity of 
depressive phenomena to applaud any one technical 
approach or to endorse any one theory. His own 
attempt at synthesis is, in the best sense, psycho- 
biological and takes full account of both neuro- 
physiological and psychological factors. 

The reader will no doubt often turn to the excellent 
bibliography. He will look in vain for what would 
undoubtedly have been a fascinating joint paper by 
Laurence Kubie and Bertram Lewin (p 256) had 
they written it; but, alas, it is not in the bibliography, 
nor is the paper by Harrison cited on p 240, and by 
printer’s error all Anna Freud’s papers but one are 
attributed to another author. 
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Though some British and other European readers 
will no doubt consider that work from their own 
centres has been omitted, most general readers, 
whether psychiatrist or psychoanalyst, will find this 
a splendid overview of the literature. All serious 
students of depression should read it, and all 
psychiatric libraries should possess it; I recommend it 
enthusiastically. 

MALCOLM Pres 


PSYCHOPHYSIOLOGY 


Research in Psychophysiology. Edited by PETER 
Н. VzNABLES and MARGARET J. CHRISTE, 
London: John Wiley & Sons. Pp x+444. Index 
6 pp. Illustrated. Price £12.00. 


This is a well-presented and well-documented book 
providing a sample of modern approaches in the field 
of psychophysiology. It is the now fashionable multi- 
author book which, however, has in its favour a 
sensible plan covering methodological problems, 
psychophysiological states and some more speculative 
aspects on psychological variables, conditioning, 
memory and some studies of abnormal psychology. 
Altogether there are 17 chapters, and at the end of 
each one there is a list of references, usually well- 
selected and ranging from half a page to nearly seven 
pages. 

Tt is impossible to compare chapters, as each covers 
a different topic, but the editors and authors should 
be congratulated on having kept some order in the 
presentation even if some chapters require a great 
deal of knowledge on the part of the reader to be 
understood, ranging from biochemical variables to 
electrophysiological parameters and behavioural 
observations. In a way it is a reference book with 
up-to-date ideas, although, as the editors point out 
in their preface, some topics have been excluded, 
such as that of ‘bio-feedback’ because too contro- 
versial. 

In some chapters, irrespective of the total number 
of references, the literature is well-digested and often 
the authors provide their own observations and 
diagrams, while in other chapters illustrations are 
borrowed from the literature. Some odd omissions 
are found here and there, for example, the work of 
N. Kleitman is not mentioned in Chapter 6, which 
is devoted to sleep. From the references one gets the 
impression that some journals like Brain never contain 
material of interest to psychophysiologists or else are 
not read by them. However, the book is a very 
welcome addition to the library of anybody who is 
interested not only in psychophysiological research 
but in the integration of various aspects of bodily 
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function in an attempt to understand how the nervous 
system works, whether at central or peripheral level, 
whether in health or disease, and whether the disease 
is primarily classified amongst those of the mind, 
those of endocrine systems, those of the brain or those 
created by altered metabolic states and drugs. 

С. PAMPIGLIONE 


Neurological Pathophysiology. Edited by Svzn 
С. ELIASSON, ARTHUR L. Prensky and WILLIAM 
B. Harp, Jr. Oxford University Press. 1974. 
Pp xii 4-397. Index 15 pp. Price £3.00. 

A team of 27 contributors from the Washington 
University School of Medicine, St. Louis, Missouri, 
has combined to produce this useful and enjoyably 
readable book, stimulated by and based upon the 
three editors’ five years experience of teaching a 
course on the pathophysiology of the nervous system. 

In most medical school curricula the teaching of 
the basic sciences of physiology and anatomy is so 
remote in time from the teaching of clinical medicine 
and surgery that the student's hazy recollections of, 
for instance, the bundle of Vicq d'Azyr do little to 
help him when struggling to understand what is going 
wrong in the nervous system of his patient and, more 
basically, where and why. 'l'his book is intended 
primarily for the medical student who is in the 
transitional and therefore difficult period between the 
basic and clinical sciences, but it will be of value to 
clinicians in neurology, neurosurgery and general 
medicine. Thirteen chapters cover the pathophysio- 
logy of the main disorders of the central and peri- 
pheral nervous systems. Particularly useful are those 
on Developmental Disorders of the CNS, by four 
paediatric neurologists, and on Disorders of Nerve 
and Muscle. The anatomical diagrams are excellent. 

The Oxford University Press has published the 
book in paperback, so that their three crowns and 
Dominus llluminatio Mea are confusingly substituted 
on the cover for the ‘diagrammatic view of the three 
basic types of central nervous system circuitry? 
promised on the verso of the flyleaf. Nonetheless we 
should be grateful to them for tbis book, which I 
strongly recommend. E. M. Вкктт 


CHILDHOOD 


The Family Life of Sick Children. A Study of 
Families Coping with Chronic Childhood 
Disease. By Linvy Burton. London: Routledge 
and Kegan Paul. 1975. Pp xi -257. Index 6 pp. 
Price £5.00 (cloth); £2.50 (paper). 

Emphasis has now spread from the strictly clinical 
aspects of childhood syndromes to the psychological 
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problems accompanying disease and in particular to 
the way in which family life is affected by the presence 
of a child with such a condition. Dr Burton, whose 
previous work on accident-prone children and death 
in childhood is well known, has produced this careful 
and comprehensive study of 52 families with a child 
affected by cystic fibrosis. Her findings are based on 
interviews with both parents and an investigation of 
the children; the latter included a rating of their 
physical state of health, psychological assessment, 
teacher's rating of social adjustment and measure- 
ments of attainment in school subjects. 

'The main part of the book is devoted to the 
parents’ reaction to the news that their child has an 
incurable inherited condition, and to the way they 
cope with the practical and psychological implica- 
tions. Some parents had more than one affected 
child, and 24 families had had one or more children 
who bad previously died of the disease. Dr Burton 
has written a sympathetic and illuminating account 
of her findings. She is able to explain why some 
parents are unable to persist with the prescribed 
physiotherapy, how the affected children resented 
postural drainage deeply while their younger healthy 
siblings equally resented not being given the treat- 
ment. Difficulties within the marriage, with relatives 
and neighbours and with the conflicts produced by 
the need to discipline a sick child are all described 
and discussed. 

Dr Burton shows that many families have a major 
difficulty in communication among themselves and 
with those who might be able to offer some help. 
Saddest of all is the lack of communication or ‘wall 
of silence’ which forces a young child to go to hospital 
unprepared for what will happen and finally to face 
death uncomforted. 

There is much to learn from this book. It will be 
particularly relevant to paediatricians, nurses, family 
doctors and. health visitors. The adult psychiatrist, 
as well as his colleague who specializes in children, 
will find the book an invaluable aid when dealing 
with families who have lost a child or who are facing 
up to the prospect of losing a child. 

The book contains many references, with clear 
evaluation, to other relevant work. At the end there 
is also a useful list of addresses of specialized groups 
available to help families with problems. The book 
can be recommended to a wide circle of readers. 

ANN GaTH 


Society, Stress and Disease. Volume 2: Child- 
hood and Adolescence. Edited by LENNART 
Levi. London: Oxford University Press. 1971. 
Pp ххїї--551. Index 17 pp. Price £22.50. 

It is unlikely that many individuals will want to 
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spend over £20 for the proceedings of a conference 
which took place four years ago. Indeed, in these 
times of financial stringency, psychiatric libraries may 
also pause for thought before committing their limited 
resources on such a mixture of the important and the 
trivial, the modest and the pretentious, the critical 
and the uncritical. The 54 chapters range in length 
from 1} to 30 pages and vary from passing thoughts 
to reports of research to reviews of topics. There are 
also glaring gaps in the stresses considered . (for 
example the effects of parental mental disorder, of 
family discord, of hospital admission, of bereavement, 
and of single-parent families are all largely or entirely 
ignored). The symposium in 1971 may well have 
been a stimulating and valuable occasion, but by now 
most of the studies and reviews have been published 
more fully elsewhere. Some of the papers are both 
good and interesting, and most people concerned 
with stress or with childhood will find chapters which 
are worth reading. However, there is little that is new 
in 1975, and this is definitely a book to be looked at 
in some well-endowed library rather than one to 
purchase. 
МиїснАЕг, RUTTER 


Chronic Childhood Disorder—Promoting Pat- 
terns of Adjustment. By Ivan B. Press and 
Рнилр PrwkERTON. London: Henry Kimpton. 
1975. Pp 245. Index 5 pp. Price £5.00. 

The literature of chronic disability in childhood is 
widely scattered, like the various professionals who 
try to help, and there is far less cross-fertilization of 
ideas than the problems of these children need. In 
this new book a paediatrician and a child psychiatrist 
have brought together a great deal of interesting and 
useful material rarely found between the same covers. 

The book begins with an examination of such 
concepts as adjustment, normality, and adaptation, 
and flounders briefly in the enticing quagmire of 
coping behaviour. This is followed by an extensive 
review of the short-term and long-term reactions of 
children to a range of disorders. Throughout it is 
emphasized that the consequences that matter are 
psychological and social ones, that the child’s family 
and peers and other people are involved too, and 
that the issues raised are complex. The final section 
of the book sets out strategy whereby such problems 
could be tackled. 

One object of the book is successfully achieved; it is 
impressive as a source book and guide, although 
with some 500 -references dealt with in about 200 
pages the approach is necessarily brisk. It is this 
that tends to undermine the authors’ attempts to 
introduce new conceptual models. The more super- 
ficially the models of different disciplines are examined 
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the easier it is to fit them together as ‘integrated 
models’ and the less satisfactory the result for both 
theoretical and practical purposes. The authors’ use 
of diagrammatic schemata to supplement the text is 
understandable, but while such drawings can be very 
informative when developed on a blackboard as part 
of a lecture they appear static and mechanistic in 
print, and over-simplify formulations which are 
really quite complex. Worse, they may tempt well- 
meaning people who have missed the point into 
planning simplistic and ultimately ineffective remedies. 
І am reminded of the extraordinary charts and dia- 
grams sometimes put about by Health Authorities 
and Social Service Offices (to cope with the anxiety 
aroused by child abuse, for example) in which 
one sees ‘accountability’, ‘responsibility’, ‘communi- 
cation’ and so on streaking liberally up, down and 
sideways, and yet the professional worker and his 
patient or client on the spot remain curiously 
deprived of resources and support. 

The authors appreciate such dangers and in a 
brief but important few paragraphs refer to the need 
for the child and family to have continued contact 
with a single, cohesive operational team. This point 
can hardly be emphasized enough when multi- 
disciplinary work is being planned, yet efforts in this 
direction are increasingly undermined by admini- 
strators who only dimly perceive it. 

With this caveat, this book is a welcome guide to 
relatively new territory, and its style and range 
should stimulate other explorers. I think it deserves 
to be widely read. 

DEREK STEINBERG 


Children in Danger—The Causes and Preven- 
tion of Baby Battering. By Jean Renvorzz. 
First published by Routledge and Kegan Paul. 
1974. Penguin Books Ltd (with revision), 1975. 
Pp 215. Price 75p. 

Jean Renvoize is an authoress who writes with 
great clarity and feeling as a ‘lay’ voice about baby 
battering. She spent two years in collecting material 
from doctors, social workers, police and local govern- 
ment officers, but to what end? The multiple contri- 
butory situational circumstances leading to baby 
battering are well known to all professions who 
become involved in the care of such children, though, 
as Mrs Renvoize points out, not to every member, 
especially those less experienced. Is this book, then, 
mainly to exert pressure for the appointment of a 
co-ordinator between all the professional bodies 
involved? This is an idea she introduces in the last 
few pages, quoting success in the U.S.A. of such 
appointments. 
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In this respect Mrs Renvoize’s book is well timed, 
in that earlier this year a Select Committee of 
Members of Parliament was appointed to consider 
the extent, nature and causes of violence in marriage. 
The Committee have concentrated first on battered 
wives, and are about to turn their attention to the 
problem of battered children before producing a 
report on violence in marriage as a whole. A pressure 
group involving people like Mrs Renvoize may be 
able to ensure that the report is not filed and 
forgotten. 

STEPHANIE M. LEESE 


Studies in Child Psychoanalysis, Pure and 
Applied: The Scientific Proceedings of the 
20th Anniversary Celebrations of the 
Hampstead Child Therapy Course and 
Clinic. Foreword by Anna Freud. The Mono- 
graph Series of the Psychoanalytic Study of the 
Child. London: Yale University Press. 1975. 
Pp xii+175. Index 5 pp. £6.25. 

On the occasion of an important anniversary this 
book presents an overview of the work of the Hamp- 
stead Child Therapy Clinic. The foreword and Dr 
Solnit’s first chapter remind us of Anna Freud’s 
consistent and distinctive contribution to the under- 
standing, treatment, care and education of children. 

In the next chapter Professor Goldstein of the Yale 
Law School describes the ten-year old relationship 
between the two institutions and the influence of the 
regular interdisciplinary seminars held by Anna 
Freud and Dorothy Burlingham in New Haven on the 
teaching in law schools all over the USA. It is 
remarkable that in addition to their activities in 
Hampstead, the leaders of the clinic have been able 
to make regular teaching commitments in at least 
two overseas departments: the Yale Law School and 
the Leyden child psychiatry service. 

The second part of the volume contains chapters 
by Miss Freud’s pupils and colleagues on some clinical 
topics and projects of special concern to the clinic. 

This short book provides a vivid glimpse of Anna 
Freud’s psychoanalytic contributions to the theory 
of child development, to child psychiatry and to 
child care. It also helps us to judge how successful or 
otherwise the Hampstead Clinic has been in trans- 
forming her ideas into practical reality. 

It may not always be appreciated that Miss Freud 
is primarily a superb clinician and as such concerned 
with defining diagnostic categories and aetiological 
processes; matching specific treatment interventions 
with specific clinical syndromes, and testing her 
clinical insights by means of rigorous scientific 
procedures. It seems that a vast volume of data has 
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been scrupulously amassed by her colleagues in a 
number of important fields: observational and psy- 
choanalytic features of child development; psychiatric 
diagnosis in childhood; the development of blind 
children; clinical features of borderline and psychotic 
children; the simultaneous psychoanalysis of children 
and parents; case material obtained during psycho- 
analytic treatment. However, neither in this book 
nor indeed in the annual volumes of The Psychoanalytic 
Study of the Child does one find definitive conclusions 
presented in a scientifically acceptable style. One is 
left with the sad reflection that, perhaps because of 
a failure of collaboration with colleagues’ knowledge 
about modern research techniques, the unique data 
stored in the clinic may not have been collected in 
ап analysable form and may never lend themselves to 
the kind of presentation envisaged by the clinic’s 
founder. The great dissappointment is that we hear 
about the projects often and have gained illuminating 
clinical insight, as for example from Dr Sandler’s 
chapter on sexual fantasies and sexual theories in the 
present volume, but we do not read of actual research 
findings. 

More clearly successful have been the practical 
ventures in child care and in the training of child 
psychotherapists. The Hampstead war-time residen- 
tial nurseries and the current nursery provisions for 
socially deprived and handicapped children are a 
testimony to Miss Freud's sensitive and practical 
concern to remedy social disadvantages affecting the 
lives of children. The nurseries and the discussion 
groups with nursery school teachers, with matrons 
of residential nurseries and with paediatricians, 
demonstrate the successes she and her colleagues have 
achieved in raising the general standards of treatment 
and care, not only for psychologically disturbed 
children but also for sick or handicapped children, 
for children deprived of intellectual stimulation or 
affection, and for children without families. 


Sura Wo.rr 


Mentally Ш Mothers and their Children. By 
Henry Grunesaum, Justin L. Wers, BERTRAM 
J. Courzn, Canon К. Hartman and Davy Н. 
GALLANT. Chicago and London: The University 
of Chicago Press. 1975. Pp xxii--345. Index 
7 pP- £8.50. 

This book describes the introduction of joint 
admission of young children and their ill mothers into 
a psychiatric hospital ward. 

The literature on such joint admissions which 
were started in England in the middle 1950s is 
reviewed and then the authors describe in detail their 
own first casc, the potential stresses and rewards of 
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such a procedure for the child, the patient herself, her 
fellow patients, the ward staff and the hospital 
administration. A treatment method is outlined in 
which careful clinical assessments are made of the 
value of a joint admission; the ward staff, the other 
patients, the patient herself and her husband are 
fully consulted; the patient takes a major share in 
making the decision; and the family is provided with 
regular after-care. 

Part II deals with an attempt to discover what 
factors make for a good or poor outcome. The 
difficulties in this research venture are formidable. 
Only eleven hospitalized mothers took part in the 
study. While the schedule of hospital interviews and 
follow-up visits was rigorous, all interviews were 
unstructured and only very broad categories could be 
devised to group the data. Some tentative conclusions 
emerge: the poor outcome group contained more 
mothers with paranoid illnesses, with male babies and 
with babies born after complicated deliveries. Another 
section compares the children of 14 mentally ill 
mothers admitted to hospital (seven with their 
babies and seven without) with the children of 
14 normal mothers not admitted to hospital. However 
the conclusions that the children admitted with their 
mothers were superior to both other groups in their 
language and perceptual motor development is open 
to a number of interpretations. 

Because diagnostic classification of the mothers’ 
psychiatric disorders was not found helpful in deciding 
whether joint admission was indicated, and because 
no one-to-one relationship existed between diagnostic 
classification and other aspects of the mothers’ 
disorders such as the precipitants of the illness, the 
marital relationship and outcome, psychiatric diagno- 
sis was abandoned altogether. This makes for соп- 
siderable confusion in the theoretical formulations, 
in the questions asked and in the planning of the 
research projects. 

The authors’ global view of maternal mental 
illness leads them to use psychodynamic formulations 
in such a non-specific way that they cease at times to 
be meaningful. 

As Lyman Wynne indicates in his foreword, this 
book presents a vivid account of clinical experiences 
and contains useful recommendations for the man- 
agement of mentally ill mothers and their children in 
hospital. It does not provide us with a model of how 
to do clinical research, although many of the tentative 
conclusions are of great interest. The book is rather 
too long. 

SuLA Worrr 


Through Paediatrics to Psycho-Analysis. By 
D. W. Wannicotr. London: The Hogarth Press 
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and the Institute of Psycho-Analysis. 1975. Pp 
350--xlix. Index 24 pp. Price £5.00. 

This book is essentially a reprint of collected 
articles published in the author's lifetime. I was 
pleased to find that in Masud Khan's new intro- 
duction the early work is very adequately set in 
context and concepts such as the transitional object 
and Winnicott's ideas on regression were outlined. 
There are also some observations on the man 
himself which, although they bring the book to life, 
seem somewhat adulatory to us who did not know 
him. 

There are three sections; the second of these is 
perhaps the most interesting to the child psychiatrist, 
as it is packed with clinical case material and with 
encounters which in their descriptive detail are 
fascinating and informative. The third section is more 
theoretical and more difficult to understand for the 
non-specialist, 

In spite of my reservations concerning psycho- 
analysis, I can say that I am glad that books like this 
one have been written. They help to stretch imagina- 
tion, and excite new interest in one's clinical work. 
To newcomers to psychiatry it is a book to browse 
through, picking out what looks interesting and 
useful. 

A. R. Nicor 


Pica. A Childhood Symptom. by D. Joan 
BickNzLL. Butterworths. 1975. Pp viii-c-Igr. 
Index 5 pp. Price £3.65. 


This study was sponsored by the Institute for 
Research into mental and Multiple Handicap; it is 
beautifully constructed, and presented in lucid style 
that holds the reader’s interest. 

The author was concerned because of the complica- 
tions of poisoning and intestinal obstruction, and the 
study was made as a contribution to the prevention of 
childhood disease. The research involved pica in the 
severely subnormal child and in the socially deprived 
child and a longitudinal study of 15 ‘unselected’ 
children with severe pica. 

This will be a very useful reference book to all who 
have to deal with the problems of pica. 

S. М. Lzzse 


MENTAL HANDICAP 
Mental Handicap: A Brief Guide. By Brian 
Kirman. London: Crosby Lockwood Staples. 
1975. Pp 192. Price £4.50. 
During the past two decades, great progress has 
been made in the diagnosis, prevention, treatment 
and careof the mentally handicapped. New techniques 
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in chromosomal analysis, biochemical discoveries, 
and studies of amniotic fluid, blood and urine gave 
new hope for prevention and treatment of various 
mental and physical handicaps. These advances 
brought together workers from many branches of 
medicine and other specialties studying prenatal, 
natal and postnatal stages of man’s development or 
maldevelopment. 

Society, indifferent to mental handicap, was stirred 
up by a few adverse reports and inquiries in hospitals 
for the mentally subnormal and has now become more 
willing to contribute financially and more ready 
to accept and support in its midst mentally handi- 
capped people. The Government has for the first 
time clearly stated a policy in a White Paper, Better 
Services for the Mentally Handicapped, and set directions 
for development for provisions at both local and 
central levels. 

Dr Kirman gives in his book a brief but clear 
panoramic view of the present day multidisciplinary 
approach in the field of mental handicap, and in 
areas where there are still differences of opinion the 
author clearly states his own point of view. In twelve 
chapters he deals with child development, delayed 
development, recognition of mental handicap, home 
care, residential provision, community provision, 
genetic counselling, the legal aspect, education, 
clinical care, adolescence, employment and rehabili- 
tation. 

In the Appendix he includes some useful addresses 
and concludes the book with relevant references, 
authors, statutes and a subject index. The book is 
attractively presented, clearly written and embraces 
all information on the subject with the exception of 
multidisciplinary assessment and reassessment, which 
could be included in the next edition. It is highly re- 
commended to all workers who are entering the field 
of mental handicap and to those who need information 
when occasionally involved with the problems of the 
mentally handicapped. 

J. JANcAR 


Mental Handicap Papers 6. Adult Education for 
Mentally Handicapped People. Discussion 
Paper. London: King’s Fund Centre. 1975. 
Pp 36. Price £0.40. 

The Education (Handicapped Children) Act of 
1970 has made the Education Authorities responsible 
for the education of those mentally handicapped 
children who were previously excluded from school- 
ing. This applies both to resident hospital populations 
and to children living at home. Few will deny that 
this change has made available greater resources for 
such handicapped children and has resulted in a 
quantitative and qualitative improvement in their 
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teaching. This improvement throws into sharp relief 
the inadequacy of the education provided for the 
adult mentally handicapped. The majority of men- 
tally retarded people are above school age; it is 
also the case that at the age of 16 years the mentally 
handicapped adolescent may only just be arriving at a 
stage when he or she is best able to profit from formal 
education, There are many mentally handicapped 
young people who are educationally at a level well 
below their potential and who could be much more 
competent socially if this gap were bridged. 

This discussion paper is designed to show how the 
general further education system can help in the 
development of the mentally handicapped adult. 
Although it offers only a brief glimpse of the situation, 
it makes clear that it is totally unsatisfactory. Schools 
are entitled to continue the education of the mentally 
handicapped till 19 but seldom do so. Few mentally 
handicapped adults make use of existing further 
education classes and few further education depart- 
ments go out of their way to provide for the needs of 
the mentally handicapped. The paper will be valu- 
able if it is a stimulus to action. 


Brran Н. KIRMAN 


MISCELLANEOUS 


Skills and Methods in Social Work. By Jouw 
Hares. London: Constable. 1975. Pp xi+220. 
Index 7 pp. Price £5.00 (cloth); £2.50 (paper). 

This expensive little book is intended as an intro- 
ductory text for trainees in social work. It is surprising 
how little it contains that could be of help to either 
social workers or their colleagues. John Haines has 
achieved the equivalent of a textbook on gardening 
written without practical reference to soil, plants or 
horticultural method. Simple statements and practical 
illustrations are avoided. Perhaps they breach the 

‘generic’ ethical code. Instead all skills and methods 

are described in a generalized and theoretical way. 

The following extract gives the flavour o the 

whole: “The sequence of operations that together 
constitute the social work process demands a 
methodical approach if it is to be performed effec- 
tively. A simple definition of a method is the means 
of accomplishing an end, and any process that is 
repeated continually over a period of time tends to 
acquire its own distinctive methodology. In part this 
springs from the nature of the process itself, which 
dictates how the various stages of the sequence may 
best be accomplished, but methods may also develop 
on a pragmatic basis from what appears to work 
successfully as a result of trial and error.’ 


PETER Nose 
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Mental Disorder in Earlier Britain. By Bası 
CLARKE. Cardiff: University of Wales Press. 
1975. Pp xii4-335. Index 6 pp. Illustrated. 
Price £10.00. 


This scholarly survey is rather modestly subtitled 
‘exploratory studies’. It is a pioneer attempt to see 
what can be gleaned from extant records about 
mental disorder in Britain from the first century, 
A.D. up to the seventeenth century. Two central 
chapters are of particular interest, as they are con- 
cerned with King Henry VI and with a series of 
pilgrim patients who came to his tomb at Windsor 
in the late fifteenth century. Some of these patients 
allegedly underwent miraculous cures. The evidence 
on Henry VI's personality and mental breakdown is 
unfortunately rather scanty, in spite of later attempts 
at more thorough documentation in putting forward 
his name for canonization. Further attempts to revive 
interest in his cause were again made very recently. 
But the present reviewer is not convinced by the 
suggested diagnosis of schizophrenia and would like 
to put an alternative theory, namely, subarachnoid 
haemorrhage with possible focal (temporal lobe) fits. 

The book is well produced on heavy paper which 
really warrants stronger binding. There are running 
footnotes, 20 illustrative plates, bibliography, and 
two indexes. For some reason, the publishers have 
seen fit to omit any information at all about the 
author. This is basically a work of reference, not 
always easy to read, but an essential addition to the 
historical section of all psychiatric libraries. 

F. E. Kenyon 


Sexual Problems. Edited by S. Jacossen. London: 
Paul Elek. Pp 126. Price £3.50. 


This collection of essays on sexual problems is 
intended primarily for the general practitioner. 
Unfortunately, most of the contributions are un- 
inspired, and the general practitioner would be well 
advised to rely on other material. The chapter by two 
psychoanalysts on sexual development is depressingly 
fixated at the early Freudian stage. Most of the rest 
is unexceptional, apart from the final chapter by 
Martin Cole. There, incongruously behind the 
preceding pieces of conventional medical thought, 
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lies provocation. subtly concealed. Almost without 
warning the therapist is first socializing and then 
seducing his or her patient, until one realises that 
for Martin Cole the 'therapist is the surrogate sexual 
partner; heady stuff to find in such company. 
Nevertheless it provides a description of Martin 
Cole's approach to treatment which will be of interest 
to some readers. Apart from the use of the surrogate 
partner, this account does not differ in any funda- 
mental way from that provided by other behaviour- 
ally orientated sex therapists. 


J. Н. J. Bancrorr 


Psychiatry in Broad Perspective. By R. R. 
Grinker, SR. New York: Behavioural Publica- 
tions, Inc. 1975. Pp 262. Price $14.95. 


What should great men write in their retirement? 
Two recent examples: Sir Aubrey Lewis chose to 
contribute critical reviews of arresting merit; learned, 
precise and written more lightly than the main body 
of his earlier writings. Manfred Bleuler drew together 
the lessons of a lifetime of first-hand involvement with 
schizophrenia, which for me gave insight into the 
clinical aspects of this disease quite unlike anything 
T have experienced before. Grinker has chosen to take 
a tour around psychiatry, to look briefly at many 
things, but in my opinion he has fallen into the trap 
of saying very little in depth or significance about 
anything. And, unfortunately, the book is boring as 
well. The chapters meander from magic, through 
philosophy and psychology to research problems in 
clinical psychiatry, to theoretical issues such as stress 
and adaptation and to general issues such as the role 
of psychiatry in society. If it is possible to travel so 
broad a course successfully, few have done so. This 
“broad perspective’ is not a fitting vehicle around 
which to orientate one's evaluation of so distinguished 
an American clinical psychiatrist and researcher. 
Irritating inaccuracy and slick shoddiness creep in, 
for example, as part of the author's autobiographical 
detail: ‘worked at the Psychiatric Institute in London 
under Maypother (sic), Aubrey Lewis, Crichley (sic) 
and Carmichael . . . °. Some Institute. 

Swwney CROWN 
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Articles must be typed on one side of the paper only with double spacing and wide margins, and the pages 
must be numbered. 


The title should be brief and to the point. A sub-title may be used to amplify the main title. The names of 
the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. 

A summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 
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Editing Manuscripts accepted for publication are subject to copy-editing and to editorial changes 
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Proofs A proof will be sent to the senior author of an article. Corrections other than printer’s errors 
may be disallowed or charged to the authors. Reprints prepared at the same time as the Journal should be 
ordered for all authors from the printers when the proof is returned to the Editor. 


General advice to authors In the assessment of papers submitted to the Journal, great importance is attached 
to conciseness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers’, published 
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Psychosomatic Classics 


Selected Papers from Psychosomatic Medicine, 1939-1958 


Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting of L. A. 
Gottschalk (Davis, Calif.); Р. Н. Knapp (Boston, Mass.); M. F. Relser (New Haven, Conn.); J. D. Sapira 
(Pittsburgh, Pa.) and A. P. Shapiro (Pittsburgh, Pa.). 


МШ + 252 p., 53 fig. 30 tab., 1972 


SFr. 35.50/ US $13.75 / DM 35.50; reduced price granted to members of the American Psychosomatic 
Society SFr. 31.35 / US $12.25 / DM 31.35; and to students SFr. 27.15 / US $10.50 / DM 27.15. 


ISBN 3-8058-1232-5 


Foreword — A Study of an Infant with a Gastric Fistula. 1. Behavior and the Rate of Total Hydrochioric 
Acid Secretion — Etlology.of Duodenal Ulcer. 1. Relation of Specific Psychological Characteristics to 
Rate of Gastric Secretion (Serum Pepsinogen) — Psychosomatic Disease and the ‘Visceral Brain’. 
Recent Developments Bearing on the Papez Theory of Emotion — Psychologic Mechanism in Mallgnant 
Hypertension — Studies of Syncope. lil. Differentiation Between Vasodepressor and Hysterical 
Fainting — The Correlations Between Ovarian Activity and Psychodynamic Processes. 1. The Ovulative 
Phase — Emotions and Gastroduodenal Function. Experimental Studies on Patients with Gastritis, 
Duodenitis and Peptic Ulcer — Psychoanalytic Study of a case of Essential Hypertension — Possible 
Etlologic Relevance of Personality Factors in Arterial Hypertension — Emotional Stress in the 
Precipitation of Congestive Heart Failure — Some Experimental Observations on Gastrointestinal 
Lesions In Behaviorally Conditioned Monkeys —- Autonomic Response Specificity. An Experimental 
Study — An Investigation of the Relation Between Life Experience, Personality Characteristics, and 
General Susceptibility to Illness. 


Since Its beginning in 1939, Psychosomatic Medicine has published more than 1,200 papers. Many 
of these have represented the major investigative studies in an area which has expanded considerably 
in its scope during this period. These investigations are frequently quoted In contemporary discussions 
of psychosomatic disease and in the literature of Internal medicine, psychiatry, psychology, and 
psychophyslology. This volume represanta the American Psychosomatic Society's response to the many 
requests for a collection of such papers. 


A committee representing the Editorial Board of the Journal reviewed the first 20 years of Psycho- 
Somatic Medicine, each member Independently selecting approximately 50 articles of the highest 
contemporary relevancy. This list was further reduced by consensus to 33 articles which could rightly 
be called outstanding on the basis of thelr broad Implications and their excellence of argument. 
Limitations of space required a further reduction to the present fourteen papers. 


Each article is Introduced by a short retrospective statement which Indicates the historic and 
intellectual context In which the work was first performed and also discusses how well the authors’ 
concepts have stood the test of time. іп addition, there is a foreword by Dr. Carl Binger who was the 
Editor of the Journal during most of thls exciting period. 


This is a book which allows Immediate access to the original presentation of those concepts which 
have become central to modern psychosomatic research and to contemporary clinical medicine and 
psychlatry. It should appeal to both the clinician and Investigator who wish to broaden and refresh their 
conceptual framework, as' well as to students, In medicine and the behavioral sciences who may be 
unaware of the data sources of contemporary psychosomatic medicine. 


kK) S. Karger · Basel - München : Paris - London - New York - Sydney 
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The Retreat, York 


for Psychiatric Illnesses. 





This long established Private Registered Nursing Home of 275 beds is a non-profit 
making charity. 


It has separate departments for the admission of all types of acute and short-stay 
patients and for long-stay and psychogerlatric disorders. The Hospital is able to offer a 
combination of psychological and physical methods of treatment for most types of 
psychiatric Illness, including alcohol dependence, In a sympathetic and friendly atmo- 
sphere where rellglous convictions are understood and problems can be given individual 
specialist consideration. 


The Hospital stands within Its own grounds on the outskirts of the City of York and is 
able to offer a wide range of occupational activitles. 









The Hospital Is recognised by the main private patient schemes and fees which are 
inclusive start from £10.30 per day. 


For further particulars apply to: The Medical Director, The Retreat, York 
YO1 5BN (Telephone: 54551 STD 09 04). 







CERTIFIED 
PSYCHIATRIST 


The Nova Scotia Hospital, Dartmouth, Nova Scotia, invites applicants for the position of Certified Psychiatrist. 

This accredited hospital has a developing Community Mental Health Program and is affiliated with Dalhousie 
University. It is the principal psychiatric referral facility for the Province. 

The position offers an excellent opportunity to direct a multi-disciplinary professional team. Applicants with 
Canadian Certification or equivalent qualifications will be considered. Travel assistance will be provided. 

Salary: Up to $39,536. 

Full Civil Service Benefits. 

Competition is open to both men and women. 

Please quote competition number 75-869. 

Please direct inquiries to: Dr. H. P. Poulos, Medical Director, Nova Scotia Hospital, Drawer 1004, Dartmouth, 
‘Nova Scotia B2Y 3Z9. ў 
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BOWDEN HOUSE CLINIC 
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Founded by Dr. Hugh Crichton-Miller as a Charity in 1911 


London Road, Harrow-on-the-Hill, Middx. 
Telephone: 01-864 0921 
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designed unit devoted to the care of the aged. Over 
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steadily added to and existing ones improved. In 1974 
a 16-bedded wing was built, each room with 
bathroom ensuite and every modern convenience, 
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NEUROSCIENCES COURSE 
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Department of Human Anatomy from 26th Septem- 
ber to 2nd October, 1976. 

This course, held annually in the long vacation, is 
intended primarily for psychiatrists, neurologists and 
physicians peepee or the above examinations. 

There are lectures, discussions and laboratory 
demonstrations, Each student is provided with a set 
of histological slides to study and a brain to dissect, 
with the guidance of experienced demonstrators. 

Residential accommodation for a limited number 
will be available at Mansfield College. Early applica- 
tion should be made by those who wish to stay in 
College. 

Fee for the Course £32 

Fee for residence approx. £40 


Enquiries to the Director of Postgraduate Medical 
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International Journal of Offender 
Therapy and Comparative Criminology — 


Organ of the Association for the Psychiatric Treatment of Offenders/A.P.T.O. 
Editorial and Administrative Office: 199 Gloucester Place, London NW1 6BU 


This journal of international co-operation, now in its XXth year, has published 
therapeutic, psychiatric and other scientific articles by leading experts from 30 
countries. It appears three times a year—April, September and December. 


Some articles: 4 

Some Basic Principles of Offender Therapy 
Juvenile Offender Therapy: Clinical Vignettes 
Behavior Treatment of Child Abuse | 
Relationship Therapy: Making Contact 

Retarded Readers and Antisocial Young People: An English Study 
Dyslexia and Delinquency: A New Screening Test 
Violence in Institutions 

New Directions in Probation in the U.S.A. 
Pre-court Diversionary Program in Massachusetts 
Community Service Orders in England 


We have also published the following Monographs: 
New York APTO Therapists’ Report: Clinical Essays, 1970, $3.50 (£1.30) 


The Court and the Expert: Essays in Comparative Forensic Psychiatry, 1970, 
$3.50 (£1.30) 


Probation and Allied Services: Criminology in Action, 1971, $3.50 (£1.30) 


Annual Subscription to the Journal (calendar year) USA $20.00 
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Confidentiality of Psychiatric Data in Medical 


Information Systems 


These documents were prepared by Dr J. A. Baldwin, Dr J. Leff and Professor 
J. K. Wing at the request of the Executive Committee of the Social and Com- 
munity Psychiatry Group of the College. After extensive consultation they were 
approved by the Executive and Finance Committee as representing the policy of 


the Royal College of Psychiatrists. 


Copies of the Code of Practice (Annex B), and of the unpublished Annex C, 
Technical Arrangements for Ensuring Confidentiality and Annex D, General 
Features of Medical Information Systems, are obtainable from Professor J. K. 
Wing, M.R.C. Social Psychiatry Unit, Institute of Psychiatry, De Crespigny 


Park, London SE5 8AF. 


I. THe CONTEXT 


There have been several recent statements 
concerning responsibility in the use of medical 
information for research purposes; notably that 
by the Medical Research Council (1973). The 
Irish Medico-Social Research Board has also 
issued a statement and a “Note on Security 
and Confidentiality of Medical Information 
supplied to the Mental Health Enquiry’ has 
been issued by the Department of Health and 
Social Security. Other relevant documents are 
the Report of the Committee on Privacy, a 
British Association pamphlet and a newsletter 
of the Association of University Teachers of 
Psychiatry containing an appendix describing 
a code of practice governing the making and 
playing of videotapes showing psychiatric 
disorders. 

These statements reflect a degree of public 
concern about issues of confidentiality in 
general, most often expressed as a fear of ‘an 
increasing tendency of those in authority, for 
purposes of government, or for law enforcement, 
or for business reasons, to want to know more 
and more about each of us’ (British Association, 
1974). It is probably fair to say that public 
attention has been focused mainly on the use 
of non-medical information and that no specific 
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suggestion has been made that medical records 
systems actually have been misused. Indeed, 
the most famous recent case of a breach of 
confidentiality was the result of a burglary at 
a physician’s private office which was under- 
taken in order to obtain information from the 
clinical notes of a particular individual. Never- 
theless, there is no doubt that the existence of 
large-scale research projects, data banks and 
centralized linked records systems, has given 
rise to doubts as to whether information pro- 
vided by patients might not, at some time in 
the future, be used to their detriment. 

Clearly the issues raised are particularly 
important when psychiatric patients are in- 
volved, because information obtained during 
clinical consultations may be rather more 
damaging to the individual if revealed publicly 
than is likely in the ordinary run of cases. The 
present paper presents an analysis of the 
problems of maintaining confidentiality which 
is based on the approaches mentioned earlier 
but is focused mainly on the psychiatric issues. 
The discussion will be limited to medical records 
as defined in the MRC statement; in general 
excluding, for example, non-medical documents 
owned by the Department of Health and Social 
Security such as social work and social security 
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records, except in so far as large-scale (in 
practice, computerized) linking with medical 
records is involved. 


2. Tug Docror-PATmENT RELATIONSHIP 


The problem arises from the fact that 
information made available by patient to 
doctor, during the course of a clinical con- 
sultation, sometimes cannot and should not be 
used only within the context of that personal 
relationship. Nevertheless, this information is 
divulged in the first place because the patient 
wants personal advice and there is an assump- 
tion on both sides that confidentiality will be 
maintained. The evidence given on behalf of 
the British Medical Association to the Com- 
mittee on Privacy included the following state- 
ment: 

‘It is no longer practicable to look upon the 
single physician as the patient’s sole confidant 
in any serious illness and it is assumed by 
public and profession alike that any contact 
with the complex medical machinery of today 
implies acquiescence in some degree of ex- 
tended confidence.’ 

This concept of extended confidence is 
essential to a discussion of privacy. It is taken 
for granted that the immediate members of a 
clinical team in group practice, medical and 
non-medical, professional and clerical, must 
have access to confidential information and 
that they will not abuse this trust. The doctor 
in charge of the team is responsible to the 
General Medical Council should any ethical 
lapse occur. But doctors and nurses talk to 
each other about their patients and often they 
have easy access to each other’s medical records, 
without there necessarily being any clearcut 
benefit to the patient apart from general 
medical education. It is common for the doctor, 
through his professional skill, to learn something 
about the patient which he is reluctant to share 
with him, for example the presence of a fatal 
illness. This dilemma has been much discussed 
in both the medical and lay press without any 
resolution other than that the doctor has to 
use his own judgement whether or not to tell 
the patient. A common recourse in this situa- 
tion is to impart the information to a close 
relative and hence to shift the responsibility of 
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telling the patient on to that relative. This 
practice appears to waive the unspoken contract’ 
concerning confidentiality between patient and 
doctor. It might be excused by invoking a 
distinction between information freely given by 
the patient and deductions made by the doctor 
on the basis of that information. However, the 
hair-splitting involved is not congruent with an 
ethical stance, and it must be accepted that the 
doctor sometimes intentionally and one-sidedly 
breaches his confidential relationship with his 
patients without there being a public and pro- 
fessional outcry. This is surely because in these 
circumstances the interests of patients are best 
served by allowing the physician to exercise his 
clinical judgement. 

Behind clinical medical practice there stands 
an implied bond of trust between the public 
and the medical profession, as well as the 
individual patient’s confidence in his own 
doctor. It is assumed that the actions taken 
by the responsible doctor are intended to be 
beneficial and that no harm will result from 
them. These actions include the passing of 
confidential data to other people who, in turn, 
will act responsibly since they would not other- 
wise be given the information. It is well accepted 
in practice, by both parties, that specific per- 
mission cannot be sought every time confidential 
information is transferred. 

The question, therefore, even in purely 
clinical practice, is not whether information 
can be transferred by the responsible doctor, 
or by a doctor standing in for him, without the 
explicit consent of the patient; the question is, 
under what circumstances should such transfers 
take place? Here it is important to distinguish 
between the individual doctor’s own decision 
in any given case, which must be his own moral 
responsibility, and a set of ethical guidelines 
which may be laid down by a professional body 
in order to help him take the decision. In the 
last resort, the trust of the public, individually 
and collectively, in the medical profession will 
depend upon the cumulative effect of a myriad 
decisions of the first kind. A doctor must always 
be free to follow his conscience. What we are 
concerned with in the present paper, however, 
is whether a code of practice can be recom- 
mended, generally acceptable to the large 
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majority of doctors and to the public, which if 
used would ensure that no harm could come to 
a patient through the transfer of medical 
information. 

The three main types of practice for which 
medical information is transferred are clinical, 
administrative and scientific. In all three cases 
the individual patient may not benefit directly 
from the transfer although the public interest 
may well be served. The problems of confi- 
dentiality are much the same whatever the 
use to which the information is put. Thus the 
most likely source of a leak of information to 
unauthorized persons might well be failure to 
lock up clinical case notes in a medical records 
or other hospital office. The security of psy- 
chiatric case records in a general hospital, or 
letters from psychiatrists in a general practi- 
tioner’s surgery, is not always given adequate 
priority. The same is true of information made 
available to other hospitals or to social workers 
or other professional people. It might be argued 
that attention to security at this level is more 
important than at any other other.* However, 
we are concerned in this paper mainly with the 
issues that arise in the context of data collection 
systems where there is a facility for linking in 
order to further an administrative or research 
aim. 


3. THe Use or MEDICAL INFORMATION FOR 
ADMINISTRATION AND RESEARCH 


Medical data are usually collected not out of 
detached curiosity but because of a concern 
for the public well-being. The MRC statement 
points out: 


"The systematic collection and analysis of medical 
information has always been an important requisite 
for those doctors, particularly medical officers of 
health, concerned with the study and control of the 
health of the whole population rather than the in- 
dividual patient. ... The control of epidemics of in- 
fectious disease was achieved in part through the 
notification of its onset in individual patients by 
family doctors to the medical officers of health. 
Similarly, the control of non-infectious diseases may 
be assisted by the transfer of medical information 


* The Ethical Committee of the Royal College of 
Psychiatrists is giving special attention to this aspect of 
security and will make a separate report. 
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between doctors. The origins of many of these 
non-infectious diseases may lie in early life, their 
evolution is slow and insidious, and the relation 
between cause and effect is often obscure and 
complex. The changing social habits and conditions 
of life in a congested urban community, together 
with changes in industrial processes continually 
create new health hazards, such as the toxic 
hazards of food additives, combustion of fuel on a 
new scale or of a new type of environmental pollu- 
tion. Advances in the production of new powerful 
therapeutic and prophylactic agents have created 
a need not only to assess their effectiveness, in 
comparison with existing drugs or forms of treat- 
ment, but also to maintain a continued watch for 
the development of adverse reactions.’ 


A leading article in the British Medical Journal 
(1973), while accepting the tenor of this 
argument, which applies in general to psy- 
chiatric disorders, suggested that the com- 
munity was not yet ready ‘to take quite the 
same view of non-transmissible as of infectious 
diseases’. Legislation to fluoridate water supplies 
or to ban the medical use of heroin were used 
to show that public opinion could be divided 
over important issues. These examples, however, 
relate to the interpretation of research informa- 
tion rather than to its collection and the MRC 
statement has not so far provoked any major 
disagreement. 

There are three main categories of use of 
medical data for research purposes: small 
research projects in which information is 
collected from medical records and associa- 
ted documents such as death certificates; 
moderately-sized data-collection systems utiliz- 
ing record linkage, such as on-going or ad hoc 
case registers, which are still under local medical 
control; and regional or national data collec- 
tion systems which allow record linkage. The 
problems posed are somewhat different at each 
level but what all three have in common is that 
it is often impossible to gain the patient’s 
informed consent for each act of transfer of 
data. It might be possible to obtain a blanket 
permission on the occasion of the first medical 
contact but this would be worth very little. 
Quite rightly, it would not protect the doctor 
from a claim for damages—a patient cannot 
consent to be damaged. More important, this 
one occasion of consent, however well-informed 
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and general, could hardly be regarded as 
covering other occasions, such as after the 
patient had left hospital. In any case, even this 
degree of consent would not be practicable to 
collect. Underlying the three categories lies a 
single dimension of increasing scale, complexity 
and longevity of the system of data collection 
and storage. 

What the doctor will be concerned with, 
therefore, is the likelihood of public benefit 
accruing from each transfer of information, 
balanced. against the possibility of harm to the 
patient. Of the three levels of work mentioned 
above, the small scale survey of records is most 
vulnerable to carelessness but least likely to be 
deliberately exploited since few workers or 
assistants are likely to be involved and there is 
usually one doctor personally responsible for 
seeing that no untoward dissemination of 
information occurs. 

At the middle level, local medical record 
systems are essential for administrative purposes 
and local case-registers have produced useful 
evaluative and epidemiological research. It is 
necessary to collect identifying data for two 
reasons. First, the name, address, date of birth 
and sometimes other identifying items are 
needed to link records from different agencies 
or different occasions, so that cohort studies 
can be undertaken. Thus, for example, it is 
possible to make the vital distinction between 
person and event statistics (e.g. between one 
person being in hospital ten times and ten people 
being in hospital once), without which a wide 
range of scientific and administrative studies 
would be impossible. Second, the register can 
be used as a sampling frame. If an approach to 
a patient is desired as a result of this procedure, 
permission is sought from the responsible 
doctor before any approach is made, and the 
patient's informed consent is obtained. There is 
always a responsible medical officer so that 
medical information is transferred only from 
doctor to doctor and stringent security pre- 
cautions are taken; for example, names need 
not be linked to confidential material on the 
computer record, identifying data are kept 
under conditions of strict security and all staff 
are aware that they must not disclose confiden- 
tail material under any circumstances. None of 
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the local registers is located within a govern- 
ment department and the staff are employed 
by hospital authorities, universities or the 
Medical Research Council. 

It is at the regional and national level that 
recent criticism has been particularly directed. 
Precautions against misuse of the data collected 
by the English and Welsh Mental Health 
Enquiry, including the possibility that com- 
mercial organizations might gain access or that 
some future government might be corrupt, 
have been seen as possibly insufficient. A small 
proportion (currently 5 per cent) of Mental 
Health Enquiry forms (HMRI (Psych I/P)) are 
not completed with the patients’ names as the 
doctors concerned do not feel able to supply 
this information. The principal objective of the 
Mental Health Enquiry is to provide the 
Department of Health and Social Security and 
the hospital authorities with statistical informa- 
tion for the management, administration and 
planning of psychiatric hospitals and for this 
purpose the names of the patients are not 
required. However, the data are used also as a 
source of information for research into psy- 
chiatry by the Department and by medical 
research workers outside the Department and 
for this purpose names are used in order to 
link separate records for the same individual. 
Data have been used to assist research in two 
separate ways. In the first place, a limited 
amount of information is made available under 
strict conditions, devised by doctors and officials 
in the Department, to medical research workers 
who request it. Thus a medical research worker 
conducting a follow-up study of patients 
admitted to hospital several years ago could 
be supplied with limited information about 
any subsequent admissions of those patients to 
the benefit of his study. Over recent years the 
use of the national records in this way has not 
been substantial and the results of the research 
have not been widely publicized. In the second 
place, the national records have been used for 
cohort studies of the type now familiar from 
local case-registers. A cohort study was con- 
ducted in 1954 and 1955 and another in 1964 
(unpublished) and there are now, it is under- 
stood, proposals to undertake another study. 
These national studies are difficult to perform 
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and analyse, but Maynard and Tingle (1974) 
argue that much greater and more efficient 
use of national statistics is possible. There have 
been very useful studies, examples of which are 
given in Annex A, which indicate the substantial 
benefits to be obtained from national record 
linkage. 

The criticism particularly directed at the 
English and Welsh national system stems mainly 
from the concern of doctors that the data might 
be misused to the detriment of the welfare of 
psychiatric patients by unscrupulous individuals 
or even government. In fact, the procedure for 
gaining access to the data is so complex and 
secure that it would be necessary for a great 
many people to be corrupted. The staff con- 
cerned have all signed the Official Secrets Act 
and are fully aware of the responsibility placed 
on them for maintaining the confidential nature 
of the information. The named information can 
be retrieved from the computer storage system 
only by the use of a particular computer 
program which has to be authorized by a senior 
official, and the original forms on which the 
data are submitted are destroyed by a con- 
fidential waste shredding process. The com- 
puter is housed. in conditions of strict security 
and there is no remote access facility. Authori- 
zation for the use of the computer program is 
given only for research studies which have been 
carefully vetted and approved. Medical respon- 
sibility for the Mental Health Enquiry lies in 
principle with the chief medical officer of the 
DHSS but in practice this duty is delegated to 
a medical officer with special responsibilities 
for mental health and confidentiality. 

The Scottish national system has recently 
been changed considerably. 'The medical officer 
in charge of morbidity-data collection heads the 
information services division of the Scottish 
Health Service Common Service Agency, which 
exists to serve health boards, the Scottish Home 
and Health Department and other people who 
need information. He is responsible to the 
management committee of the CSA on which 
civil servants sit but they are in a minority. 
Thus there is virtual autonomy from possible 
pressure from unscrupulous politicians or from 
Government. 'l'he precautions taken to ensure 
confidentiality are fully as extensive as in the 
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English system. The use of the information 
collected has hitherto been much the same as in 
the English national system but steps are being 
taken to utilize it more fully. For example, 
feedback of statistical data to individual 
hospitals is now working smoothly and shortly 
wil be extended to individual consultants. 
Several exercises have been mounted using the 
linkage facilities and two medical members of the 
division are now undertaking a study of alco- 
holism with their help. 


4. CoNGLUSIONS AND RECOMMENDATIONS 


Special problems arise from the transfer of 
psychiatric data about named individuals, due 
to the possible harm that might be done if 
such information were inadvertently or deli- 
berately made public or in other ways misused. 
The principles of the Medical Research Council 
statement regarding the conditions under which 
medical information may be used for research 
purposes are endorsed. In particular, the state- 
ment is approved that ‘all medical information 
that can be related to an identified individual 
should be treated as confidential and should be 
communicated only to medical research workers 
who are engaged in investigations in the interests 
of the community and only if, in the opinion of 
the medical officer holding that information, 
such communication will not harm the subject’s 
interests’. The principles of the Medical Re- 
search Council statement apply equally to. the 
clinical and administrative use of médica 
information. The following recommendabicts? « 
relate to the three main levels at which such 
misuse could occur. 


(i) Clinical settings 

Probably the highest risks in заа соза, У) 
would arise from lapses of security in hospitals 
clinics or medical practitioners’ offices, whereby 
medical records were carelessly left lying about 
for unauthorized persons to read, or in lax 
standards of security being applied to medical 
information transferred to non-medical pro- 
fessionals. However, the possibility of deliberate 
burglary should be considered. All hospitals and 
practitioners should carry out a review of their 
security precautions in order to be sure that 
these risks are reduced to a minimum. It should 
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be standard practice that medical records should 
be kept under secure conditions at all times 
when they are not actually being used by an 
authorized person. This is true whether the 
records are being used for clinical, research or 
administrative purposes. The Ethical Com- 
mittee of the College is considering what more 
detailed action would be both practicable and 
effective in reducing the risk of breaches of 
confidentiality due to carelessness, unawareness 
of the issues or criminal action. 


(ii) Non-government data collection systems 

Public and professional opinion is more 
sensitive to the risks involved in inadvertent or 
deliberate misuse of the information about 
identifiable individuals available in larger data 
collection systems where there is a facility for 
record linkage. Sensitivity is likely to be less 
when the responsible authority is a University 
or the Medical Research Council or some 
equivalent body independent of direct govern- 
ment control, particularly when the record 
system is held entirely within a hospital or 
department. Nevertheless, all possible steps 
should be taken to ensure that misuse does not 
occur. The following precautions are essential. 


(a) Responsibility for ensuring confidentiality 

We endorse the Medical Research Council 
statement that ‘responsibility for the control cf 
medical research records and information should 
be that of the Director or leader of the research 
team involved in their collection’. A medical 
officer should always be named as the person 
responsible for ensuring the confidentiality of 
medical information. However, it is unlikely 
that one person could combine all the experience 
and expertise needéd, particularly when the 
records system includes other than medical data, 
and we recommend that an advisory committee 
should usually be available on which the 
requisite skills and interests are represented: see 
(c) below. We do not think that it is always 
necessary for the responsible medical officer to 
be the director or even the deputy-director of 
an information system in which many different 
kinds of data, social as well as medical, are 
collated. He should, however, have a sufficiently 
senior position to be able to carry out his 
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responsibility for medical information. In pre- 
dominantly medical information systems the 
responsible medical officer would usually be the 
Director or Deputy-Director. When directors or 
team leaders are appointed their fitness for the 
task of taking responsibility for confidentiality 
precautions should be specifically considered 
and endorsed by the appropriate appointing 
committec. 


(b) Code of practice 


A code of practice should be adopted as a 
guide at every level of data collection for 
medical information systems. A draft code is 
presented in Annex B. Guidance on technical 
arrangements for ensuring confidentiality, and 
the general features of medical information 
systems with definitions of the terms used, are 
given in Annexes C and D, which are available 
on request. 


(c) Ethical committees 


Every director (and responsible medical 
officer, where the director is not medically 
qualified) of a medical information system 
containing psychiatric documents should be 
licensed and advised by an appropriate com- 
mittee, containing lay as well as medical and 
other professional members, who are closely 
acquainted with the special problems entailed in 
preserving confidentiality in large data systems. 
This committee should exercise supervision over 
the information systems so licensed and also 
give advice on technical procedures related to 
security. It should review and keep up to date 
the Code of Practice. Such committees should 
ideally be local, so that the interests of the 
patients themselves, those who supply and those 
who use the information can all be represented. 
Existing ethical committees, the MRC Standing 
Committee or a specially appointed group, 
could also carry out these duties. The responsi- 
bility for ensuring that an appropriate com- 
mittee is available and effectively used should 
rest with the authority responsible for the 
information system. In order to ensure that a 
licensing and advisory procedure is immediately 
available (since local ethical committees are 
unlikely at the moment to be experienced in this 
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subject) we recommend that such a committee 
be set up centrally, as a matter of urgency. 


(iit) Government data-collection systems 

Any national medical information system 
should be under the control, for purposes of 
ensuring medical confidentiality, of a named 
senior medical officer. The Scottish Hospital 
Morbidity Data are now managed under the 
control of a doctor who is employed by an 
independent agency. At his discretion, statistical 
information is made available to the Scottish 
Home and Health Department. 

One way to allay fears of abuse of data 
collected in the Mental Health Enquiry would 
be to adopt a similar system for England and 
Wales. We do not think that the present arrange- 
ments are likely to be abused, if only because 
several people collectively would have to be 
corrupted before improper access to medical 
data could be attained. The same is true of the 
Scottish Common Services Agency, the apparent 
independence of which is only an extra, and 
probably not the most important, safeguard. 
We think, therefore, that there is time for a 
properly constituted committee to be set up to 
consider the issues involved, with representa- 
tives of the medical and other professions, lay 
people and experts on methods of ensuring the 
security of large information systems. Although 
the Department of Health would be the right 
body to set up such a committee, it would be 
important that a majority of its members should 
not be drawn from the Department and that 
there should be an independent Chairman. 
Meanwhile psychiatrists will make their per- 
sonal decisions as to whether to fill in identifying 
data on the Mental Health Enquiry forms, and 
no doubt the vast majority will continue to do 
so. We can see no good reason why not. 

In other respects, the recommendations set 
out under (ii) apply also to the Mental Health 
Enquiry, i.e. there should be a licensed Medical 
Officer, responsible for the confidentiality of the 
data collected, guided. by a generally accepted. 
Code of Practice and supervised by an ethical 
committee. 

If these or similar recommendations were 
accepted by the College, we would suggest that 
steps should be taken to ensure that they 
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become widely known and appreciated, by the 
profession and by the public. Subject to the 
safeguards mentioned, the College should en- 
dorse the Medical Research Council's statement 
that ‘medical information obtained about 
identified individual patients should continue 
to be made available without their explicit 
consent for the purposes of medical research’. 
In addition, such medical information ought to 
be made available through medical information 
systems for other medical purposes which are 
generally acknowledged to be in the interests 
of the health of the community, such as for 
clinical care and for the evaluation and planning 
of health services. 
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ANNEX A 
Use or Linkep Data SYSTEMS FOR 
RESEARCH PURPOSES 

The most intensive use of medical information 
systems for research purposes has been made by 
local case registers, most of which were specifi- 
cally set up with this aim in view (Baldwin, 
1971; Wing and Bransby, 1970; Wing and 
Hailey, 1972). However, since criticism has been 
directed more at regional and national registers, 
examples will be taken from these larger systems. 
The research potential of the national.registers 
has been insufficiently realized and it is hoped 
that these examples will stimulate further work. 

The important distinction between person 
and event statistics is illustrated by a study in 
which patients admitted to psychiatric hospitals 
in England and Wales during 1954 and 1955 
were followed up for two years in order to 
discover the length of stay at key admission and 
their subsequent admission experience (Brooke, 
1963). Such studies are necessary for an under- 
standing of the operation of the psychiatric 
hospital system and they can only be carried 
out by using a national linked data system. 
Repeated cohort studies would also allow the 
statistical components in the run-down of 
hospitals beds (e.g. fluctuation in the rate at 
which a ‘new long stay’ group is building up) to 
be monitored. A second cohort study (un- 
published) was undertaken in 1964 and it is 
understood that a further study is under con- 
sideration. The Common Services Agency is 
currently carrying out a study of the admission 
pattern of alcoholics over a period of years to 
mental hospitals in Scotland. 

A somewhat similar use of a national register 
is to link data to a cohort identified by a 
research worker who wishes to discover the 
subsequent admission experience of his group. 
A recent example is that of a group of London 
patients included in an international com- 
parative study (WHO, 1973). It was desired to 
compare the outcome of this group, five years 
after key admission, with that of groups in 
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other parts of the world. The identity of the 
patients was already known since all had been 
interviewed, with their consent and that of their 
doctors, at the time of the initial study. 
Reference to the national register provided 
a check on subsequent admissions and in a 
number of cases it was possible to find people 
who would otherwise have been untraced. No 
information about these patients was made 
available by the national register apart from 
the fact that they had been readmitted to a 
given hospital]. All other information had to be 
obtained from the responsible clinician. Follow- 
up studies of this kind are probably the com- 
monest way in which national registers are used 
to help research. 

A somewhat different example involving a 
similar principle is an analysis of consequences 
of prenatal screening for spina bifida and 
mongolism which involved the identification 
of cases in Scottish mental retardation hospitals. 
The Scottish national register supplied case 
numbers only and further identification had to be 
sought by the research workers from the 
hospitals concerned. 

The Oxford Record Linkage Study (Acheson, 
1967) can be used to illustrate another ad- 
vantage to research workers, namely the ability 
to link hospital data to other types of informa- 
tion. Evans, Baldwin and Gath (1974) investi- 
gated the subsequent hospital experience or the 
deaths of individuals admitted to hospital in 
the Oxford area during 1963~4 with a diagnosis 
of depression. They were able to establish that 
rates of morbidity and mortality from malignant 
disease were not higher in this series than the 
expected value, in spite of earlier findings that 
suggested a contrary hypothesis. 

These examples, together with many others 
reported by research workers using local 
registers, should be sufficient to indicate the 
rich potential of national registers and to 
emphasize the importance of using this to 
the full. 


ANNEX B 
CODE or PRACTIO“ FOR THE OPERATION OF 
INFORMATION SYSTEMS IN P8YOHIATRY 
I. A Code of Practice is necessary to ensure 
that all possible precautions are taken to 
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prevent data supplied to medical information 
systems about identifiable individuals becoming 
known to unauthorized persons and to prevent 
such information as is passed to authorized 
persons from harming any individual concerned. 

2. The Code is concerned with medical 
information systems designed so that their 
information content can be reorganized in 
order to produce statistics, records or lists not 
obtainable directly from the original material. 
This reorganization will usually be achieved 
through the use of mechanical and electronic 
storage and handling methods. The Code is not 
intended to apply to other types of information 
system, e.g. medical records departments of 
hospitals or general practitioners’ lists. The 
Code applies from the moment that identifiable 
information is received by the medical informa- 
tion system. 

3. The main features of the medical informa- 
tion systems to which the Code applies are set 
out in Annex D (available on request), together 
with more detailed definitions of some of the 
terms used. 

4. The fundamental principle which must be 
upheld without exception in the handling of 
medical information, whether at national or at 
local level, is that a named qualified medical 
practitioner accountable to the General Medical 
Council and having a properly constituted 
appointment with the appropriate authority or 
authorities must always carry the responsibility 
for its custody and use. T'he responsible medical 
officer will not necessarily be the Director of the 
system. Non-medical staff of all grades and skills 
who may be involved in the various phases of 
the work must be responsible for security to the 
medical officer in charge. The responsible 
medical officer must be familiar with the 
systems for which he is responsible, and have 
frequent contact with their operation. He should 
be required to sanction personally all non- 
routine uses of the information, having first 
satisfied himself of the bona fides of the prospective 
users and the proposed uses. He must insist that 
the rules for concealment of identity and 
partial identity in published statistical informa- 
tion are upheld (see B12—14). The responsible 
medical officer should have the authority to 
refuse absolutely and finally any proposed uses, 
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even though the consent of participating doctors 
or senior colleagues may have been given, since 
he may be able to foresee dangers that have not 
been recognized by them. 

5. The responsible medical officer should 
keep a register of uses of the identifiable infor- 
mation, showing the date of transfer, to whom, 
and for what purpose the information is given, 
when the information is to be returned or 
destroyed, and certifying that the recipient's 
security precautions are adequate. 

6. Where feasible, particularly in large 
systems, the responsible medical officer should 
have a named deputy who is also a qualified 
medical practitioner accountable to the General 
Medical Council, who is similarly appointed 
and acquainted with the system and its regula- 
tion (see B4), and who can take full charge of 
security in the absence of the principal. 

7. The staff of the system should, without 
exception, be staff of or be bound by contract 
with, the authority or institution owning and 
managing the system, All staff must undertake 
a bond of secrecy with respect to the information 
and the system and sign a declaration to this 
effect, and these declarations should be available 
for inspection by any supplier or user of the 
information. A suitable form of declaration is as 
follows: 

‘I the undersigned, having been appointed to 

the post of 
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hereby undertake to observe {һе strictest 
secrecy in relation to any knowledge which 
may come into my possession in the course 
of my duties regarding any individual in 
respect of whom records are kept, and not 
to divulge to any person other than an 
authorized member of the project staff any 
information of any kind whatsoever con- 
cerning such records, except with the express 
consent of the responsible medical officer. 

I have accepted the appointment on this 
condition, and I understand that any breach 
of it may render me liable to dismissal.’ 


Operational restrictions on collection, storage, 
retrieval and dissemination of information 

8. Staff of the system concerned with the 
collection of information, whether directly from 
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patients or by abstraction of clinical records, 
should be trained in the ethical principles and 
practical application of the Code of Practice. 
They should be known to the clinical staff of the 
units in which they work and, in the case of 
large systems with staff situated in a number of 
units remote from the headquarters of the 
system, arrangements should be made locally 
for their day-to-day supervision and discipline. 

g. While it is not practical to make general 
rules about the number, sites and media- for 
storage of information, the facility with which 
copies of records and files can be made lays a 
heavy responsibility upon the managers of 
medical information systems to ensure that the 
numbers and locations of all copies are kept to 
the minimum required for operational purposes, 
that all are at all times known and a central log 
kept, that all are subject to the full set of 
restrictions as to access, and that redundant 
copies are destroyed and their destruction 
logged. Similar considerations apply to the 
storage of outputs from the systems. Guidance 
on technical arrangements: for ensuring con- 
fidentiality, such as rules concerning the destruc- 
tion of used material, is set out in Annex es 
available on request. 

IO. The authority to retrieve derives "T 
from the responsible medical officer, and he 
should make appropriate restriction orders. 
Normally authority will be given in a general 
sense to system staff and to certain types. of 
user, particularly in small systems, but in larger 
systems it may be practicable to.restrict authori- 
zation to retrieve only such information as is 
necessary for each specific staff member's or 
user's own work. For example, staff engaged in 
coding data would have access only to records 
or items they are coding. Users other than 
system staff having direct access would be 
precisely restricted to those records or items of 
information necessary to their work.and for- 
mally authorized. The technical arrangements 
would be such as to minimize the risk that such 
authorizations were exceeded. 

11. The operational restrictions upon retrieval 
will vary according to the type of record, the 
type of use, the type of user, whether retrieval is 
intended to result in transient ‘access only, 
or permanent transfer, and ‘whether the access 
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or transfer is to be on a routine or continuing 
basis, or is required once only in relation to a 
defined group of records for a defined purpose. 
Transfers between medical information systems, 
particularly. where different institutions are 
involved, present special features which may 
not arise with transfers to limited medical 
research projects. Nevertheless, many medical 
research projects are long term, and the poten- 
tial of the information collected is such that the 
continued retention of the file could give rise to 
unforeseen but extremely valuable uses, This 
situation may arise more frequently as projects 
make more use of information obtained from a 
medical information system supplemented by 
other data collected independently or from 
another medical information system. Arrange- 
ments of this type effectively entail the creation 
of a new medical information system and if it 
contains psychiatric information it should be 
subject to the Code of Practice. 

12. Access to directly identifiable medici 
records (i.e. those containing identifiers such as 
name or address of the patient) should be 
prohibited, except to staff directly responsible 
to the responsible. medical officer and to 
suppliers of specific:records or parts of records 
unless. the. procedures .described below have 
been complied with. Where a record consists 
of information from more than one supplier, 
only those parts transferred from any one 
supplier should be available to him without 
further consent. Normally clinical or research 
staff working in a unit such as a department or 
hospital will agree to access to each other's 
records, but this should be expressed in the 
form of an overall agreement, ratified by the 
appropriate medical committee. Routine trans- 
fers of directly identifiable medical records 
between medical information systems should 
similarly be agreed with the clinical staff at the 
outset, and the responsible medical officer of 
the system of origin should satisfy himself that 
any medical information systems to which 
transfer is to be made comply with the Code of 
Practice. If, however, there is a need to contact 
patients as a result of receiving information 
from tbe system, permission must always be 
requested from the responsible clinician: Not 
even the medical records officer of the hospital 
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or department concerned should have adminis- 
trative access to the systems unless this has been 
specifically agreed with the responsible clinical 
staff. Non-routine access to directly identifiable 
medical records, such as for an external research 
project or for special administrative purposes, 
should be allowed by the responsible medical 
officér only after he has personally satisfied 
himself of the bona fides of the prospective user 
and the ethical legitimacy of the proposed use, 
and after the written permission of the clinician 
responsible for the care of the patient has been 
obtained. In most cases it will be appropriate 
for the applicant to obtain this permission, 
having ascertained the procedure from the 
responsible medical officer. The responsible 
medical officer should not permit directly 
identifiable medical records to be accessed by 
or transferred to individuals or institutions 
other than medical information systems if 
the rules governing them do not conform to the 
Code of Practice. See paragraph B5 for the 
register of uses of identifiable information. 

I3. In the case of indirectly identifiable 
records (ie. those containing a reference 
number but no identifiers such as name or 
address) access and transfer need no specific 
precautions except that restrictions on classes 
of user and use should be as for directly identi- 
fiable records (see B12). It should be made 
clear that direct identification, if required, 
should be sought by the user from the clinician 
responsible for the patient. As far as possible, 
all transfers of information about individuals 
should be made in this form, i.e. direct identifi- 
cation can be made only by access to the clinical 
record with the permission of the responsible 
clinician. 

14. Partially identifiable records and statistics 
(namely, those which contain neither identifiers 
nor reference numbers, but which could enable 
individuals or groups to be identified by 
inference or supplementary inquiry: see Annex 
D, para 5) should be subject to the same 
restrictions as directly identifiable records except 
that it should be within the responsible medical 
officer’s discretion whether the formal consent of 
the clinicians concerned is required. . 


(Received 13 November 1975) 
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15. From the point of view of preserving 
confidentiality, no restriction is needed on the 
release of unidentifiable records or statistics. 


Technical considerations. 

16. While the operational restrictions upon 
users and uses of medical information systems in 
psychiatry lay down the limits of what is allow- 
able, technical arrangements are necessary as 
safeguards to prevent those restrictions from 
being exceeded by system staff, by users, by 
deliberate outside interference, or by accident. 
It is not possible to lay down detailed technical 
arrangements which apply to all systems since 
the particular circumstances vary widely, and 
the guidelines in this paragraph should be used 
as a starting point for consideration of each case. 
The principle upon which the technical arrange- 
ments for the ethical security of data is based is 
that specific safeguards against as many types 
of infringement as possible should be made. 
The method of approach is to note each 
conceivable infringement of the operational 
restrictions and to make an estimate of its 
likelihood, to work out ways of detecting and 
preventing each possible infringement and to 
estimate the cost, and finally to decide the 
types of infringement which it is essential to 
try to prevent, listing those remaining in order 
of decreasing priority. The responsible medical 
officer will then be able to select for imple- 
mentation the essential and other most desirable 
safeguards to the limit of his estimate of cost 
effectiveness in relation to the total resources 
for the system. It will normally be found that 
the essential and most desirable safeguards can 
be implemented at reasonable cost, but that 
there are other kinds of possible but unlikely 
infringement for which resources could not 
reasonably be allocated. The details of the 
technical arrangements in force should not be 
made generally known, since their effectiveness 
could be compromised thereby. 

Annex C contains a discussion of technical 
arrangements for ethical security, under the 
headings of premises, legible media, non- 
legible data-processing media, data transmission 
and computer systems. 
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Heroin Misuse and Delinquency in a New Town | 


By JOY MOTT and N. H. RATHOD 


Summary. The subjects of this study were eighty misusers of heroin who lived 
in the New Town of Crawley, West Sussex. The relationship between their 
criminal histories and their histories of drug misuse were examined. It was found 
that more of the heroin misusers than would be expected had been convicted of 
criminal offences before they began to misuse drugs, while the reduction or cessa- 
tion of heroin use during a four-year follow-up period was accompanied by a 
reduction in convictions. Some social characteristics of the male heroin misusers 
were compared with those of two other Crawley groups—a group of juvenile 
offenders who did not misuse heroin and their control group of non-delinquents. 
Characteristics commonly associated with maladjustment did not distinguish the 
heroin misusers from the juvenile offenders, nor were they found to be associated 
with the continued use of heroin. Analysis of the data in epidemiological terms 
suggested that among the necessary conditions for an outbreak of drug misuse 
in a particular community the availability of drugs together with socializing 
drug users were more important than the presence of predisposed individuals. 


INTRODUCTION AND METHOD 


Recent studies of the relationship between 
opiate misuse and delinquency have investi- 
gated misusers identified in penal settings 
(James, 1969; d'Orbán, 1970), and series of 
patients attending a particular drug dependence 
clinic (Gordon, 1973) or one doctor (Mott and 
Taylor, 1974). Because these series were not 
selected as representative samples it has not 
been possible to be assured that their criminal 
histories, and the relationship between these 
and their histories of drug misuse were typical 
of British opiate users. 

The outbreak of heroin misuse during the 
mid-1960s in the New Town of Crawley, 
particularly amongst 15- to 20-year-olds, has 
been described by de Alarcón and Rathod 
(1968), de Alarcón (1969, 1971) and Rathod 
(1972). It is most likely that the cases they 
identified represented the total population of 
misusers in a local community. This has 
provided an opportunity to examine the rela- 
tionship between opiate misuse and delinquency 
in a less highly selected population than the 
other studies cited. Quite fortuitously but con- 


temporaneously with the height of the outbreak 
of heroin misuse (1966/67), a study of juvenile 
delinquency was also being carried out in the 
town. The samples for this study included all 
those local juveniles (persons aged under 17) 
who were cautioned by the police for offences 
and all those who were dealt with by the 
juvenile court between October 1965 and 
December 1967, as well as a control group of 
non-delinquents. It has thus been possible to 
compare some of the social characteristics of 
the young heroin misusers with those of 
non-heroin-misusing delinquents and  non- 
delinquents living in the same environment. 


The samples 

The screening methods used to identify the 
population of young heroin misusers living in 
Crawley between January 1962 and October 
1970 have been described by de Alarcón and 
Rathod (1968). Rathod (1972) reported that 
by the end of October 1970, 102 confirmed cases 
of heroin misuse had been identified, of whom 
91 had been interviewed by one or other of 
three psychiatrists. 'The present sample consists 
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of the 80 confirmed cases (67 males and 13 
females) who had been interviewed, who had 
an address in Crawley at the time and who had 
attended or were still attending a school in 
Crawley. 

The additional selection criteria of living in 
Crawley as well as attending a local school were 
used to enable some of the social and educational 
characteristics of the heroin misusers to be 
compared with those of two of the Crawley 
Juvenile Research Project (CJRP) samples, the 
male first offenders aged between 14 and 16 
dealt with by the Juvenile Court and their 
matched non-delinquent controls. All the known 
heroin misusers in the two CJRP samples who 
were known either at the time or within three 
years of selection were excluded from the 
comparison. 

Details of the social characteristics of the 
heroin misusers and their drug-taking histories 
were abstracted from their clinical notes. Their 
1I -- IQ results and age at school leaving were 
made available by the schools they had last 
attended. Information on their criminal his- 
tories was obtained from the Criminal Record 
Office of New Scotland Yard and details of 
their opiate-using histories after notification* 
were obtained from the Home Office Drugs 
Branch records. Comparable social and educa- 
tional information for the CJRP male first 
offenders and their matched controls was 
extracted from the information already collected 
for the project. 


FINDINGS 

The criminal and the drug misusing histories 

One third of the males had already been found 
guilty of an offence prior to any admitted drug 
misuse, and the proportion increased to almost 
half prior to the first admitted misuse of heroin 
and to three-quarters prior to notification. The 
number of females was very small, but the 
pattern was similar to that of the males, 9 of 
the 13 having been convicted prior to notifica- 

* The majority of the heroin misusers were discovered 
before 1968 and before there was a statutory obligation 
for doctors to notify the Home Office of their addict 
patients, although most doctors made a practice of 
reporting such cases to the Home Office. All but 9 of the 
Crawley males and one of the females had been reported 
or notified. 
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tion. The proportions for the males were very 
similar to those described by Mott and Taylor 
(op cit). 
ТАВІЕ I 
First criminal conviction and stage in the drug misusing 
history 


Males Females 
N %* М 
First conviction occurred: 
Prior to any admitted 
drug misuse a 22 33 3** 
Prior to first admitted 
misuse of heroin... 10 I 
Prior to notification . . 19*** 76 5** 
Within 4 years of noti- 
fication .. % 11 93 3 
No convictions prior 
to or within 4 years 
of notification ea 5 ї 
Total .. Ps v 67 13 


* Cumulative. 

** Includes one girl whose court appearance was 
under civil proceedings and where the juvenile court 
made an order. 

*** Includes one with no earlier dates of drug misuse 
recorded. 


'The ratio of males to females of 5 to 1 was 
virtually identical to that found by Mott and 
Macmillan (1973) for new non-therapeutic 
opiate addicts notified to the Home Office 
between 1969 and 1971. 


The expected incidence of delinquency 

Wadsworth (1975) found that 15 per cent of 
the males in the National Survey of the Health 
and Development of Children cohort had been 
convicted of offences before reaching the age 
of 21. 

Significantlyf more of the male heroin mis- 
users than would be expected had been con- 
victed before the age of 21 and before any 
admitted drug misuse, 35 per cent compared 
with 15 per cent. Almost five times as many 
heroin misusers than expected had been 
convicted before this age and before notification. 

t Differences between proportions in groups with 
specified characteristics have been compared using the 
chi-squared statistic and values obtained that bad a 


probability of occurring by change of 5 per cent or less arc 
described as significant. 
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Douglas et al (1966) reported that less than 
2 per cent of the girls in the National Survey 
cohort had been convicted of, or cautioned for, 
offences before reaching the age of 17. Five of 
the 13 Crawley female heroin misusers had 
made court appearances before that age, two 
under civil proceedings and three for offences. 


Type of drug first misused 


In the case of boys who had been convicted 
of offences before their first use of heroin, there 
was no difference between the proportions whose 
history of drug misuse began with amphetamines 
and those whose misuse began with cannabis. Of 
those who began misuse with amphetamines, 
40 per cent had been convicted before using 
heroin, compared with 54 per cent who began 
misuse with cannabis. Only two boys began 
drug misuse with heroin. 


The criminal history during the stages of the 
drug-using history 

A very significantly greater proportion of the 
convictions of the males during the two-year 
period following discovery was accounted for by 
drug offences, 59 per cent compared with 24 per 
cent of convictions accounted for by such 
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offences at any time prior to discovery. The 
proportion of convictions accounted for by theft 
offences showed a significant decrease, 30 per 
cent of all convictions during the follow-up 
period compared with 50 per cent at any time 
prior to discovery. 

Of the 13 girls, 9 had made court appearances 
prior to notification, two under civil proceedings, 
and 6 for offences of whom 3 were convicted of 
drug offences during the period between first 
heroin use and discovery. Twelve of the girls 
were followed-up for two years after notification, 
two of them being convicted of drug offences 
and one of a non-drug offence. 

Mott and Taylor (op cit) found that the later 
the stage in the drug misusing history when the 
first conviction occurred the greater the likeli- 
hood that it would be for a drug offence. 
Similar results were obtained for the Crawley 
males. None of the 22 boys who had already 
been convicted prior to any admitted drug 
misuse had a first conviction for a drug offence; 
while 2 of the 10 (20 per cent) first convicted 
prior to heroin misuse, and 15 of the 18 (85 per 
cent) first convicted after they had begun to 
misuse heroin but before they were notified, 
were first convicted of a drug offence. 


Tase II 
Convictions by type of offence and stage in the drug using history (males only) 











Between 
Prior first drug Between During 
to any use and first heroin two years 
admitted first heroin use and after 
Type of offence drug usc usc notification notification 
N 96 N % N % N % 
Theft : zs 33 79 II 42 16 gl 21 30 
Violence against the person А s о o I 4 5 10 1 I 
Taking and ibe cd. avehide `. 3 7 5 19 2 4 2 3 
Other vs ES 5 14 5 19 3 6 5 7 
Drug* m m NAE о o 15 25 49 42 59 
Total offences —.. - 42 26 51 71 
Total persons with convictions .. 22 15 32 37 
96 of total sample with convictions for 
drug offences .. - a E о 6 36 56 








* Drug offences include all convictions for offences under the various Dangerous Drugs Acts (now 
consolidated in the Misuse of Drugs Act, 1971) and offences under other statutes where controlled drugs 


were involved. 
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Tasix III 
Opiate using status and convictions during the follow-up period (males only) 
Followed up for With no 
With convictions 
previous 0—2 years 3-4 years during four 
Opiate using status convictions = years of 
% con- %con- follow-up 
% N victed М victed 
On.. 2 on i 25 100 12 75 10 80 o 
Uncertain .. = an $5 vs 63 8 75 8* 57 I 
Off.. уз s a Wi E 68 35 43 31 26 II 
Never prescribed .. m - bx 67 50 8 13 








* One boy was in continuous custody during this period. 


Optate-using status and criminality during the four 
years following notification | 

The licit opiate-using status* of 63 of the 
males was assessed on the second anniversary 
of notification, and 57] were assessed on both 
the second and fourth anniversaries of notifica- 
tion. 

Opiate using status was assessed as: 

(a) On—in virtually continuous receipt of 
prescriptions for opiates throughout the four- 
year period (ЇЧ = 10, 18 per cent); . 

(b) Uncertain—in receipt of prescriptions for 
opiates at times during the period, with the 
intervals of non-receipt usually accounted for by 
periods in custody (N = 8, 14 per cent); 

(c) Off—no prescriptions for opiates for a 
minimum of six months preceding the second 
anniversary of notification and none during the 
third and fourth years of follow-up (IN = 31, 


54 per cent); 


* The Home Office Drugs Branch records were used. 
These records contain details of the dates and sources of 
notification, re-notification and details of prescriptions for 
opiates from the two-monthly returns made by the drug 
dependency clinics, as well as reports from general 
practitioners who had prescribed methadone, No informa- 
tion was collected here on the use of opiates or other 
drugs obtained from illicit sources. Rathod (1975) has 
collected fuller information on all types of drug misuse by 
the complete Crawley series in his clinical follow-up. 

f Two of the boys had died before the end of the 
follow-up period. One was discovered shortly before his 
death and the other died during the third year following 
his notification, The criminal histories of a further three 
boys could not be followed-up for two years after notifica- 
tion and five were not followed-up for the grd and 4th 
years. ` 


(а) Never prescribed—had not been notified 
to the Home Office as addicted at the time of 
discovery and were never notified or prescribed 
opiates during the whole of the follow-up 
(N = 8, 14 per cent). 

Table III shows the association between 
opiate-using status and criminal convictions 
during the follow-up period. There is a clear 
trend for a decline in convictions to be.associated 
with reduced opiate use. Significantly fewer of 
the boys in the combined ‘Off? and ‘Never 
prescribed’, groups were convicted of offences 
during both parts of the follow-up period: com- 
pared with those in the combined ‘On’ and 
‘Uncertain’ groups. The table also shows that 
the four groups did not differ markedly in the 
proportions in each with convictions prior to 
discovery. This suggests that continued licit 
opiate use was not strongly related ‘to previous 
criminal history. 

Of the 18 boys in-the combined ‘On’ and 
‘Uncertain’ groups who were followed-up for 
four years, 12 were convicted of drug offences 
during the first two years of follow-up, 9 of 
them for offences involving opiates; 9 were 
similarly convicted during the second period, 
7 for offences involving opiates. 

The ‘Off’ group, by definition, had not been 
in receipt of prescriptions for opiates during the 
second part of the follow-up period, but they 
could have had some prescriptions during the 
first part, that is, during the eighteen months 
immediately after discovery. The proportion in 
this group convicted of drug offences during 
the first period of follow-up was 42 per cent and 





А 
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Taste IV 
Comparison of some social characteristics of СЎВР first offenders, controls and heroin misusers, males only 
CJRP* Heroin misusers 
With Without 
First convictions convictions 
offenders Controls prior to prior to 
heroin heroin 
misuse misusc 
N % N % N 6 N % 
Total number  .. 89 77 32 34 
Intact families** .. 74 83 — 24 89 23 82 
*Normal' families*** - 64 72 — 18 56 21 62 
Age at school leaving 16 years or - older . 26 27 52 68 8 29 10 32 
Psychiatric referral prior to court t appear 
ance or heroin misuse . II 13 0 o 4 13 7 23 








* Information on their families was available only for the first offenders with a social inquiry report. 


** Child living with both natural parents. 


*** Neither parents nor siblings with criminal or psychiatric histories. 


declined to 26 per cent during the second period. 
Four of the boys who were never prescribed 
opiates were convicted of drug offences during 
the total follow-up period, but none of the 
offences involved opiates. 

Significantly fewer of the boys in the com- 
bined ‘Off’ and ‘Never prescribed’ groups were 
convicted of offences involving opiates during 
the second part of the follow-up period com- 
pared with those in the combined ‘On’ and 
‘Uncertain’ groups, 15 per cent and 39 per cent 
respectively. Of the 11 boys in the ‘Off’ group 
who were convicted of drug offences during the 
first follow-up period, eight were convicted of 
offences involving opiates, but, surprisingly, six 
of the eight convicted during the second period 
were also convicted of such offences. This 
suggests that a minority of this group were 
probably continuing to misuse opiates obtained 
from illicit sources. 

One of the 13 girls was assessed as ‘On’ 
opiates at the end of the fourth year of follow-up, 
another as ‘Uncertain’ and five as ‘Off’. Five 
girls had not been followed-up for four years, 
all of whom were ‘Off’ at the end of two years. 
One girl was never prescribed opiates during 
the four years of follow-up. 


Comparison of some social, family and educational 
characteristics of the male heroin misusers and the 
CFRP delinquent and control samples 


The description of the male heroin misusers 
and the comparisons made have of necessity 
been limited to those characteristics for which 
data are available for all three groups. In 
addition, the problem of collecting data on all 
cases for each sample was not entirely overcome, 
particularly for the heroin misusers. 

"There were no significant differences between 
the four male groups in the social class back- 
grounds of their families (not shown in the 
table) or between the first offenders and either 
group of heroin misusers in the proportions with 
intact or ‘normal’ families. 

The comparison between the heroin misusers 
and the two CJRP groups is not complete 
because no information was available on the 
family circumstances of the CJRP control group. 
It is, however, unlikely that the four groups 
would have differed markedly in the high 
proportions with intact families, though it might 
be expected that more of the families of the 
control group would have been assessed as 
*normal'. 
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Where information on psychiatric referral 
was available (from the local Child Guidance 
Clinic records, probation officers’ social inquiry 
reports or clinical case notes) it was not always 
possible to be certain that any referral was un- 
related to court appearances or to discovery as 
a heroin user. None of the control group appa- 
rently had had a psychiatric referral prior to 
selection, and so this group differed significantly 
from the remaining three, in which similar 
proportions, between 13 per cent and 25 per 
cent, had been referred. 

Intelligence quotients as assessed at the 11 -- 
examination were available for the majority of 
the delinquents, controls and heroin misusers 
who attended or had attended one of the five 
non-selective local authority secondary schools* 
in the town (not shown in the table). There was 
no significant difference between the IQ distri- 
butions for the four groups. Significantly more 
of the control group of boys compared with the 
other groups remained at school after the 
statutory school-leaving age. 


Some epidemiological considerations 

The population of young heroin misusers 
identified in Crawley has been described in 
epidemiological terms by de Alarcón (1969, 
1971). In order to test Bejerot's (1972) sugges- 
tion that the early cases in an epidemic of drug 
misuse were likely to be more severely mal- 
adjusted than the later cases, the Crawley male 
series was divided into ‘early’ and ‘late’ cases. 
Following de Alarcón (1969), the early cases 
were defined as those who admitted to having 
first misused heroin during and prior to 1966, 
and late cases as those whose first admitted 
heroin misuse occurred between 1967 and 1970, 
giving 28 early and 37 late cases.t 

There was no significant difference between 
the average age at the time of their first admitted 
use of heroin for the early and late groups, 16:6 
years and 17:0 years respectively. 


* There were no significant differences between the 
ІО distributions for the CJRP samples who attended each 
of the secondary schools. 

1 Two cases were excluded because there were no 


dates of first admitted heroin misuse recorded in the case 
notes. 
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The two groups were compared on the pro- 
portions with intact and normal families. 
Identical proportions, 81 per cent, had intact 
families, while 61 per cent of the early and 57 
per cent of the late cases had ‘normal’ families, 
an insignificant difference. There was no 
significant difference between the proportions 
with psychiatric referral prior to discovery or 
between the proportions remaining at school 
beyond the statutory leaving age. 

About a third of both groups had been con- 
victed of offences prior to their first admitted 
drug misuse, while around half in each group 
had first been convicted prior to heroin misuse. 
Of the five boys with no convictions prior to or 
within four years of notification, two were in 
the early group and three in the late. 

When the types of offence of which the two 
groups were first convicted were compared 
there was no great difference between the 
proportions whose first conviction was for a 
drug offence, 32 per cent of the early cases and 
41 per cent of the late. Opiates were involved in 
6 of the 9 drug offences of the early group and 9 
of the 15 drug offences of the late group. 

At the end of the four-year follow-up period 
there was a significant tendency for the opiate- 
using status of more of the early cases to be 
assessed as ‘On’ or ‘Uncertain’, 50 per cent 
compared with 22 per cent of the late cases. 
This difference was not, however, significantly 
related to duration of heroin misuse prior to 
notification, although 41 per cent of the early 
cases had misused heroin for 13 months or 
longer prior to notification compared with 28 
per cent of the later cases. 

A further comparion was made of the 
initiators and the initiated in the groups of 
early and late cases. It was expected that the 
initiators, particularly those in the early group, 
would show more signs of individual and 
family pathology than those whom they had 
initiated into heroin use. In the early group 
there were 14 initiators and 14 initiated, and 
11 initiators and 26 initiated in the late group. 

These sub-groups, like the total early and late 
groups, were not distinguished from each other 
on any of the characteristics examined except 
in terms of ‘On’ or ‘Uncertain’ opiate-using 
status at the end of the four-year follow-up 
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period. There was a non-significant tendency 
for more of the initiators than the initiated to 
be-so assessed, 64 per cent and 29 per cent 
respectively in the early group, and 45 per cent 
and тї per cent in the late group. 


Characteristics associated with opiate using status at 
the end of the follow-up period 

The proportions in the combined ‘On’ or 
‘Uncertain’ opiate using groups were compared 
with those in the combined ‘Off’? and ‘Never 
prescribed’ groups in terms of: 

(i) ‘early’ or ‘late’ cases; 
initiator or initiated; 
‘normal’ family or family with any form 
of pathology; 
interval between first admitted misuse of 
heroin and discovery 12 months or less 
compared with 13 months or longer; 
whether or not referred for psychiatric 
treatment at any time prior to discovery; 
with or without convictions prior to first 
admitted misuse of heroin; 
(vii) with none ог any convictions: prior ЛО 

discovery. 

Only two. characteristics were found to be 
significantly associated with ‘On’ or ‘Uncertain’ 
opiate using status four years after notification. 
This group contained more initiators, 70 per 
cent, than the combined ‘Off’ or ‘Never, pre- 
scribed’ group, 32 per cent; and more boys 
coming from normal families, 78 per cent and 
50 per cent respectively. Neither of the two 
criminal history variables was found to be 
related to opiate-using status. This was-un- 
expected, as d'Orbán (1974) found, for a 
sample of adult females, that the number of 
convictions 'prior to addiction! was the only 
variable significantly related to continued opiate 
use during a four-year follow-up period. 


, CONCLUSIONS 
There is no doubt that a considerably higher 
proportion of the Crawley male heroin misusers 
had been. convicted of offences before any 
admitted drug misuse than would be expected 
in the general population of similar age. When 
compared with the proportion with convictions 
by the age of 21 in the National Survey male 
cohort, rather more than twice as many as 
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expected of the misusers had been convicted 
before their first admitted misuse of drugs. 
Mott (1973) compared the proportion in the 
Crawley group who had convictions prior to any 
admitted drug misuse with those in the large 
male series described by Mott and Taylor 
(op cit) and with those in a representative 
sample of males first notified as addicts during 
1969. In: each series around a third had been 
convicted of offences prior to their first misuse of 
drugs. 

It cannot, however, be argued Bos these 
very consistent results that in Britain males 
with à delinquent history prior to any drug 
misuse are considerably more. at risk of be- 
coming opiate misusers.than those without such 
a history. The samples for the Crawley Juvenile 
Research Project were collected between Octo- 
ber 1965 and December 1967, when the preva- 
lence of heroin misuse was at its highest in 
Crawley (Rathod op cit), and only 6 per cent 
of the male offenders were identified as misusers 
within three years of the entry into their sample 
compared with 1 per cent of the control cases. 

There is, of course, a direct association 
between drug misuse and crime, simply because 
drug misusers are at risk of conviction for drug 
offences. Of the 44 Crawley misusers without 
convictions prior to any drug misuse, 17 (39 per 
cent) had been convicted of a drug offence by 
the time they were discovered as heroin users. 

When the criminal histories of the males were 
examined in relation to the stages of the drug- 
using history, the expected decline in the 
number of convictions for offences not in- 
volving | drugs -was found, together with an 
increase both in the number of boys convicted 
of drug offences and in the number of their 
convictions for such offences. No association 
was found between the presence of a criminal 
history prior to notification and continued 
licit opiate use during the four years following. 
There was evidence of a decrease in convictions 
for drug offences, particularly those involving 
opiates, with the cessation or reduction of 
opiate use, The majority of the boys who 
continued to be prescribed opiates also con- 
tinued to be convicted of offences involving 
these drugs. 

Little evidence was found to support the 
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suggestion that there would be more mal- 
adjusted subjects among the early cases in an 
outbreak of drug use than among the later 
cases, for whom peer group contacts and the 
availability of drugs might be more important 
for beginning to use drugs than their previous 
personality. Even the comparison between the 
initiators and the initiated failed to produce any 
evidence of a greater proportion of maladjusted 
boys among the early cases compared with the 
later cases. Certainly a significant minority of 
the heroin users did show signs which are 
commonly found to be associated with mal- 
adjustment: having been convicted of offences 
before any drug misuse, other members of their 
families having criminal or psychiatric histories, 
having themselves been referred for psychiatric 
treatment, and leaving school at the earliest 
opportunity. In terms of the last three charac- 
teristics they were not distinguishable from the 
non-heroin-using first offenders in the CJRP 
sample. However, these characteristics applied 
to only a minority of the heroin users (and of the 
delinquents) and were not found to be associated 
with continued opiate use. The evidence, 
therefore, tends to support de Alarcón's (1973) 
view that the availability of drugs, together 
with the presence of socializing drug users, 
rather than the presence of predisposed indi- 
viduals, are among the necessary conditions for 
an outbreak of drug misuse in a particular 
community. ' 
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Six Cases of Gilles de la Tourette’s Syndrome 


By S. J. M. FERNANDO 


Summary. Six cases of Gilles de la Tourette’s syndrome are discussed in the 
light of conflicting views on the aetiology of the condition, It is hypothesized that 
the onset of coprolalia in patients with persistent childhood tics indicates a 
disturbance of the normal balance between a need for tension relief by swearing 
and a capacity to control such vocal activity. 

Some conclusions are drawn on the management of the syndrome by the use 
of butyrophenones, massed practice of tics, and the promotion of personality 
development. A flexible approach geared to the individual patient’s particular 


needs is recommended. 


INTRODUCTION 

Gilles de la Tourette’s syndrome (1885) is 
characterized by the following essential features: 
(1) Childhood onset (below the age of 16); 
(2) Multiple motor tics; (3) Unprovoked loud 
utterances which may progress to the forced 
shouting of obscenities (coprolalia). 

A review of the condition (Fernando, 1967) 
was based on 69 cases which showed these 
features, and referred to 20 others which had 
been reported as cases of the syndrome. Several 
further case reports published in the English 
language literature are listed in Appendices 1 
and 2. Although most case reports are from the 
United States and Europe, the condition is 
found in all parts of the World (Shapiro et al, 
1972b). Reports from Germany, Switzerland, 
Poland, France, Finland and Canada were 
noted earlier (Fernando, 1967). Cases have also 
been reported from Ireland (Healey and 
Fischer, 1965), Sweden (Eriksson and Persson, 
1969), Australia (Ellison, 1964; McKinnon, 
1967; Boris, 1968), New Zealand (De Groot 
and Bardwell, 1970), India (Prabhakaran, 
1970), Israel (Lerman and Nussbaum, 1974; 
Gadoth, 1974) and South Africa (Grover et al, 
1967). Two new cases seen by the author, 
together with follow-up reports on four other 
patients are presented here, and some observa- 
tions are made on the aetiology and manage- 
ment of the condition. 


Case REPORTS 
Case F.T. 
A 43-year-old married housewife was referred to 
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the author in December 1968. She was the younger of 
two children and the only girl born to French parents. 
Her father was a violent man who drank heavily. 
Her childhood was characterized by constant parental 
quarrelling. There was no family history of tics but a 
maternal aunt was probably psychotic. Early develop- 
ment was normal until the onset of blinking and 
grimacing at the age of 8-9. She was unhappy in her 
first school, which she started attending at the age 
of 6. 'The tics began a few months before she was 
removed from that school, and about the same time 
she was frightened by being bitten by a dog. She was 
very happy at her next school, but the tics continued 
unabated, although she saw several doctors over the 
next two years. 

She left school at 14, just before the outbreak of 
war in 1939. Jerks of her limbs began about one 
year later, and all her symptoms progressively wor- 
sened over the next four years, which were charac- 
terized for the patient by the social disruption caused 
by the German occupation of France, parental 
dissension, and the illness of her mother. Her parents 
separated in 1944 and her mother died one year 
later. Her future husband, whom she had originally 
met in 1940, renewed contact in 1945 and she came 
to England two years later to join him; but she was 
found to be suffering from tuberculosis requiring 
hospital treatment and therefore did not gct married 
until 1951. Muffled cough-like vocal tics began in 
1948 and she began to utter non-specific explosive 
noises 4-5 years later. All her tics worsened pro- 
gressively over the next 15 years, resulting in a 
considerable restriction of her social life. Her symp- 
toms were unaffected by three pregnancies, except 
for transitory improvement after the delivery of her 
first child in 1951. Treatment with carbon dioxide 
inhalation in 1949 and with chlordiazepoxide between 
1962 and 1968 had no effect. 
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When seen by the author in December 1968 the 
patient exhibited occasional blinking and frequent 
jerking movements of all limbs, which were sometimes 
co-ordinated into a 'jump'. The movements were 
usually accompanied by explosive noises, sometimes 
recognizable as the words ‘bugger’ and ‘maman’, 
The tics were absent during sleep, reduced in intensity 
when the patient was relaxed, and exacerbated under 
social stress. They were voluntarily controllable for 
three or four minutes and occasionally disappeared 
for up to five minutes while the patient’s attention 
was absorbed in a television programme or deep 
conversation. There was no evidence of echolalia. 

The patient was diagnosed as suffering from Gilles 
de la Tourette’s syndrome. There were no obsessional 
symptoms or signs of depression or other psychiatric 
illness, Her intelligence quotient was 92 (WAIS). 
Her responses to the Rorschach test were ‘controlled, 
defensive and conventional’, Electroencephalography 
showed mild non-specific abnormalities with no 
evidence of Jateralization or localized abnormality. 
Two sessions of direct suggestion under hypnosis 
produced no lasting effect. Treatment with halo- 
peridol and orphenadrine hydrochloride produced 
dramatic improvement when the dosage of the former 
was increased to 7*5 mg daily. However, the patient 
refused to continue medication because (according to 
her husband) she felt that it ‘changed her personality 
to a point which frightened her’. Inquiry in July 1970 
revealed that her symptoms and her attitude towards 
medication persisted. Several attempts to locate her 
in 1974 and 1975 have been unsuccessful. 


Case М.М. 

A 31-year-old single man consulted the author in 
May 1970. He was an only child born to middle-class 
American parents. There was no family history of tics 
or mental illness. Early development was normal and 
his childhood happy until he started blinking and 
making ‘ah’ noises at the age of 8. The symptoms 
started soon after the death of his grandfather and 
his own tonsillectomy. He was seen by a paediatrician, 
but no treatment was offered. The tics worsened 
progressively, and he developed coprolalia at the age 
of about 21. In spite of restrictions due to his symp- 
toms the patient did well at school and later wrote 
poetry, acted on the stage and read on the radio. 
He claimed that all his tics, including vocalizations, 
were completely absent while he was on the stage or 
absorbed in reading over the radio. 

He was treated with hypnosis at the age of 18, 
without any lasting benefit. He received psycho- 
analytic psychotherapy between the ages of 21 and 
26—again without any apparent benefit. In May 
1965 (aged 26) he started haloperidol medication 
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with dramatic improvement of all his tics. He was 
then able to obtain work on the open market for the 
first time in his life. However, he found that he had 
lost his ‘creativity’ and he stopped acting and writing 
poetry. In October 1968 he developed a tolerance to 
haloperidol. He experimented with the dosage to 
find that he derived greatest benefit from the drug 
by alternating between 2-3 months off it (with severe 
symptoms) and 2-9 months on it (with partial relief 
of tics) at a dose of 6-15 mg daily. 

When seen by the author in 1970, the patient 
showed jerks of all his limbs, with an occasional 
explosive utterance of a muffled obscenity, although 
he was taking haloperidol. It was confirmed that an 
EEG and other investigations done abroad had 
revealed no evidence of an organic neurological 
lesion. Haloperidol was discontinued and the patient 
was started on triperidol with very good effect. He 
was stabilized on a maintenance dose of 6-8 mg daily 
until after six months he suddenly developed a 
tolerance to this drug. However, he was then able 
to switch back to haloperidol with good effect. 
Recent inquiry (May 1975) reveals that his symp- 
toms have been well controlled on haloperidol for 
over four years. 

Case М.Р. (Fernando, 1967). 

'This woman is now aged 31, single and living with 
her parents while working in regular employment. 
She has been symptom-free for over 14 years without 
any medication (May 1975). She attributes her past 
illness to the disturbed childhood relationship with 
her father and the (later) mental strain of being 
‘observed by people’— a reference to her frequent 
contact with doctors. 


Case C.H. (Fernando, 1967) 

This man is now aged 41, divorced from his wife 
on the ground of (her) adultery and courting a 
widow of about his own age. He continues to maintain 
a good work record. When he started on haloperidol 
in June 1966 he required a daily dose of 7-5 mg for 
maximal symptom control Two months later his 
‘requirement’ was 3-0 mg and two and a half years 
later (May 1969) he had managed to reduce the dose 
to a mere 1:5 mg. His motor tics are completely 
controlled on this dosage, while the vocal tics are 
sufficiently modified to cause no social embarrass- 
ment. His improvement has been maintained for 
nearly nine years (May 1975). 

Case C.S. (Fernando, 1968) 

This woman is now a 30-year-old married woman 
with two children. She sought psychiatric treatment 
for anxiety and tics in 1965/6 and again in May 1967, 
without any benefit Reports from her general 
practitioner indicate that she recovered from her 
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tics around 1968 without receiving any specific 
medication. Although sbe suffers from headaches, 
tiredness and tension, she remains free of tics (May 
1975). 


Case Р.Р. (Fernando, 1968) 

This patient is now a 34-year-old married woman 
with five children. She improved considerably 
between the ages of 19 and 21. When seen in Novem- 
ber 1970 she was troubled by a solitary tic of her 
trunk and an occasional non-specific ‘hic’-like vocal 
tic. She found her tics tolerable and declined to take 
any specific medication for them. Her condition had 
remained unchanged for nearly 13 years when inquiry 
was last made (November 1974). 


Discussion 

A syndrome in which childhood tics continue 
into adult life, becoming associated with the 
explosive shouting of obscenities, is likely to 
have a complex causation. Corbett et al (1969) 
suggested that it is simply a severe form of tics, 
but their study of 180° childhood tiqueurs 
revealed no evidence relating to the aetiology 
of tics. Morphew and Sim (1969) analysed 43 
case reports of Gilles de la Tourette’s syndrome 
to find support for a ‘functional rather than an 
organic basis for the condition’. However, a 
direct study of 34 patients suffering from the 
condition (Shapiro ¢ al, 1972b) showed no 
common psychopathology. On the other hand, 
Sweet et al (1973) found a sufficient number of 
minor abnormalities in the majority of 22 cases 
studied by them to suggest a neurological basis 
to the disorder. Tics developed soon after head 
injury in a patient described by Sanders (1973) 
and in another reported by Eriksson and Persson 
(1969). None of our six patients bad abnor- 
malities of the central nervous system, but 
there was firm evidence of disturbed family 
relationships during childhood in three cases 
(J.T., M.P. and C.S.). Moldofsky et al (1974) 
found that ten out of fifteen patients had a 
family history of tics, but Shapiro et al (19722) 
found such a family history in only four of their 
thirty-four patients. Sanders (1973) reported a 
father and son suffering from the condition; 
and Friel found three cases occurring in one 
family—two sisters and the son of one of them. 
There is an isolated report of a chromosome 
abnormality, namely an XYY  karyotype, 
associated with the condition (Merskey, 1974). 


SIX CASES OF GILLES DE LA TOURETTE'S SYNDROME 


None of our six patients bad a family history of 
tics; chromosome analysis was not carried out 
on them. Morphew and Sim (1969) considered 
that psychological stresses were often associated 
with the onset of tics and such precipitants were 
reported in one third of cases reviewed earlier 
(Fernando, 1967). Tics seem to have followed 
stressful events in four of our six patients. 

Moldofsky ef al (1974) examined clinical, 
biological and psychological variables in fifteen 
patients to postulate that cases fall into two 
types: a genetically determined metabolic 
disorder or an acquired condition relating to 
physical and psychological traumata. Although 
our six cases are the latter type, the claim made 
by these authors that haloperidol is less bene- 
ficial in this than it is in the genetic variety was 
not substantiated. Butyrophenones (haloperidol 
or triperidol) gave symptomatic relief to all 
three patients who took these drugs. In fact, 
tics of all kinds are probably suppressed by 
haloperidol (Connell et al, 1967), and its value 
in the treatment of Gilles de la Tourette’s 
syndrome is well established (Fernando, 1968). 
It is possible, however, that brain damage may 
militate against its efficacy: of the four patients 
who failed to benefit from the drug in a series 
reported by Moldofsky et al (1974), two had 
been leucotomized before the drug was used. 

Abuzzahab and Ehlen (1971) described two 
patients whose symptoms became tolerant to 
haloperidol. One of our patients (M.M.) devel- 
oped such a tolerance but re-established sensi- 
tivity to the drug after switching to triperidol 
for six months. Moldofsky et al (1974) reported 
the 'loss of vivacity and spontaneity' as a side 
effect of haloperidol. T'wo of our patients 
reported subtle changes of personality coincident 
with relief of symptoms by haloperidol One 
man (M.M.) lost his creative ability, and a 
woman (Ј.Т.) was so frightened by her sub- 
jective feelings that she preferred her symptoms 
to the overall effect of the drug. It is possible 
that long-term medication with haloperidol 
may have serious effects on personality which 
are not easily apparent. 

Clark (1966) has offered an explanation for 
Gilles de la Tourette's syndrome in terms of 
learning theory: motor tics are learned because 
they reduce high autonomic drive, but being 
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activators of cortical arousal mechanisms they 
produce cortical inhibition levels far above 
those which allow adequate motor and verbal 
control. Treatment based on learning theory 
(Yates, 1958) which involves the massed practice 
of tics was successfully used in the case of an 
11-year-old boy (Walton, 1961) and in two 
adult cases (Clark, 1966), but was ineffective 
(Feldman and Werry, 1966) or only partially 
helpful (Sand and Carlson, 1973) in two other 
cases. Reinforcement techniques based on 
operant conditioning were successful in alle- 
viating tics in a 12-year-old boy suffering from 
Gilles de la Tourette’s syndrome (Rosen and 
Wessner, 1973), but Jeste et al (1973) report that 
behaviour therapy in the form of negative 
practice was ineffective in a 13-year-old patient 
presenting with this disorder. No form of 
behaviour therapy was used in any of our cases, 
though Clark (1966) claims that massed 
practice may be the treatment of choice in 
Gilles de la Tourette’s syndrome. 

Three of the six patients reported in this 
paper have never received haloperidol or 
behaviour therapy. In fact, they all appear to 
have improved spontaneously or as a result of 
changes in life situation. They have remained 
well for 7 to 14, years, leading normal lives 
without any specific medication. Each of these 
three women had a classical history of the 
condition resulting in severe disruption of 
adolescence and in two cases childhood. One 
(M.P.), who was given a poor prognosis and 
considered untreatable in her teens, recovered 
completely on leaving her parents. Her com- 
ments to the author indicate that getting away 
from doctors may have been as therapeutic to 
her as leaving home. The other two women seem 
to have improved as they matured and became 
established as housewives and mothers. Goforth 
(1974) too has reported a female patient whose 
improvement was associated with personality 
maturation attributable to psychotherapy. The 
two male patients reported in this paper con- 
tinue to take haloperidol. However, one (C.H.) 
is on a minimal dose, which may be having a 
placebo effect only, while the other (M.M.) 
volunteers his subjective impression that ‘an 
automatic remission in the symptoms has 
occurred’. Thus a good outcome is evident in 
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all five patients who have been followed-up well 
into adulthood. The likelihood that prolonged 
spontaneous remission has taken place is high 
in three of them and reasonably high in the 
other two. 


CONCLUSIONS 

The aetiology of Gilles de la Tourette’s 
syndrome remains uncertain. Tics occurring in 
children may be understood in terms of organic, 
developmental, behavioural and emotional 
models (Corbett et al, 1969). Swearing is a 
normal occurrence related to socio-cultural 
factors and psychological need— mainly tension 
relief (Montague, 1967). Its appearance as an 
involuntary vocal activity may reflect an 
increased need for such activity or a reduced 
capacity to control it. The latter may be 
related to hereditary and/or organic factors, 
while the former is likely to indicate emotional 
disturbance. It is hypothesized that coprolalia 
emerges when there is an alteration in the 
balance between control and need; remission of 
symptoms would therefore occur when the 
balance is restored either by an increase of 
control or by a reduction of need. 

The effectiveness of butyrophenones in sup- 
pressing tics and of massed practice in alle- 
viating or eradicating them must be seen in the 
context of the likelihood of spontaneous re- 
mission of the syndrome which seems to be 
associated with personality maturation. It is 
therefore suggested that there are three main 
aspects to the management of this syndrome, 
namely: ' ] 

(1) The use of haloperidol or triperidol in the 
short term, alternating the drugs if 
tolerance develops to either one. 

(2) The use of massed practice of tics as an 
alternative to medication. 

(3) The promotion of personality maturation 
with an emphasis on encouraging inde- 
pendent behaviour and discouraging de- 
pendence. 

The degree of importance to be given to 
one or other of these aspects of management 
must depend on the individual case: the taking 
of drugs or undergoing behaviour therapy may 
interfere with the third aspect of management 
by discouraging self-reliance, while some 
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patients, particularly adolescents, may find it 
impossible to achieve independence until some 
degree of symptom control has been established. 
It is therefore important that the management 
of the condition should be sufficiently flexible to 
be geared to the individual patient's needs at 
any particular time. 
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APPENDIX І 
Reports of cases showing essential features of the syndrome 
Sex and age at 
Author Year reporting of patients 
Ellison 1964 One male aged 67 
Healy and Fischer 1965 One male aged 9 
Clark 1966 Two males aged 17 and 
22 
Feldman and Werry 1966 Опе male aged 15 
McKinnon 1967 One male aged 31 
Connell # al 1967 Two males aged 12 and 
15 
Grover et al 1967 One male aged 15/16 
Lucas 1967 Опе male aged g and 
one female aged 9 
Fernando 1968 ‘Two females aged 23 
and 26 
Boris 1968 One male aged 14 
Bruch and Thum 1968 One male aged 12 
Eriksson and Persson 1969 Two males aged 15 and 
22 ; 
Morphew and Sim 196g One male aged 14, two 
males aged 34-35 and 
three females aged 91-36 
Prabhakaran 1970 One male aged 15 


Abuzzahab and Ehlen 


Shapiro et al 


Clements 
Sweet et al 


Sanders 


Rosen and Wesner 
Jeste et al 
Friel 


Sand and Carlson 
Moldofsky et al 


Merskey 
Goforth 


1971 


1972 


1972 
1973 


1973 


1973 
1973 
1973 


1973 
1974 


1974 
1974 
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One male aged 17 

Two males aged 14 and 
15, two males aged 30 
and 41 and three females 
aged 17, 25 and 43 
Twenty-seven males and 
seven females (individual 
ages not specified) 

One male aged 16 

Ten males aged 8~16, 
three males aged 19-20, 
four males aged 34-61, 
one female aged 10 and 
four females aged 26-31 


. Two males aged 23 and 


54 

One male aged 12 

One male aged 13 

One male aged 11 and 
two females aged 28 and 


34 

One male aged 9 

Two males aged 11-14, 
three males aged 17-18, 
nine males aged 21-40 
and one female aged 24 
One male aged 19 

One female aged 42 





APPENDIX 2 
Reports of cases excluded from Appendix ї 











Sex of Reason for 
Author Year patients exclusion 
Savin 1961 Three Inadequate 
females and information on 
two males three and late onset 
in two 
Chakraborty 1962 Опе male Absence of tics 
Balducci and 1962 One (sex Inadequate 
Frascella unspecified) information 
Stevens and 1966 One male Absence of vocal 
Blachley tics 
Clark 1966 One female Inadequate 
information 
Connell ef al 1967 Two males Absence of vocal 
tics 
Messiha et al 1971 One male Absence of vocal 
tics 
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Psychiatric Problems in Systemic Lupus Erythematosus 


By A. MacNEILL, D. M. GRENNAN, D. WARD and W. C. DICK 


Summary. Four patients with systemic lupus erythematosus (SLE) are described 
in whom there were major psychiatric complications. Two of these patients had 
cerebral lupus with psychiatric manifestations of the disease together with other 
features of disease activity and responding to treatment with high dose steroids. 
The first of these had had a ten-year history of recurrent episodes of depression 
before other features of the disease became evident; in the second patient 
recurrent psychotic episodes occurred after the onset of typical multi-system 
disease. The third patient had had a minor cerebro-vascular accident four years 
before other features of SLE became manifest, and cerebral deterioration later on 
in her life was probably due to hypertensive cerebro-vascular disease secondary 
to the renal disease of SLE. The fourth patient, a young man, had had recurrent 
episodes of depression and aggressive behaviour for several years and committed 


suicide at the age of 33. 


Cerebral involvement in systemic lupus 
erythematosus (SLE) is now known to be an 
important feature of the disease (British Medical 
Journal, 1975; Bennett et al, 1972; Estes and 
Christian, 1971; Cheatum et al, 1973). Cerebral 
complications of the condition are second only 
to renal complications as a cause of disease 
mortality (Estes and Christian, 1971) and have 
been reported as preceding other features of 
the disease by several years (Bennett et al, 1972). 
We report here four cases in which psychiatric 
features played a significant part in the patient's 
illness; two of these histories are distinguished 
by the duration of mental symptoms (10 years 
and 5 years respectively) before the onset of 
other features of the illness. These four histories 
illustrate some of the psychiatric problems that 
may arise in SLE either as a direct result of 
cerebral lupus or indirectly secondary to 
hypertension induced by lupus nephropathy. 


Case REPORTS 
Case 1 
Miss L.M., a 47-year-old district nurse, was 
admitted complaining of inability to cope with her 
work, impairment of memory and depression of 
mood. She had experienced several such episodes 
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in the past, the worst being nine years previously 
when she required admission and was treated with 
imipramine and perphenazine. While in the ward 
she developed a punctate erythematous rash and 
polyarthritis. She complained increasingly of poor 
concentration and was observed to have difficulty 
in knitting. She became disorientated in time and 
place, her talk was increasingly circumstantial and 
her affect was labile. She became pyrexial and was 
found to have a right-sided pleural effusion. She was 
transferred to a medical ward for further investiga- 
tion. Further symptoms now appeared: she now 
showed slurring of speech, a tic of the cervical muscles 
and involuntary movements of the left hand. 
Investigation results included: haemoglobin 10:1 g 
per cent, ESR33 mm fall in the first hour, white 
blood cell count 3,800/mm3, rheumatoid factor, 
anti-mitochondrial and smooth muscle antibodies 
negative, anti-nuclear factor positive at 1 : 1,000 
homogeneous pattern, DNA-binding activity raised 
at 49 per cent, B-1-C globulin 62 mg/100 ml (normal 
120—168 mg/100 ml), creatinine clearance 89 ml/min, 
urea and electrolytes normal, white and red cells 
present in the urine sediment and proteinuria, 
cerebro-spinal fluid protein raised at 70 mg/roo ml, 
EEG no definite abnormality, brain scan normal; 
renal biopsy showed focal glomerulonephritis. Active 
SLE with cerebral and renal involvement was diag- 
nosed, and she was treated with prednisolone 50 mg 
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daily. In the next month her mental condition 
improved in parallel with a fall in her DNA-binding 
activity, and the prednisolone dosage was slowly 
reduced. Her general condition remained well until 
prednisolone dosage had been reduced to 28 mg daily, 
when she had a relapse of her depression and DNA- 
binding activity was subsequently found to have 
risen. She was re-established on a higher dose of 
prednisolone and the depression again improved. 

She was well enough to be discharged from hospital 
two months later. Over the past ten months since 
discharge she has remained fairly well on a slowly 
reducing dose of prednisolone. 


Case 2 

Mrs А.С., a 31-year-old housewife, at the age of 
28 years complained of lassitude and developed a 
generalized polyarthritis which was initially diag- 
nosed and treated as rheumatoid arthritis elsewhere. 
One month after the onset of her illness she suddenly 
became worse, with more joint pain, confusion, 
pyrexia and the onset of cardiac failure. On admission 
to hospital she was ul and confused, in congestive 
cardiac failure; there was T wave inversion of the 
lateral chest leads of the ЕОС, and raised serum 
aspartate transaminase (SGOT) at 87 units/litre, and 
alanine transaminase (SGPT) at 720 units/litre were 
found, suggesting myocarditis. Chest K-ray showed 
consolidation of the right lower lobe. Blood urea level 
was raised at 98 mg/100 ml and 1-8 g protein were 
excreted in a 24-hour urine collection. She was 
treated with diuretics and 100 mg of prednisolone 
daily and generally improved over the next ten days. 
Steroid reduction in 10 mg steps was started and she 
remained well until dosage was reduced to 60 mg 
per day. At this stage she became extremely depressed 
and withdrawn, and later acutely psychotic with 
disorientation, confusion, auditory hallucinations and 
delusions; she believed her heart was to be excised. 
She was at this stage treated with chlorpromazine 
50 mg thrice daily and maintenance of the 60 mg of 
prednisolone per day, and improved over the course 
of a fortnight. Steroid dosage was further reduced 
to a lower maintenance dose, and the patient was 
allowed home. Since this first psychotic episode the 
patient has had three further episodes of paranoid 
psychosis in association with other evidence of 
disease activity, including myocarditis, pneumonitis 
and renal involvement, but in the absence of signi- 
ficant hypertension, uraemia or electrolytes imbalance 
and each time she improved with high dose pred- 
nisolone. The last two episodes have occurred in the 
last twelve months and DNA-binding activity during 
both has been very high at over 9o per cent on both 
occasions with a low C3 complement level at the 
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earlier one at 55 mg/100 ml. In one of these the 
psychosis occurred very soon after reduction in the 
dosage of prednisolone. However, it is noteworthy 
that DNA-binding activity has been over go per cent 
even during those periods in the past year when the 
patient was perfectly well clinically, and in this 
patient may not be a good indicator of disease activity. 
At present the patient is mentally well on a daily 
steroid dosage of 40 mg of prednisolone. 


Case 3 

Mrs C.W. first presented at 35 years of age with a 
hemiparesis. She was found to be hypertensive, and 
anti-hypertensive medication was started. She made 
a good recovery, but two years later her pregnancy 
was terminated because of hypertension and she was 
noted to have a polyarthritis of four years duration. 
She developed vaginal bleeding after her hysterec- 
tomy, and was found to have splenomegaly, thrombo- 
cytopenia and anaemia, a positive Coomb’s test, and 
positive ANF. Le cells were not detected. A pre- 
sumptive diagnosis of SLE was made and treatment 
was started with prednisolone, 60 mg daily. Her 
hypertension proved difficult to control and she was 
readmitted eighteen months later. Her stay in hospital 
was abbreviated by her extreme anxiety, but she 
required almost immediate readmission because of 
severe headache and vertigo. An EEG at this time 
showed  bitemporal abnormalities which lacked 
diagnostic specificity. The diagnosis of SLE was 
confirmed at this stage by renal biopsy, which showed 
changes of glomerulonephritis with concurrent in- 
fective changes. She continued to be admitted from 
time to time over the next two years, complaining of 
headache and vomiting, and showing hallucinations 
and increasing confusion. 

Hospital admission at the age of 42 years was 
because of memory impairment, poor concentration, 
headache, and ataxia. She was depressed and showed 
vague non-systematized persecutory delusions, with 
illusions and hallucinations. She was disorientated in 
all dimensions, restless and confused. Blood pressure 
was 210/120 mm of mercury and blood urea varied 
around 50 mg/100 ml. An EEG showed widespread 
gross abnormalities. She did not improve and died a 
month after admission. Post mortem: examination. 
was not carried out. 


Case 4 

Mr D.M., a male nurse, had problems of per- 
sonality which first became evidence in adolescence. 
Later, from the age of 24, he had repeated bouts of 
depression which continued to recur until his death 
from a paracetamol overdose nine years later. Over 
the first three years he was admitted on several 
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occasions to different hospitals for psychiatric in- 
patient treatment; his symptoms included aggressive- 
ness and paranoid ideas, with marked fluctuation of 
mood; on one occasion he attempted suicide. At the 
age of 27 years he developed pleurisy and thrombo- 
cytopenic purpura, with a positive antinuclear factor. 
SLE was diagnosed and prednisolone therapy was 
commenced which he continued in low dosage 
(around 10-15 mg daily) as an out-patient. One year 
after SLE had been diagnosed he had an episode of 
headache, vomiting and photophobia and was 
admitted to another hospital. Cerebro-spinal fluid 
examination showed 10-15 lymphocytes per high 
power field with 75 mg/100 ml of protein, and aseptic 
meningitis was diagnosed. No viruses were isolated 
from the CSF, and corticosteroid dosage was con- 
tinued unchanged. Following his recovery from this 
episode he was reasonably well until a similar episode 
three years later. Eleven days after discharge from 
hospital at the end of this episode he was admitted 
to yet another hospital deeply unconscious after an 
overdose of diazepam tablets. He had been taking 
prednisolone 15 mg daily prior to this overdose. 
On recovery he was extremely depressed and became 
aggressive and violent towards the hospital staff. He 
was transferred to a psychiatric hospital, but after one 
week insisted on discharge. Nine days later he 
suffered a sudden onset of vertigo and remembered 
nothing subsequently for 24 hours. Nothing abnormal 
was found on examination in hospital, and he again 
took his own discharge on recovering, but one week 
later he was readmitted after sudden onset of 
*pleuritic! chest pain; ЕСС showed changes of 
pericarditis. He admitted to depression and suicidal 
thoughts but four days later again insisted on leaving 
hospital. He was much concerned at this time about 
the diagnosis of SLE; he had been informed of this 
at the hospital where the illness was first diagnosed 
and was convinced that he had only a few years to 
live. Ten days later he died in another city after a 
self-administered paracetamol overdose. Post mortem 
examination was not carried out. 


Drsaussion 

These cases illustrate some of the psychiatric 
problems which may be associated with SLE 
and its diagnosis. The first two patients had 
definite cerebral lupus with mental symptoms, 
together with other features of disease activity. 
The first was successfully treated with high-dose 
steroids, and DNA-binding activity fell with the 
response to therapy. Her case is unusual in the 
duration of the psychiatric illness before other 
features of the disease became manifest, and it 
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could be argued that her earlier mental symp- 
toms occurring before the onset of multi-system 
disease were unrelated to SLE, although this 
seems the less likely possibility. 

The second patient has had severe multi- 
system lupus with several psychotic episodes, 
occurring in association with renal disease, 
myocarditis and pneumonitis. Her psychotic 
illnesses have responded to high dose steroid 
therapy, but mental improvement has not been 
reflected in a fall in DNA binding activity. 
One psychotic episode occurred when she was 

ing 60 mg of prednisolone daily. It was 
thought at the time that this might be steroid- 
induced; however, subsequent psychotic epi- 
sodes have occurred while she has been on 
lower doses of steroids and have improved on 
increasing the steroid dosage, and this, occurring 
in association with improvement of other fea- 
tures of disease activity, makes a diagnosis of 
steroid psychosis unlikely. 

The third case illustrates another more 
obvious mechanism of cerebral involvement in 
SLE, namely via hypertension secondary to 
renal involvement. The early presentation of 
the disease with hypertension and a cerebro- 
vascular accident in a young female supports 
this diagnosis. 

The last case presents a complex problem. 
Several alternatives are possible: 

(a) The patient’s personality disorder was 
unrelated to his SLE, and his death from drug 
overdose an impulsive action resulting from 
his inability to cope with his many problems 
(marital, financial, and his illness, which he 
knew to be a fatal one). 

(b) His personality disorder was an early 
manifestation of his SLE. This hypothesis is 
unlikely and untestable. 

(с) He had cerebral lupus, which resulted in a 
severe endogenous depression, and this, in com- 
bination with his personality disorder, lead to 
his suicide. 

We view the third of these to be the most 
likely. Following the diagnosis of SLE he was 
treated with low doses of steroids and then his 
care appears to have been shared between many 
hospitals. He was obviously a difficult patient to 
treat. Our assumption that his continued mental 
symptoms were due to SLE must remain un- 
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proved as we can find no positive serological 
tests resulting from his admissions to various 
hospitals in the few years before his suicide. 
However, the fact that he had developed multi- 
system features of his illness, with pleurisy, 
thrombocytopenia and a positive anti-nuclear 
factor and that just before his death he had 
evidence of pericarditis would all support this 
assumption. Certainly this young man's tragic 
case must make us beware of labelling difficult 
psychiatric patients as psychopathic personalities 
without remembering that there may be a 
potentially treatable cause for their illness. It is 
noteworthy that Von Brauchitsch (1972) found 
29 of 140 randomly selected patients admitted 
to a psychiatric service to have positive anti- 
nuclear factors. More recently Johnstone and 
Whaley (7519), in addition to finding the inci- 
dence ofpositive anti-nuclear factor to be higher 
in 100 psychiatric patients than in controls, have 
found a positive anti-nuclear factor to be more 
common in their psychotic than in non- 
psychotic patients, although in their study this 
tendency may have related to lithium therapy. 


A. MacNeill, м.в., сь.в. 

D. M. Grennan, M.B., M.R.G.P. 
D. Ward, M.B., M.R.C.P. 

W. С. Dick, M.D., M.R.G.P., 


445 


Accepting the difficulties of studies such as this, 
we wonder if taking a closer look at patients in 
other psychiatric institutions might reveal pre- 
viously undiagnosed and potentially treatable 
cases of SLE, and we hope to do this in the 
near future. 
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Crohn’s Disease: A Psychosomatic Illness? 


By B. F. SHEFFIELD and M. W. P. CARNEY 


Summary. We investigated the psychological status of Crohn’s disease patients 
because 10 such patients had been referred to our psychiatric out-patient 
department over a period of six years, whereas if there were no association 
between the disease and psychiatric morbidity, the expected referral rate would 
be one case in 20 to 100 years. We found an association between episodes of 
psychiatric and physical symptoms in the case histories. We administered the 
Eysenck Personality Inventory and the Manifest Anxiety Scale to 28 out-patients 
with Crohn’s disease (8 psychiatrically and 20 non-psychiatrically referred), 
17 with chronic non-psychosomatic medica] diseases, 43 with psychosomatic 
diseases and 100 with neurosis. Crohn’s disease patients were significantly more 
anxious, neurotic and introverted than both the test norms and the non- 
psychosomatic medical out-patients and did not differ appreciably from the 
psychosomatic patients in these respects. 


INTRODUCTION 

Despite case reports that psychological stresses 
and emotional disturbance may provoke and 
maintain episodes of Crohn’s disease (Stewart, 
1949; Crocket, 1952; Grace, 1953; Mersereau, 
1963; Ford, Glober and Castelnuovo-Tedesco, 
1969; Paulley, 1971), a psychogenesis for the 
disorder is doubted (Crohn and Yarnis, 1958; 
British Medical Journal, 1970) or ignored (Pro- 
ceedings of the Royal Society of Medicine, 1971). 
Indeed, while concluding that Crohn’s disease 
was in no sense psychosomatic, Feldman, 
Carton, Soll and Bacharach (1967) mentioned 
4 cases of depression among their 17 patients; 
they failed to use standard interview techniques 
and fallaciously assumed that abnormal pheno- 
mena were normally distributed in the general 
population. Attempts to describe a particular 
pre-morbid personality or psychopathology have 
failed, but inability to express anger and 
obsessional features are mentioned (Goldberg, 
1970). Ford et al (1969) found immaturity and 
excessive dependence to be common, and attacks 
of enteritis apparently frequently modified the 
original stress situation by changing the family 
equilibrium. 

The possibly increasing (Lancet, 1972) inci- 
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dence of Crohn's in the general population 
apparently varies from о:8 per 100,000 in 
Oxfordshire (Evans and Acheson, 1965) to 
3:1 per 100,000 in Sweden (Norlen, Krause 
and Bergman, 1970). We suspected an associa- 
tion between Crohn’s disease and psychiatric 
disorder on the following grounds. Within six 
years, 10 patients were referred to our psychia- 
tric out-patient department in Blackpool, where- 
as, assuming a population for the Fylde district 
of Lancashire of 310,000, an annual new 
psychiatric out-patient referral rate of 1,500 
and an incidence of 0°8 to 3:1 per 100,000, we 
might have expected to see one every 20 to 
100 years. Furthermore, the case histories of 
these patients suggested that certain personality 
traits were common and that there were associa- 
tions between the occurrence of psychiatric and 
physical symptoms. 

Accordingly, the group of patients with 
Crohn's disease who had been psychiatrically 
referred were compared with those patients not 
so referred, and also with groups of neurotic 
out-patients and psychosomatic medical out- 
patents, in terms of objective measures of 
anxiety and neuroticism. To attempt to control 
for the possibility that any vulnerability found 
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was merely a reaction to the stress of a chronic 
physical condition, a group of non-psychoso- 
matic medical out-patients of similar chronicity 
were also included. 


METHODS AND RESULTS 

Crohn's disease patients 

In order to carry out a psychometric investi- 
gation of a representative sample of Crohn’s 
disease patients, we asked the general practi- 
tioners of the Fyle and interested hospital 
consultants for the names of such patients, 
Because these doctors worked within a peninsula 
served by one district general hospital we 
assumed that few would escape notice or be 
treated elsewhere (only one patient was so 
treated). All the diagnoses had been confirmed 
at laparotomy and histologically. Of 30 patients 
we contacted, 28 (8 ‘psychiatric’ and 20 ‘non- 
psychiatric’) co-operated; 2 (non-psychiatric) 
patients refused. A further psychiatric patient 
was judged to be incapable because of brain 
damage, and another had left the area and 
could not be traced. The mean duration of 
symptoms was 9 years (3 to 27). All were out- 
patients, so only out-patient controls were 
studied. 


Patients psychiatrically referred (Table I) 

Seven female and 3 male patients (mean age 
47, range 26-68 years) had a mean duration of 
Crohn’s symptoms of 12.8 (т to 27) years and 
of psychiatric symptoms of 8-4 (4 to 16) years. 
In 3 cases psychiatric preceded abdominal 
symptoms, and in 2 there had been psycho- 
somatic disorders (hay fever, urticaria, asthma) ; 
in the remainder, abdominal symptoms appeared 
first. In 7 cases bouts of psychiatric and abdo- 
minal complaints alternated and both seemed to 
be ways of manipulating domestic situations; in 
3 they coincided and appeared to be more 
directly related to stress. Psychiatric diagnoses 
were: neurotic depression (8), psychotic de- 
pression (1) and mania (1). Other features 
were hysterical symptoms (7)—eg ‘belle in- 
différence’, manipulative behaviour and neuras- 
thenia—one or more psychiatric admissions (7), 
self-poisoning attempts (4), self-mutilation (1) 
and drug addiction (1); there were also per- 
sonality traits of undue dependence (7), imma- 
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turity (7), obsessionality (6) and inability to 
express emotion (6). Six patients had had 
courses of ECT. During bouts of psychiatric 
illness there were only single instances of steroid 
therapy and low serum folate concentration 
(1:8 ng/ml) and none of serum Вг below 
100 pg/ml or other evidence of serious mal- 
absorption. 


Control patients 

Consultant physicians selected patients ill for 
at least two years (mean duration of illness 
8 years; range 2 to 22) from consecutive medical 
out-patients, having rejected those over бо years. 
The two groups did not differ on length of 
illness (t = 0:4; P > 0-5; not significant). These 
were then sorted by a psychiatrist (M.W.P.C.), 
ignorant of the test results, into those with 
psychosomatic (Henderson and Gillespie, 1962) 
and those with non-psychosomatic diagnoses. 
The former comprised asthma, diabetes mellitus, 
essential hypertension, coronary thrombosis, 
duodenal ulcer, rheumatoid arthritis, thyro- 
toxicosis and ulcerative colitis; the latter 
valvular and other chronic heart disease, 
aplastic anaemia, polycythaemia, biliary cir- 
rhosis, chronic epistaxis, Raynaud’s disease and 
various chronic gastrointestinal and renal dis- 
orders. Psychiatric controls were consecutive 
first attenders with neurosis at our psychiatric 
out-patient department. 


Psychometric investigations 

All patients were invited by their doctors to 
complete questionnaires to further psychological 
understanding of their cases. These were 
administered by a trained staff nurse to the 
non-psychiatric patients in the medical out- 
patient department and to the psychiatric 
patients in the psychiatric out-patient depart- 
ment. They were: the Manifest Anxiety Scale 
(MAS) (Taylor, 1953) and the Eysenck Per- 
sonality Inventory (EPI) (Eysenck and Eysenck, 
1964)—from which are derived neurotic (IN), 
extraversion (E) and ‘Lie’ (to assess self- 
misrepresentation) scores. As psychiatric and 
non-psychiatric Crohn's disease patients did not 
differ significantly with respect to mean N 
(13:0 and 14°0), E (g'o and ro:2), MAS 
(24:0 and 21:6) and Lie (4:0 and 4:5) scores, 
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the two groups were combined for comparison neuroticism and anxiety. However, in no case 
with 17 medical, 43 psychosomatic and roo did the mean difference between males and 


neurotic out-patients (Table II). females reach significance, and accordingly the .. 


For all three groups, female patients showed scores of the sexes were combined (Table П). 
a tendency to score more highly on extraversion, On the mean N, the Crohn's disease patients, 


'TABLE I 
Clinical features of psychiatrically-referred patients with Crohn's disease 
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like the neurotic and psychosomatic patients 
from whom they did not significantly differ, 
scored significantly more highly than the norms 
for the test (Eysenck апа Eysenck, 1964) 
(t == 5:1; P < o:oor) and than chronic medical 
patients (t = 2-933; P < 0-05). On the mean 
MAS the Crohn's disease patients! scores were 
higher than the norm for the test (Grossberg and 
Wilson, 1965) (t — 4:00; P « 0-001) and than 
the scores of chronic medical patients (t = 2:88; 
P < o-or); they were lower than the scores for 
neurotic patients (t = 2-92; Р < o-or) but did 
not differ significantly from those of the psycho- 
somatic patients. The chronic medical patients 
had significantly lower mean N and MAS scores 
than the other groups, while the neurotics had 
significantly higher mean scores than the chronic 
medical and psychosomatic patients. 

With regard to  extraversion-introversion 
(Table IT), there were no significant differences 
between the four groups, but the norm (12-107, 
SD 4:37—Еуѕепск and Eysenck, 1964) was 
significantly greater than the mean E for the 
Crohn's disease patients (Р < o-oor), psycho- 
somatic disorder (P < o-oor) and neurotic 
(P < o-oor) patients. None of the mean lie 
Scores exceeded the upper limit of normal 
(Eysenck and Eysenck, 1964). 


Discussion 

Our sample was probably representative of 
Crohn’s disease within the Fylde because our 30 
patients exceed the expected prevalence if the 
figure of g/100,000 is accepted (Evans and 
Acheson, 1965). The diagnosis was proven, so 
confusion with other conditions in which psycho- 
genic factors have been cited, for imstance 
ulcerative colitis and idiopathic steatorrhoea, 
was unlikely. The results of the personality tests 
suggest that Crohn’s disease patients, whether 
referred to the psychiatrist or not, were as 
neurotic and anxious as patients with psycho- 
somatic disorders and more so than the general 
population or than chronic medical out- 
patients—findings clearly conflicting with the 
conclusion of Feldman et al (1967) that Crohn's 
disease is in no sense associated with psychiatric 
disorder. 

On the other hand, the patients suffering 
from chronic non-psychosomatic medical condi- 
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tions were lower on anxiety and neuroticism 
than Crohn’s disease or psychosomatic groups. 
On the face of it therefore, we found no associa- 
tion between vulnerability as expressed in terms 
of the tests we used and the stress of chronic 
non-psychosomatic physical disorder. Of course, 
it is fallacious to assume that all chronic illnesses 
are equally stressful for the sufferers. Moreover, 
the manifestations of certain diseases involve a 
special liability to distress—e.g. frequent bowel 
action in some gastro-intestinal conditions 
(Goldberg, 1970)—though there is no evidence 
of such distress as measured by objective tests of 
anxiety and neuroticism in the generality of 
gastro-intestinal disorders (Philip and Cay, 
1972). Nevertheless, the findings do suggest that 
the Crohn's disease group shares with the 
psychosomatic group a vulnerability to stress of 
which both psychiatric and physical clinical 
features may be manifestations. 

This inference is reinforced by study of the 
cases referred to the psychiatrist. In some, 
psychiatric or psychosomatic illness preceded 
the abdominal manifestations. Both physical 
and psychological symptoms frequently seemed 
a way of dominating spouses, families and 
domestic situations and were less often directly 
related to psychological stress. Most of these 
patients were strikingly passive, dependent and 
diffident. In them there was little evidence of 
other factors linked with psychiatric disorder-— 
steroid therapy, low serum folate (Carney, 1967) 
ог low Vitamin Bre (Shulman, 1967). Un- 
fortunately we did not have this information for 
all the non-psychiatric Crohn’s disease patients. 

Our finding that, like neurotic and psycho- 
somatic patients, Crohn’s disease patients were 
more introverted than both non-psychosomatic 
chronic medical patients and the general 
population is in keeping with Sainsbury’s report 
(1960) that patients with psychosomatic dis- 
orders tend to be introverted. However, we 
were struck by the extraverted personalities of 
several of our psychiatric Crohn’s disease 
patients, and their case histories showed 
hysterical, even psychopathic, traits (related to 
extraversion). Possibly behaviour disturbance 
may determine whether a patient with the 
disease is referred to a psychiatrist or not. 

Crohn’s disease may possibly be psycho- 
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somatic, that is to say that emotional dis- 
turbance may play a part in causing, aggra- 
vating or maintaining its characteristic morbid 
process (Lewis, 1954). However, confirmatory 
long-term folow-up studies are needed, and 
our investigation was not designed to explore 
the precise relationship between psychic dis- 
turbance and the morphology of the lesions. 
Though Crohn's disease is probably multi- 
factorial in causation, possible psychological 
factors being only one of several factors, the 
establishing of its psychosomatic status would be 
of value in guiding future lines of treatment. 
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A Controlled Trial of Phenothiazine Withdrawal in Chronic 
Schizophrenic Patients 


Ву P. ANDREWS, J. №. HALL and К. P. SNAITH 


Summary. Phenothiazine drugs were withdrawn from 17 chronic schizophrenic 
in-patients, with a control group of 14 patients remaining on active medication. 
The trial was conducted under double blind conditions over a period of 42 weeks 
with weekly assessment of the patients by ward nurses. Of the placebo group 
35 per cent relapsed, relapse being related to the level of previous active medica- 


tion. 


Few psychiatrists would today contest that 
phenothiazine drugs play an important role in 
the treatment of acute schizophrenia. The 
value of these drugs in the management of 
the chronic schizophrenic in-patient is less 
certain, and it is probable that many of the 
earlier discrepant reports concerning their 
evaluation arose from the failure to distinguish 
acute from chronic patients. 

The first report of the effect of withdrawing 
these drugs from schizophrenic in-patients 
(Good et al, 1958) was followed by many other 
studies. The literature in this field has been 
well reviewed by Prien and Klett (1970) and 
Tobias and MacDonald (1974). The findings 
of the studies vary widely, and this is not 
surprising in view of the marked differences in 
method adopted by the researchers. The most 
important defects in the studies may be sum- 
marized as follows: 

(т) Brief duration of withdrawal from drugs 

before final evaluation. 

(2) Failure to define diagnosis, or inclusion of 
patients suffering from a range of dis- 
orders. 

(3) Failure to carry out the withdrawal under 
double blind conditions, and in some cases 
failure even to substitute a placebo. 

(4) Failure to assess the patients’ progress in 
any systematic manner, or alternatively 
the use of locally developed assessment 
scales which preclude comparison with 
other studies. 
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(5) Lack of information regarding the dura- 
tion of illness or length of stay in hospital 
before the withdrawal of drugs. 

(6) Failure to stabilize the patients on a single 
phenothiazine before withdrawal of drugs, 
and lack of information as to the dose of 
the drugs. 

(7) Small numbers of patients. 


(8) Lack of statement as to the criteria of 
relapse. 

(9) Absence of any attempt to determine whe- 
ther patients were in fact taking the drugs 
that were given them. 

Some authors have avoided most of these 
defects. The 16-week study by Caffey et al (1964) 
avoids all of them, and the 24-week study of 
Prien et al (1968) avoids all but the last. 

In view of the finding in the latter study that 
relapses could occur as late as the twenty-second 
week after withdrawal, the present authors 
decided to carry out a study, avoiding the 
aforementioned defects, over a period of one 
year. A further reason for repeating the studies 
of others was that, with the exception of the 
papers by Rathod (1958) and Hughes and Little 
(1967), no controlled studies have been con- 
ducted in Britain, and most have been carried 
out in the USA. In view of cross-Atlantic 
differences in the diagnosis of schizophrenia 
(Cooper et al, 1972) it seemed important to 
determine how valid American findings might 
be in this country. 
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METHOD 

The study was conducted on 36 male patients, 
all continuously in hospital for a minimum of 
six years. All had been on oral phenothiazine 
drugs for an equivalent period, and no patients 
on depot injections of phenothiazines were 
included. The validity of tbe diagnosis of 
schizophrenia was ascertained by the psychia- 
trist (R.P.S.) taking part in the study. Although 
some patients showed few current psychotic 
symptoms, perusal of the case notes satisfied 
him that the diagnosis was justified. 

Research of this type commonly fails without 
the full co-operation of nursing staff; it is under- 
standable that they should resent the possibility 
of having to care for patients whose relapse has 
been caused by a research programme over 
which they have no control. In this study it was 
agreed that if a senior ward nurse considered 
that a patient was consistently deteriorating, a 
known phenothiazine drug would be prescribed, 
without, however, breaking the double blind 
code. Such an event was taken as the criterion 
of relapse in the study. 

After a two-week baseline assessment period 
the patients were all transferred from their 
previous phenothiazine medication to thera- 
peutically equivalent doses of chlorpromazine. 
During the eight-week period of stabilization 
on the new medication one patient died from 
coronary thrombosis, and three others were 
withdrawn from the study on account of 
deterioration of behaviour. At the end of this 
period the remaining 32 patients were assigned 
randomly to active chlorpromazine or identical 
placebo tablets by the hospital pharmacist, who 
alone held the key to the drug assignment 
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throughout the 42 weeks of the experimental 
period of study. The assignment was arranged 
so that at each dosage level (low, medium, and 
high) roughly equal numbers of patients re- 
ceived active and placebo medication. Table I 
shows the characteristics of the patients in each 
group. 

The patients were assessed each week on the 
12-item Ward Behaviour Rating Scale of Wing 
(1961). T'his scale has been subjected to factor 
analysis, yielding the two factors of Social 
Withdrawal (SW—maximum score 16) and 
Socially Embarrassing Behaviour (SE—maxi- 
mum score 8). The ratings were carried out by 
nursing staff on the basis of observations during 
the preceding week. Each nurse rated the same 
patients throughout the study, and no one nurse 
rated more than five patients. 

At the end of the period of study the urine of 
all patients supposedly on active chlorpromazine 
was subjected to chemical assessment for the 
presence of the drug. For one patient in the 
medium-dose group the test was negative and 
this patient (who did not relapse) was omitted 
from analysis in the results. 


RESULTS 

The baseline figures (see Table I) show an 
association between SE score and dose level 
(marginally significant at р = ‘08 (Kruskal- 
Wallis test)), reflecting the higher doses of 
phenothiazine medication given to patients 
who displayed socially embarrassing behaviour. 
There were no significant differences on the 
baseline SW or SE scores between patients 
completing the trial and those relapsing. 

Table II gives the crude results of the study 


Tase І 
Patient characteristics and Wing scores for each dosage level 





Mean years 





Dosage level No. of patients Mean age continuous Ж cone 
hospitalization Mg Capea 
Low (50-100 mg daily) НЕ ВЯ 7 63 yrs 25 SW 2:07 
SE 0:36 
Medium (150-200 mg daily) .. T 19 52 yrs 22 SW 2:10 
SE 0:8 
High (over 200 mg daily) .. is II 50 yrs 18 SW 2-22 
(7 patients—goo mg daily, SE 1°54 


4 patients—450 mg daily) 
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Tase П 
Completion and relapse of patients in study 
Dosage level Active medication Placebo medication Total for each group 
Low 3 completed 4 completed 7 completed 
E о relapsed 
Medium 5 completed 5 completed 10 completed 
| 1 relapsed 2 relapsed 3 relapsed. 
High 5 completed 2 completed 7 completed 
4 relapsed 4 relapsed 
Total for each condition 13 completed 11 completed 24. completed 
1 relapsed 6 relapsed 7 relapsed 
Tase III 
Wing scores for each experimental period 
Baseline Stabilization  — ÉxPerimental (42 weeks) 
2 weeks ои First 6 weeks Last 6 weeks 
Active-drug patients SW æm 2:84 2:57 2:44 
SE 1:21 1:24 0:95 тї 
Placebo-drug non-relapsing patients SW — 2:14 1:92 1:94 2°20 
SE 0:64 0-85 0-83 0:97 





in terms of the number of patients who com- 
pleted the study or relapsed. It shows that 
relapse is more probable for higher dosage 
groups than for lower dosage groups (p = :07, 
Fishers exact test). Relapse of individual patients 
occurred between g and 29 weeks from the start 
of the experimental period. 

Table III gives the Wing SW and SE scores 
for all the active-drug patients and the non- 
relapsing placebo-drug patients for the periods 
of the study. Figures are given for the first and 
last six weeks of the experimental period. This 
shows that the placebo patients who did not 
relapse showed no deterioration over the 
experimental period, although paradoxically 
the active patients do show a slight deterioration 
in SE. 

There were two distinct patterns of relapse, 
as shown by the Wing results. Two patients 
(one being the single active-drug relapser) 
relapsed following consistently very low SW 
and SE scores throughout the study, showing 
no fluctuation in scores before his relapse. The 
five remaining patients who relapsed all showed 
a" noticeable fluctuation and increase of Wing 


scores, notably the SW score, beginning between 
8 and 15 weeks before relapse. Fig 1 gives the 
mean SW scores for the five patients, arranged 





15 10 5 
weeks pre-relapse 


5 
weeks 
ром -геіарве 


+ 
RELAPSE 


Fic 1—Mean SW score of 5 patients showing common 
pattern of relapse. 
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to show the changes both pre-relapse and post- 
relapse about a common relapse point. The 
graph also shows the very rapid reduction to 
baseline period levels in SW scores following the 
re-introduction of active medication. Of the 
five patients three relapsed when SW scores 
were at their peak, but the other two patients 
were already past their peak score when they 
relapsed. Since five other patients who com- 
pleted the trial obtained SW scores as high as 
these at least once, a high SW score alone is 
not an indicator of relapse. 


Discussion 

Phenothiazine drugs were withdrawn from 
chronic schizophrenic in-patients under double 
blind conditions over a period of 42 weeks. 
Seven patients relapsed, one relapse occurring 
among the patients who continued to receive 
active medication (7 per cent relapse rate), and 
the remaining six occurring among patients 
who received placebo medication (35 per cent 
relapse rate). Of those patients who relapsed 
on placebo, relapse occurred up to 29 weeks 
after active medication was stopped. The relapse 
rate was higher among patients who had 
previously received higher doses of pheno- 
thiazine, as noted by Prien et al (1968). The 
majority of the patients who relapsed showed 
a noticeable increase in social withdrawal for 
a period of several weeks preceding relapse, 
followed by a rapid improvement when active 
medication was reintroduced. There were no 
signs of deterioration among placebo patients 
who did not relapse. Discussions with the nurses 
of the reasons for relapse suggest that highly 
individual critical incidents, or the anticipation 
of such incidents, form the basis for nurses 
deciding to terminate the trial, and these inci- 
dents are not reflected in changes in a general 
rating score. 

This finding of a 95 per cent relapse rate is 
more encouraging than the ‘at least 40 per cent’ 
significant regression that Prien and Klett’s 
(1970) review suggests as a general finding. 
As they point out, varying definitions of relapse 
account for at least part of the reported dis- 
crepancies between different studies; the cri- 
terion of relapse used in this study was severe, 


but is also closely related to that used in normal 
clinical practice. 

There can be little doubt that large numbers 
of chronic schizophrenic patients are main- 
tained on phenothiazine drugs without deriving 
any benefit. This is wasteful of both financial 
resources and of the time of medical and nursing 
staff. Moreover the drugs have side-effects, 
some irreversible, which should be counte- 
nanced only when set against the probability of 
overriding therapeutic benefit. It is suggested 
that all such patients, especially those receiving 
doses equivalent to less than 200 mg of chlor- 
promazine daily, should be periodically with- 
drawn from drugs. This withdrawal should be 
a co-operative undertaking between nursing 
and medical staff, and medication should be 
immediately available to those patients who are 
clearly relapsing. 
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‘Filtering’ and the Cognitive Deficit in Schizophrenia 
By D. R. HEMSLEY and $. L. ZAWADA 


Summary. This study attempted to clarify the nature of dysfunction in the 
selective attention of schizophrenics, Within the framework of Broadbent’s 
(1971) theory of information processing it was argued that ‘filtering’ inefficiency 
should be reflected in a reduction in the discrepancy in performance on a short- 
term memory task between the condition of pre-instruction as to the relevant 
material and that of post-instruction. Three groups of subjects, 10 schizophrenics, 
IO depressives, and 10 normals, matched for age and intelligence were tested on 
such a task. While the overall performance of normal subjects was superior to that 
of both psychiatric groups, depressives and schizophrenics did not differ. The 
normal group also showed a significantly greater improvement with pre- 
instruction than the psychiatric groups; again, the schizophrenics and depressives 
did not differ significantly, though there was a tendency for schizophrenics to 
benefit less than depressives from pre-instruction. It appears that ‘filtering’ 
difficulties as here defined may not be specific to schizophrenia. Alternative 
conceptualizations of the cognitive abnormalities shown by schizophrenics, such 
as slowness of information processing and difficulties in response selection, may 


be more useful. 


Impaired attention has been described as a 
clinically prominent feature of schizophrenic 
behaviour (McGhie and Chapman, 1961), and 
considerable research has demonstrated the 
poorer performance of schizophrenics on tasks 
considered to measure selective attention (Chap- 
man and McGhie, 1962). Attempts have been 
made to incoporate such deficits within the 
framework of response interference (Broen, 
1968), input dysfunction (Venables, 1964), and 
slowness of information processing (Yates, 1966; 
Marshall, 1973). The concept of ‘overinclusion’, 
the clinical usefulness of which is doubtful 
(Hawks, 1964), has also been interpreted as 
reflecting information processing disturbance 
(Hawks and Marshall, 1971; Hemsley and 
Hawks, 1974). 

Until recently the term ‘selective attention’ 
has been employed in an ill-defined manner, 
often related to experimental work with normal 
subjects. The present paper is based on a model 
of attention and perception put forward by 
Broadbent (1971). If one accepts the need for 
direct measures of such processes, as empha- 


sized by Broen and Nakamura (1972) and Cash 


et al (1972), it would seem useful to attempt to 
apply Broadbent's recent theoretical formula- 
tions to the problem of cognitive deficits in 
schizophrenia. 

'The model put forward by Broadbent is to a 
large extent derived from the theory of atten- 
tion introduced by Treisman (1960). It is 
probabilistic rather than determinate, a limited 
capacity decision channel being seen as re- 
ceiving not determinate information but 'evi- 
dence! about the outside world. At each of 
three points in the system a set of possible 
states exists. The ‘stimulus’ is that particular 
one of the possible states of the environment 
which occurs on this occasion; the ‘evidence’ 
is the particular one of the possible inputs of 
the limited capacity channel which results 
from the stimulus; one of the possible outputs, 
or ‘category states’, from that channel then 
follows: 

There then exist rules connecting the three 
classes of states to each other. These determine 
firstly what evidence may result from each 
stimulus. This corresponds to ‘filtering’; it 
causes the evidence to depend to an increased 
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Current applications of MAO inhibitors 





Over the past few years there has been 
Increasing awareness that MAO Inhibitors have 
Important therapeutic functions. Recent studles 
on phenelzine, for example, have shown It to 
have a useful anxiolytic effect in phoblc patients. 
Phenelzine has also been shown to produce a 
'striking improvement' when combined with 
amitriptyline in patients refractory to either of 
these drugs alone. 


Phobias 


One of the most frequently used MAO inhibitors, 
phenelzine, was recently the subject of a 
double-blind trial in chronic agoraphobía and 
social phobia.' 

Matched patients received 30-90 mg pheneizine, 
or a placebo, daily for 8 weeks. Phenelzine was 
found to produce significant improvement 
overall, versus placebo, and over an 8 months' 
follow-up, alleviation of symptoms was 
maintained in patients remaining on phenelzine. 
The authors suggest that phenelzine has an 
anxiolytlc actlon in phobic patients, and that 
geneticaliy determined blochemical factors 
influence the rate of response to the drug. They 
conclude, therefore, that treatment of the 
unresponding patient should continue for more 
than four weeks, particularly in phoblas of less 
than ten years' duration. 


Combination therapy 
in refractory depression 


Another study? employed phenelzine in 
combination therapy in ten atypical neurotic 
depressives, all of whom included anxiety in 
their symptoms and six of whom were phobic. 
All had proved refractory to MAO inhibitors and 
tricyclic antidepressants when glven alone, and 
ECT, either failing to respond or relapsing 
regularly. The group of patients was given 
combined therapy of phenelzine 15 mg three 
times a day and 50 or 75 mg amitriptyline daily 
for a period of six weeks. Striking improvement 
resulted, and was sustalned during follow-up 
ranging from 7 to 24 months. Side effects during 
treatment were no greater than have been 
recorded for amitriptyline or phenelzine 
administered alone; the author stresses that It is 
sequential treatment with these two drugs, 
rather than simultaneous administration, that 
produces severe reactions. 

itis interesting that about a dozen refractory 
depressives who were referred for the study but 
not included in the trial, had never been given an 
MAOI, and on being given one, responded?. This 
fact perhaps serves to indicate the neglect this 
valuable class of drugs has suffered in an area 
of mental illness where effective psychotropic 
agents are relatively scarce. 
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extent on those stimulus events which have 
some physical feature in common, Examples 
would be listening to one person’s voice rather 
than another, or attending only to those aspects 
of a visual display which are of a particular 
colour. Since the theory is probabilistic, the 
‘filter’ is not considered to act in an absolute 
fashion; evidence from other sources only 
receives less weight; this corresponds to the 
‘attenuation’ of Treisman’s (1960) model. 

A second rule is considered to link states of 
evidence to category states, for example, in- 
creasing the chances of one category state 
occurring rather than others by making it 
follow a larger class of possible evidence. Such 
a process corresponds to a change in response 
bias. In the extreme this might mean that only 
evidence relevant to certain category states is 
considered at all. This form of selection, referred 
to by Broadbent as ‘pigeon-holing’, is typified by 
the situation of listening to hear whether 
certain words are spoken, regardless of their 
source. Since messages unselected by the filter 
mechanism are only attenuated, they may reach 
awareness if the threshold for the category state 
is low. An example of this phenomenon is the 
hearing of one’s own name in a dichotic listening 
task even if it is presented to the unattending 
ear (Moray, 1959). 

In both ‘filtering’ and ‘pigeon-holing’, much 
of the information reaching the senses remains 
unused, but the detailed mechanism by which 
selection takes place is different. Hemsley (1975) 
has reviewed much of the work on attentional 
disturbance in schizophrenia and concludes 
that, while few experiments have been designed 
to specify the locus of the attentional dysfunc- 
tion, the evidence for a defective ‘filter’ mecha- 
nism remains weak. For example, Broen and 
Nakamura (1972), using a forced choice audi- 
tory signal detection task, demonstrated that 
chronic non-paranoid schizophrenics showed a 
greater reduction in sensitivity (d’) than acute 
paranoid schizophrenics when the auditory 
task was of secondary rather than primary 
importance. This suggests an ability to attenuate 
at least some gross categories of stimuli, in this 
case those from a different modality. The 
authors therefore place the main defect at the 
level of response organization, the ability to 
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exclude stimuli on the basis of common physical 
characteristics being at least partially retained. 

Although Payne et al (1970) demonstrated 
greater effects of distraction on schizophrenics 
compared with normals in a dichotic listening 
task, no psychiatric control group was employed, 
and the interpretation of a ‘filter’ defect as 
specific to schizophrenia must remain tentative. 
Similarly Hawks and Robinson (1971) were 
able to show that schizophrenics are more 
susceptible than normals to interference from 
an irrelevant channel; again the control group 
consisted of normal subjects. 

The present experiment attempts to clarify the 
hypothesized ‘filter’ defect in schizophrenia; it is 
based largely on a study with normal subjects 
reported by Broadbent (1970). This compared 
the effects of pre-instruction and post-instruction 
on tasks requiring selective attention, a technique 
first described by Kulpe (1904). Where ‘filtering’ 
is possible there should, because of a distinct 
physical cue separating the relevant from 
irrelevant items, be a clear advantage of pre- 
instruction over post-instruction; but where 
*pigeon-holing' is required, for example in the 
naming of the letters rather than the numbers 
in a visual display, pre-instruction should show 
less advantage, since the early rejection of items 
is not possible. Broadbent (1970) confirmed 
these predictions for both the auditory and the 
visual modalities. 

If schizophrenics show a defective ‘filter’ 
mechanism, one would expect there to be less 
advantage ‘of pre-instruction over post-instruc- 
tion on a task in which relevant and irrelevant 
items are clearly distinguished on the basis of a 
physical cue. Further, if such a deficit is consi- 
dered specific to schizophrenia the advantage 
of pre-instruction over post-instruction should 
be less than for a matched non-schizophrenic 
psychiatric group. The present experiment 
employs depressed patients as a control group 
because concentration difficulties are a promi- 
nent feature of depression (Kolb, 1968). 


МЕтнор 
Subjects 
Thirty subjects participated in the experi- 
ment. Ten schizophrenics (5 male, 5 female) 
were selected on the basis of an unequivocal 
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diagnosis of schizophrenia made by consultants 
and registrars at the Maudsley and Bethlem 
Hospitals. Similarly, 10 depressed subjects (5 
male, 5 female) were selected with an un- 
equivocal diagnosis of depression. None of the 
psychiatric patients were currently receiving 
electroconvulsive therapy. Most of the schizo- 
phrenics were being given phenothiazine drugs, 
and the depressives were receiving anti- 
depressant medication. Ten normal subjects 
(again 5 male, 5 female) were asked to parti- 
cipate in the experiment; these were selected 
so as to achieve a similar mean age and intelli- 
gence for all three experimental groups. Data 
on the three groups are shown in Table I. 


Taste I 
Age and IQ of subject groups 


Mean age Mean IQ 


Normals 33-6 103.1 
Depressives ; 36-4 98:6 
Schizophrenics .. 31:9 97:5 


Analysis of variance showed no significant 


groups effect for age (Е = 0:413, df = 2/27) 
or for intelligence (F = 0-731, df = 2/27). 


Apparatus 

A cassette tape was used on which were 
recorded a series of digits. The digits were 
taken from random number tables, with the 
restriction that no digit occurred more than 
once in each series of six digits. Within each 
series of six, digits were read alternately by a 
male and a female voice. The rate of presenta- 
tion was one digit every second, and twenty 
seconds elapsed between each trial. Thus each 
trial consisted. of six digits spoken alternately 
by a male and a female voice. There were 
twenty such trials, ten begun by the male 
voice, ten by the female voice; there was no 
predictable indication as to whether the male 
or female voice would begin the trial. The 
tape was played at a comfortable listening level. 

An estimate-of intelligence was obtained from 
the AH 4 (1955), a paper and pencil test of 
general intelligence. This is a timed test in two 
sections; Part I is concerned with numerical 
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and verbal problems; Part II with spatial and 
performance items. The total score can be 
translated into an approximate IQ equivalent. 


Procedure 


All subjects were asked to complete the AH 4. 
They were then introduced to the idea of listen- 
ing to a series of numbers, some of which they 
would be required to report back to the 
experimenter. 

Pre-instruction condition (10 trials). Subjects 
were told: ‘You are going to hear sets of six 
numbers on this tape. Half of each set will be 
spoken by a man and half by a woman. This 
time, before each set of numbers I will tell you 
which voice to concentrate on, and remember— 
sometimes it will be the male, sometimes the 
female. After each trial I will remind you of the 
voice to be recalled.’ 

Before each trial subjects were told: “This 
time I want you to remember those spoken 
by the male/female voice.’ 

After each trial subjects were simply told 
‘male’ or ‘female’. 

Post-instruction condition (10 trials). Subjects 
were told: ‘You are going to hear sets of six 
numbers of this tape, half of which will be 
spoken by a man, half by a woman. This time 
I will tell you after each set of numbers whether 
to repeat those spoken by the man or those 
spoken by the woman. Sometimes it will be the 
man, sometimes the woman.’ 

Before each trial subjects were asked ‘OK?’ 

After each trial they were told ‘male’ or 
‘female’. 

Half the subjects in each experimental group 
received the pre-instruction condition first, half 
the post-instruction. After the initial instruction, 
all subjects were given time to ask questions, and 
these were dealt with. 


RESULTS 


For each subject the data were collected in 
the form of the number of correct responses 
(maximum 3) per trial, there being Io trials in 
the pre-instruction condition and то in the 
post-instruction condition. Fig. 1 shows the 
total number of correct responses made in 
each condition by the three groups of subjects. 
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A multivariate analysis of variance (Finn, 
1974) was carried out, the main results of 
which are shown in Table II. 

The analysis of variance indicates that the 
normal group performed at a significantly 
higher level than the psychiatric groups (Е = 
40:02, df = 1/27, p < o-ocor), but that the 
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Ета. 1.—Showing total number of correct responses in the 

pre-instruction and post-instruction conditions for normal, 
depressed and schizophrenic subjects. 
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depressive and schizophrenic groups did not 
differ (Е = 1:12, df = 1/27, p < 0'30). 
A highly significant conditions effect was 
obtained (Е = 11-64, df = 1/27, р < 0:002). 

The interactions are the main results of 
interest. While there is a significant groups X con- 
ditions interaction when one compares only 
normal and psychiatric groups (Е = 9:90, 
df = 1/21, р < 0-006), the interaction is 
insignificant when depressive and schizophrenic 
groups are compared (F = 0:39, df = 1/27, 
p < 0:54) Thus the pre-post discrepancy, 
while being greatest in the normal group, does 
not show a significantly differential effect for 
the two psychiatric groups. 


Discussion . 

The analysis of variance indicates a signi- 
ficant conditions effect, pre-instruction pro- 
ducing an improvement in recall; this is 
consistent with previous work by Broadbent 
(1970). There is also a significant groups effect, 
the normals differing from the two psychiatric 
samples, but the depressives and schizophrenics 
not differing on overall level. This is most 
clearly seen in Fig. 1, and several explanations 
seem possible. Although the groups did not 
differ significantly on intelligence there was a 
tendency for the normals to obtain higher scores; 
this may have contributed to the effect. How- 
ever, it seems possible that motivational and/or 
drug effects could have produced the observed 
differences, despite the generally improved 
performance of schizophrenics receiving pheno- 


Tape II 
Summary of multivariate analysis of variance 


Source 


Normals (N) v. 


Юр. 5 EN E ie 14 
Pre- р. Post-instruction condition 
р+5 


2 





N v. x Conditions .. 


2 
D v. S x Conditions 


Depressives (D) and Schizophrenics (S) 


thiazine medication (Goldberg, 1972). In 
df MS F р 
1,27 115.32 40°02 р < 0'0001 
1,27 3:24 1-19 р < 0:30 
1,27 10°67 11:64 p < 0:002 
1,27 8:33 9*90 р < 0:006 
1,27 0:36 0:79 р < 0:54 
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addition, the groups were not matched for 
auditory acuity. 

Of greater interest are the interactions of 
conditions and groups. If the schizophrenic is 
considered to show a defective ‘filter? mecha- 
nism, that is an inability to exclude items on 
the basis of a clear physical cue, a reduction 
in the pre-post discrepancy would be expected. 
Further, if such a deficit is held to be basic to 
the schizophrenic state and possibly causal in 
relation to other aspects of symptomatology 
(McGhie and Chapman, 1961), the impairment 
in performance should be considerable. The 
multivariate analysis of variance indicates that 
the interaction of normal vs. abnormal groups 
over conditions is significant. This is consistent 
with the results of Hawks and Robinson (1971) 
and Payne ef al (1970) on the effects of inter- 
ference in a dichotic listening situation. 
However, the interaction is insignificant when 
comparing the depressive and schizophrenic 
samples over conditions, although there is aslight 
tendency for the schizophrenic group to show a 
smaller pre-post instruction difference. Hence 
the pattern of a reduced pre-post discrepancy 
may not be specific to schizophrenia, but may 
rather be related to a ‘severity of illness’ dimen- 
sion, not important causally in many of the 
behavioural abnormalities seen in schizophrenia. 
If, however, the effect of phenothiazines is to 
improve the efficiency of the hypothesized 
‘filter’ mechanism, differences between de- 
pressives and schizophrenics may have been 
reduced. 

Such conclusions remain’ tentative in view 
of the relatively small number of subjects 
involved in the experiment. Investigations of 
the ‘filtering’ process in schizophrenia need to 
be extended to the visual modality. Explanations 
of defective functioning in schizophrenia have 
tended to assume the unitary nature of 'de- 
fective filtering’; it remains to be seen whether 
there is a relationship between the inability to 
benefit from pre-instruction in the auditory case 
and a similar inability with visual material. 

It is also possible that the rate of presentation 
of items may be a crucial variable. Wishner and 
Wahl (1974), using a dichotic listening task, 
found a greater number of omission-type errors 
in schizophrenics compared with alcoholic 
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controls only when the material was presented 
rapidly. This is most easily interpreted in the 
context of the well-established slowness of 
information processing in schizophrenia (Yates, 
1966; Marshall, 1973) rather than in terms ofa 
defective filter mechanism. Where the task 
required not only the shadowing of material 
presented to one ear but also the recall of 
material from the other, schizophrenics and 
controls differed significantly on the number of 
interpenetration type errors. The data suggest 
that controls did not achieve their more differen- 
tiated shadowing performance by completely 
excluding distracting material at the input 
stage, since alcoholics remembered more of the 
distracting words than schizophrenics while not 
committing as many interpenetration errors in 
the original shadowing. Wishner and Wahl 
suggest that since accuracy of recognition for 
the shadowed material was relatively high and 
was not different across groups, the necessary 
processing occurs beyond the sensory input 
stage. It may therefore be that the difficulty 
lies not in an inability to ‘filter’ or ‘attenuate’ 
input from the unwanted channel but rather 
in adjusting the threshold for response, given a 
certain level of evidence. This is particularly 
likely in a situation requiring the shadowing of 
one channel together with recall of the other; 
Broen (1968) has argued cogently that such 
competing response tasks are those in which 
the schizophrenic shows the greatest deficit. 
It remains to be seen whether such response 
selection difficulties are an integral part of the 
slowness of information processing, as suggested 
by Marshall (1973). 

In the present study it is perhaps not sur- 
prising that depressed patients were not distin- 
guishable from schizophrenics in their ability 
to ‘filter’ irrelevant material, since difficulties 
of concentration are frequent in the self-reports 
of the former group (Kolb, 1968). If the ‘filter- 
ing’ difficulty proves to be non-specific to 
schizophrenia it remains possible that alternative 
cognitive abnormalities are basic to the schizo- 
phrenic condition. ‘Filtering’ is only one of the 
ways in which selectivity in information pro- 
cessing may take place. Indeed the evidence 
reviewed by Hemsley (1975) tends to support 
abnormalities in Broadbent’s ‘pigeon-holing’ 


— 
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mechanism as a more useful conceptualization 
of some of the cognitive abnormalities shown 
in schizophrenia. Within the design of the 
present experiment it was not possible to 
distinguish omission, interpenetration and ran- 
dom errors, because of the limited number of 
digits available. With material similar to that 
used by Wishner and Wahl (1974) it would be 
possible to further clarify the nature of the 
response selection difficulties found in schizo- 
phrenia. 
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A Job Rating Scale for Use in Psychiatric Rehabilitation 


By ALISTAIR E. PHILIP and JOHN W. MOORE 


Summary. Work has been a highly valued feature of psychiatric rehabilitation 
programmes. The performance of patients has often been the object of scrutiny 
and assessment, but the jobs performed by these patients have not been so 
assessed. This paper describes the development and use of a job rating scale 
which parallels the use of patient assessment instruments. 


INTRODUCTION 

Rehabilitation oflong-stay psychiatric patients 
has been a feature of mental hospital activity 
over the past ten to fifteen years. While the 
concept of work as a part of psychiatric treat- 
ment and care is long established (Bangour 
Village Hospital, for example, was built in 1906 
to a plan which aimed to make it a self-contained 
community with work places, dwelling places 
and so forth, hence the term ‘Village’) the 
development of Industrial Therapy Units de- 
signed to train people to work to everyday 
standards is a phenomenon of the 1960s. The 
formation of such units usually led to a reduc- 
tion of the number of patients employed in 
hospital utility departments, many of the jobs in 
these departments becoming incorporated into 
a rehabilitation work programme. In such a 
programme there is usually some incentive pay- 
ment scheme in operation, patients being paid 
sums which vary according to how well they 
have been seen to work. Incentive payment 
schemes attempt to simulate some of the features 
of outside employment. Patients are paid accord- 
ing to the quantity and quality of their work, 
their timekeeping and the like. Conceptually 
these incentive schemes are closely related to 
the notion that hospital rehabilitation must be 
geared to discharging patients to the outside 
world and outside work. 

The amount of money which can be dis- 
bursed to any individual as an incentive pay- 
ment is, of course, very small, and for any such 
Scheme to function properly two assessments 
must be made, one of the worker's performance 


and the other of job difficulty. Assessments of 
the former are frequently carried out, usually 
in a structured fashion similar to that described 
by Cheadle «i al (1967), but the grading of jobs 
does not appear to have been tackled in the 
same structured way. This paper reports the 
outcome of applying formal rating scales to the 
jobs available in one hospital. 


METHOD 

Bangour Village Hospital, as previously indi- 
cated, was designed to cater for patients who 
were seen to require long-term care. At 31.7.74 
the hospital had 733 in-patients. One hundred 
and five patients were in acute admission or 
rehabilitation wards, 221 patients were in 
designated psychogeriatric accommodation, 
while the remainder, 407 in all, were long-stay 
patients. Most of these were fairly quiescent 
schizophrenics, with a sprinkling of depressed, 
epileptic or mentally handicapped individuals. 

A total of fifty jobs within the hospital were 
seen to be rehabilitative, the individuals em- 
ployed in them being eligible for incentive 
payments. Twenty-five of the jobs were in 
service departments of the hospital, the others 
were various activities supervised by the OT 
Department. One hundred and eighty-three 
patients were engaged in these fifty activities. 
A Job Rating Scale was devised in which each 
of eleven aspects of work were rated on a 
three-point scale (see Appendix ‘A’). The aspects 
of work covered by the scale derive from 
distillations of ratings of work performance 
factors made by supervisors, and from other 
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Tasrz I 
Details of jobs assessed on the Fob Rating Scale 
Job Number of Job 
number Job title Department patients rating 
1 Storeman Stores - 4 17 
2 Typist/Duplicator Op. O.T. 1 17 
3 Woodwork Grade ‘A’ Q.T. 9 17 
4 Tailor’s Assistant Tailors 2 17 
5 Librarian Library I 18 
6 Hand Ironing Laundry ї 18 
7 Gardening Assistant O.T. Gardens I 19 
8 Groundsman Gardens 1 19 
9 Paperboy Hosp. Shop I 19 
10 Greenhouse man O.T. Gardens I 19 
II Domestic Assistant Nurses Home 3 19 
12 Assistant Gardener Gardens 1 19 
13 Clerk/Clerkess - О.Т. 5 20 
14 Cosy Corner—Serving Patients’ Cafe 2 20 
15 C.S.S.D. Industrial Unit 10 21 
16 Canteen Worker Industrial Unit 1 21 
17 Domestic O.T. I 21 
18 Mop Assembly Industrial Unit 2 21 
19 Storeman O.T. I 2I 
20 Steamair Finishing Laundry 1 21 
21 Dishwasher Patients’ Cafe 3 22 
22 Ward Kitchen Hand W 5 22 
23 General Garden Lab O.T. Gardens 4 24 
24 Garden Labourer O.T. Gardens 4 24 
25 Cashier Patients’ Cafe I 24 
26 Domestic Assistant Domestic 1 25 
27 "Transport Portering "Transport I 25 
28 Woodwork Grade *B' O.T. 13 25 
29 Packing Laundry 2 25 
go Packing and Checking Industrial Unit 6 25 
gi Sainsbury Stencils Industrial Unit 4 25 
92 Stage 2 Dismantling O.T. Phones Contract 23 25 
33 Waitress Hosp. Shop I 26 
84 Label Assembly Industrial Unit 8 26 
35 Mary Quant Dolls Industrial Unit 10 26 
36 Table Tennis Balls Industrial Unit 8 26 
37 Stage 1 Dismantling O.T. Phones Contract 5 26 
38 Leather Punching Industrial Unit I 26 
39 Packing Relays O.T. Phones Contract 2 26 
40 Press Room Laundry 4 27 
41 Sewing ing Room 2 27 
42 Roll Callender-+ Folding Tables Laun 4 27 
43 Paintshop Activities Nursing O.T 5 27 
44 Odd Job Man ‘A’ Gardens I 28 
45 Garden Labourer Gardens Y 28 
46 Break-Offs Industrial Unit 10 28 
47 Porter Hosp. Porters 1 28 
48 Cleaner Transport ї 28 
49 Darts Industrial Unit 2 29 
50 Odd Job Man ‘B’ Gardens I 29 
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assessment forms used by these supervisors in 
industrial rehabilitation units (Moore, 1973). 
A team of three raters, psychologist, occupation 
therapist and Nursing Officer, discussed every 
job with the appropriate supervisor before 
agreeing on a team rating for each of the eleven 
aspects of work being rated. The score for any 
particular job was obtained by adding the 
ratings for each item in the scale. The theoretical 
range of scores is from 11 (denoting a very 
demanding job) to 33 (denoting a very un- 
demanding job). For comparative purposes a 
fairly low level production line job, packing 
potato crisps in a local factory, was rated using 
the above procedure. 


RESULTS 


Table I lists the jobs ranked according to their 
score on the rating scale. The department in 
which the job was based and the number of 
patients employed on such jobs are also listed. 
The most demanding jobs have a score of 17, 
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the least demanding that of 29. The median 
job rating is 24:5, and the distribution of scores 
is such that it is possible to group the fifty jobs 
into four grades, each having approximately the 
same number of jobs. 

Table II shows the grades and number of 
jobs in each for utility and rehabilitation areas 
respectively. Jobs in utility departments tend to 
be either very demanding or very easy. Reha- 
bilitative work tends to fall mainly in Grades 
B or C. 

While there are fifty different jobs, there are 
183 work places. Fig 1 shows the number of 
work places available at each point on the Job 
Rating Scale. 

Considering work places by grades, it is found 
that most work places are in Grades C and D. 
Table III shows the number of work places by 
grade for utility departments and rehabilitation 
departments. Two thirds of the available work 
places in this hospital are in Grades C and D. 
Once again, utility departments differ from 





Taare II 
Number of jobs in each grade 
Utility Dept jobs Rehabilitation jobs All jobs 

Grade 

n % п % п % 
А 8 32°0 4 16-0 12 24-0 
B 5 20-0 8 32:0 13 26-0 
C 4 16:0 10 40'0 14 28-0 
D 8 32:0 3 12:0 її 22:0 

25 100-0 25 100-0 50 100-0 

Тавіх ITI 
Work places available at cach grade 
Utility Dept places Rehabilitation places All places 

Grade 

п % п % п % 
А 14 30:4 12 8-8 26 14.2 
B 12 26:1 28 20:4 40 21:9 
G 5 10°9 80 58:4 85 46:4 
р 15 32-6 17 12:4 32 ї7'5 

46 100 '0 137 100-0 183 1000 
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NUMBER ОР PATIENTS 


JOB RATING 8CORE 


Fig 1.—Number of patients at each job rating level. 


rehabilitative departments in grade distribution; 
utility work placements tend to be very easy or 
very difficult while one half of all rehabilitative 
work places fall in Grade C. 

The factory job rated for comparative pur- 
poses (crisp packing) was given a score of 21, 
which places it among the Grade B jobs. If it 
were included in Table I it would have a rank 
of 18, showing quite clearly that most hospital 
work activities are much less demanding than 


this typical unskilled factory job. 


Discussion 

The Job Rating Scales provide a good 
comparative ordering of jobs available for 
rehabilitative activities. While it would have 
been desirable to have had more ratings of 
jobs outside hospital, the present results show 
that jobs with a rehabilitative function vary 
greatly in the demands they make upon patients, 
For Bangour Village Hospital it is clear that 
there are few jobs which bear comparison with 
outside work, and these jobs are found more 
frequently in the utility departments than in 
the rehabilitation units. Other hospitals may 


produce different results, but there is no doubt 
that a comparative assessment of jobs available 
as well as an assessment of patients is necessary 
to any rehabilitation programme. Hospital 
populations change, some patients leave, some 
remain and grow old, for others the revolving 
door spins merrily. As the population changes 
so also do ideas about rehabilitation. Token 
economies and resocialization programmes can 
make use of incentive money and can claim to 
be effective in reducing institutionalism and 
dependence. Work is not the only form ef 
rehabilitation available, and the introduction 
of choice between kinds of rehabilitation 
necessitates an evaluation of what is offered by 
the competing programmes. Job assessment can 
help differentiate those jobs which are truly 
rehabilitative from those which are diver- 
sional. It can help to clarify thinking about the 
function of jobs which may have outlived their 
usefulness, and finally, in conjunction with 
some form of worker assessment it can help in 
placing the right patient in the right job. 
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APPENDIX ‘A’ 
ITEMS OF THE JOB RATING SCALE 


A Control over standard of product 
(1) Consistently high level of accurate movements 
or mental operations required. ` 
(2) Concentration required to keep standard of 
product consistent. 
(3) Precision irrelevant, e.g. movements guided 
entirely by jigs or other apparatus. 
B Speed of work and adaptation 
(1) Requires high-pace adaptive work to a fluc- 
tuating schedule or machine cycle. Low fre- 
quency of pauses. 
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(2) Moderate speed of work to a predictable fixed 
schedule or machine cycle. Low frequency of 
pauses. 

(3) Speed irrelevant; not schedule, machine cycle 
or production-line work. High frequency of 
pauses. 


C Level of competence in use of machinery and job- 
related apparatus 
(1) Requires competent use of sophisticated 
machinery. 
(2) Tools rudimentary, require minimal skill in 
effective use. 
(3) Job does not require use of tools or apparatus. 


D Complexity of learning 
(т) Requires learning of complex procedures, 
(2) Requires learning of simple task only. 
(3) Requires little learning, e.g. low-level assembly 
work. 


E Speed of learning 
(1) Requires high speed of learning. 
(2) Requires some constant learning as job pro- 


gresses. 
(3) Low level initial learning; fairly automatic 
ures. 


F Emotional demands of job 
(1) High level of stress, major problem solving. 
(2) Involves minor irritations, i.e. minor problem 
solving. 
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(3) Job does not generate any frustrations (e.g. 
equipment malfunctions). 


G Level of supervision 
(1) Individual required to exercise initiative—little 
supervision. 
(2) Intermittent supervision. 
(3) Constant supervision. 


H Timekeeping requirements 
(1) Absence from work critical, complete reliability 
required. 
(2) Some absence tolerable, timekeeping must be 
good. 
(3) Timekeeping not important, hours flexible. 


I Group behaviour and interpersonal demands 
(1) Requires stable interpersonal relationships with 
other departments and the public. 
(2) Requires harmonious and co-operative work in 
a group of people. 
(3) Independent of other workers. 


J Standard of cleanliness required 
(1) Impeccable cleanliness required, e.g. handling 
foodstuffs 


(2) Work must be kept clean. 
(3) Cleanliness unimportant in job. 


K Hours worked each week 
(1) 31 to 40 hours. 
(2) 21 to 30 hours. 
(3) Up to 20 hours. 
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New Long-Stay Patients in a Hospital for Mental Handicap 


By DOUGLAS A. SPENCER 


Summary. Better Services for the Mentally Handicapped (1971) forecasts a diminu- 
tion in the number of beds in hospitals for mental handicap. It can be achieved 
only by the admission of fewer new long-stay patients. This paper considers 50 
new long-stay cases admitted to a hospital for mentally handicapped in the five 
years 1970 to 1974. Of these admissions 42 per cent were children, and of all the 
admissions 54 per cent had Wechsler intelligence quotients under 25. Further, 
62 per cent of the admissions were for behaviour problems and 38 per cent were 
for physical infirmity and helplessness, It is concluded that there are some 
mentally handicapped people who have problems with which only a hospital can 
cope. The high nursing dependency and the profound mental retardation of a 
majority of the new long-stay patients present a formidable challenge. 


INTRODUCTION 

This paper reports a study of 50 mentally 
handicapped persons admitted for long-stay 
hospital care during the five years 1970 to 1974. 
The subject was considered worthy of scrutiny, 
because if the number of patients in hospitals 
for the mentally handicapped is to be dimi- 
nished, as is forecast in the policy document 
Better Services for the Mentally Handicapped (1971) 
this can be achieved only by a fall in new long- 
stay admissions. Deaths and discharges among 
the present long-stay patients achieve a gradual 
run-down in the numbers in hospital, but this 
reduction can be sustained only if fewer new 
long-stay patients are admitted into the vacan- 
cies that arise. 


Tue Hosprran 

Meanwood Park Hospital, Leeds, has 550 
beds for the mentally handicapped and serves 
a population of approximately 600,000 in a 
compact mainly urban area of about 200 square 
miles. Patients are referred to the hospital 
through the local social services departments, 
family doctors and other hospitals and spe- 
cialists. The practice is for all referred cases 
to be seen in out-patient clinics at the hospital 
or extramurally before a decision about long- 
stay admission is reached. The majority of all 
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the patients admitted come for a specified 
period of short-stay for observation and assess- 
ment and to give their families relief during 
holidays and times of crisis; these patents are 
not considered in this survey. Only a minority 
of patients are referred with the direct request 
for long-term care, but in some other cases a 
patient admitted for short-stay care has to be 
retained for long-stay care: these patients are 
included in this study. 

In all the cases admission for long-stay care 
was a step taken reluctantly often only after 
considerable pressure had been brought to bear 
on the hospital and no other course of action 
was open. In all cases the parents, family doctor 
and social services fully agreed with the ad- 
mission. All the patients entered hospital on an 
informal basis. 

Tux PATIENTS 

Tables I to IV show, respectively, the 
numbers of long-stay admissions by sex and 
age range in the period 1970—74, their intellec- 
tual level, the aetiology of their mental handi- 
cap, and the reason for the admission. 


Drisaussion 
1. Number 


(a) Children. The number of new mentally 
handicapped children admitted for long-stay 
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'TABLE I 
Meanwood Park Hospital, Leeds 
New long-stay admissions 1970-74 by sex and age range 
Age 
- Totals 
0-9 10-16 17-19 20-29 30-39 40-49 50-59 60-69 70+ 
Маје .. 10 ‘ 2 3 5 4 I I I о 27 
Female .. 5 4 2 3° 3 3 2 о 1 23 
Totals .. 15 6 5 8 7 4 3. I I 50 
——————ÀM——————————— 
96 БЕ 30% 12% 10% 16% 14% 8% 6% 2% 2% 100% 
42% children 58% adults 
| Taste II 
Meanwood Park Hospital, Leeds 
New long-stay admissions 1970-74 by intelligence 
(I.C.D. codes) 
Borderline Mildly Moderately Severely — Profoundly 
retarded retarded retarded retarded retarded 
—— — а Тоа 
Code 310 Code 311 Code 312 Code 513 Code 314 
Wechsler IQ. e 70-94 55-59 40—54 25-39 Below 25 
Totals $i " о 4 [orn 8 -27 50 
УЖЕ xs i о 8 22 16 54 c 100% 
Tase ПІ 
Meanwood Park Hospital, Leeds — 
New long-stay admissions 1970-74 by astiology 
: T. G.D. codes 
Code .. ss p |o I -2 “3 4 5 6 `7 8 ‘9 Totals 
Totals M JA 4 3 т. о 26 4 o 1, 4 7 50 
96 8 6 2 o 52 8 о 2 14 100 


Code number C.D. Mental retardation 
Following infections and intoxication 
Following trauma or physical agents 
With disorders of metabolism growth and nutrition 
Associated with gross brain damage (post natal) 
Associated with diseases and conditions due to (unknown) pre-natal influence 
With chromosomal abnormalities 
Associated with prematurity 
Following major psychiatric disorder 
With psychosocial (environmental) deprivation 
Other and unspecified 
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Taste IV 
Meanwood Park Hospital, Leeds 
New long-stay admissions 1970-74 
Reason for admission by sex, children and adults 
Behaviour problem Physical infirmity and helplessness 
Male Female Male Female 
«= "Totals 
Children Adults Children Adults Children Adults Children Adults 
Totals 7 II 7 6 5 5 2 7 50 
% 14 22 14 12 10 10 4 14 100% 
62% 38% 
care (42 per cent of the total admissions) is a 3. Aetiology 


matter for concern if the population of children 
in hospitals for mental handicap is to be 
reduced. 

(b) Adults. Among the adults the relatively 
high proportion (26 per cent of the total) of 
admissions in the 17 to 29 age group reflects the 
difficulties in the management of the mentally 
handicapped that occur during the adolescent 
period and after the school years. This is a time 
when parents are growing older and feeling the 
strain of having a mentally handicapped person 
at home. After the age of 16 community facilities 
for the very severely mentally retarded are often 
quite inadequate, especially if the patient is 
incontinent, non-ambulant, not able to walk or 
feed or dress himself, or disturbed in behaviour. 
This lack of community support can hasten 
long-stay admission to hospital. 


2. Iniellectual level 


Of the admissions 54 per cent were in the 
profoundly retarded category (Wechsler IQ, 
under 25). They all need more nursing and 
specialized care than most of the mentally 
handicapped with higher IQs. The prepon- 
derance of the profoundly retarded in the 
admissions is a measure of the inherent difficulty 
their management presents and the want of 
facilities for them in the community. Unless they 
have severe and persistent behaviour disorder 
and serious physical infirmity, most of the 
borderline and mildly mentally retarded people 
do not need long-stay hospital admission. 


In 52 per cent of the admissions the mental 
handicap was attributed to unknown pre-natal 
influence. This finding was consistent with the 
high proportion (54 per cent) in the admissions 
of profoundly retarded patients, a category in 
which the mental handicap is frequently of 
congenital origin. Most cases of Down's syn- 
drome today do not strictly need hospital care, 
but 8 per cent of the admissions were of this 
condition and consisted of that small minority 
who have behaviour disorder or physical dis- 
ability. 'The admissions included one autistic 
child who was profoundly mentally retarded. 
Congenital rubella and the sequelae of menin- 
gitis accounted for those mentally handicapped 
whose condition was due to infection. 


4. Reason for admission 

(a) Children. Two out of every three children 
were admitted for long-stay care because of 
behaviour problems. For example, they showed 
one or more of the following: overactivity, 
aggressiveness, attention-seeking behaviour and 
self-mutilation, to such a degree that they were 
unacceptable at home. One out of every three 
children was admitted because of helplessness, 
for example, severe incontinence, inability to 
walk and to feed and dress themselves, which 
proved too great a burden for the parents to 


carry. 

(b) Adults. Among the adults the proportion 
with behaviour problems to those with physical 
infirmity and helplessness was 3 to 2. The older 
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adults tended to come because of physical 
infirmity, including incontinence and inability 
to look after themselves, the younger adults on 
account of behaviour problems. Behaviour 
difficulties were more frequent in the men than 
the women. 


CONCLUSION 

Whatever may be the ideal, the reality of the 
present provision for the mentally handicapped 
is that hospital is the only place with the staff 
and resources to receive and help many mentally 
handicapped persons whose management is 
beyond the capability of their families and the 
local facilities of the Social Services Department. 
New long-stay in-patients have behaviour pro- 
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blems, physical infirmity and helplessness which 
make them highly dependent on nursing staff. 
A majority of these new patients are profoundly 
retarded, and their prospects of rehabilitation 
are seriously limited. The number of long-stay 
in-patients in hospital for mental handicap may 
gradually fall, but those who continue to be 
admitted have problems which present a 
formidable challenge and a heavy burden of 
care. 
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Influence of Coroners’ Officers and Pathologists on 
Suicide Verdicts 


By BRIAN BARRACLOUGH, TREVOR HOLDING and PETER FAYERS 


Summary. Three-hundred-and-thirty cases of unnatural death, leading to 
IIO open verdicts, 110 verdicts of suicide and 110 of accident, from the Inner 
West London Coroner’s District have been examined to see if particular coroner’s 
officers or pathologists were associated with disproportionate numbers of suicide 
verdicts. No significant deviations from the expected numbers were found. 
Coroner’s officers probably share common ideas about the features defining 


suicide, and so do pathologists, 


Durkheim tested his social theories about 
suicide with statistics derived from official 
sources. Since then many investigators, taking 
advantage of modern statistical procedures, have 
used his theories and epidemiological methods 
to advance knowledge of suicide and have 
depended, as he did, on official mortality 
tables. The validity of these statistics, and hence 
the findings derived from them, have recently 
been criticized (Douglas, 1970; Atkinson, 1971). 

These writers claim that whether or not a 
death is labelled suicide by the statutory inquiry 
is determined, not solely by evidence of intent, 
but by the social and cultural attitudes to 
suicide that prevail in the local community 
and in society at Jarge. These social processes, 
it is conjectured, may bias the thinking of the 
people involved in the ascertainment procedure, 
especially the coroner, and hence their opinion 
and decisions about the mode of death. Conse- 
quently the associations which investigators 
obtain between suicide rates and social, demo- 
graphic, or other factors are suspect, because 
the presence or absence of these factors may be 
crucial evidence for those determining the verdict. 

One previous study (Sainsbury and Barra- 
clough, 1968) has shown it to be unlikely that 
the personal bias of coroners affects the incidence 
of suicide verdicts; since overall, changes of 
coroners do not alter the relative suicide rates of 
their districts. But this is not to say that a more 
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general cultural attitude does not play a part in 
determining the level of the rates. Such studies 
of the accuracy of suicide statistics, however, 
have been directed to the final outcome of the 
coroner's inquiry, with the implied assumption 
that the coroner alone is the dominant influence 
determining the verdict. But in reaching a 
verdict the coroner relies on the facts presented 
to him by his officers and his pathologists, and 
so these would be able to influence his verdict 
if they presented evidence to him which was 
distorted by their own prejudices regarding 
suicide. If, therefore, it were found that some 
officers or pathologists are associated with more 
suicide verdicts and fewer open or accident 
verdicts than others, it would suggest they had 
influenced the coroner to a greater degree than 
had their colleagues. 

We have looked for such an effect in the large 
practice of a full-time London coroner. The aim 
was to see whether any officer handles signi- 
ficantly more or less than his share of the 
suicide cases. 

But first it is necessary to indicate the oppor- 
tunities which officers and pathologists have for 
influencing the coroner's decision. Statistics 
about unnatural deaths in England and Wales 
are compiled from death certificates completed 
by coroners after a public inquest directed to 
deciding the cause of death. Coroners are 
judicial officers, qualified in law or medicine, 
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largely independent of both local and central 
authority, whose main function is to investigate 
unnatural deaths in their district (Home Office, 
1971). 

Before the inquest, the coroner’s officer visits 
the scene of the death, prepares a statement 
describing the circumstances in which the body 
was found, inquires into the identity of the 
dead person and the circumstances leading up 
to the death, interviews witnesses, prepares their 
statement and when his inquiries are complete 
arranges the inquest. He has discretion to 
conduct the investigation in the manner he 
thinks best. 

At an early stage of the inquiry there is an 
autopsy by a pathologist which results in a 
report describing the gross anatomy, morbid 
histology and, when it appears necessary, bio- 
chemical findings on the tissues and body fluids 
including levels of alcohol and drugs. The 
pathologist conducts his inquiry along custo- 
mary lines, varying it to suit the individual case. 
In his written report and oral evidence at the 
inquest he may indicate whether the findings 
are more consistent with self-inflicted injury or 
with an accident. 

At the inquest the coroner examines witnesses, 
amplifying their written statements, and hears 
expert evidence, including the pathologist’s 
whom he may also question. The coroner’s 
findings are, therefore, made after a detailed 
consideration of all the facts he thinks relevant. 

This description makes it clear that both the 
coroner’s officer and the pathologist do have 
opportunity to influence the evidence and hence 
the coroner’s decision. 


METHOD 


We investigated the records of 330 un- 
natural deaths in the Inner West London 
Coroner’s District, comprising the City of West- 
minster, the Royal Borough of Kensington and 
Chelsea, and the London Boroughs of Merton 
and Wandsworth. The coroner is full-time and 
qualified in medicine and law. Two part-time 
deputy-coroners, both lawyers, decide cases 
when the coroner is absent. The verdict was 
made by the coroner in 85 per cent of cases, 
by the deputies in 13 per cent and by a jury 
in 2 per cent. 


INFLUENCE OF CORONERS’ OFFICERS AND PATHOLOGISTS ON SUICIDE VERDICTS 


Each death is investigated by the coroner’s 
officer who is a policeman seconded to the 
coroner’s office with responsibility for a geo- 
graphical division of the Coroner’s District. 
Thirteen of the coroner's officers were perma- 
nent staff and of these 9 were full-time and 4 
were part-time; the few others, employed 
occasionally to cover temporary absences, are 
grouped under No 14 in the Table. Responsi- 
bility for a defined area avoids the possibility 
that particular officers might specialize in 
obvious cases of suicide or accidental death. 

An autopsy was held on each death. Seventy- 
five per cent were conducted by one or other 
of two professors of forensic science, 14 per cent 
by a consultant forensic pathologist, and 11 per 
cent by consultant pathologists in the hospital 
service. 

The 330 inquests resulted in 110 open verdicts, 
то verdicts of suicide'and iro of accidental 
death. These deaths were sampled in the follow- 
ing way: 

t. We included all deaths for which an open 
verdict was recorded during the period 1.1.69 
to 31.12.70 and which could be classified to 
the ICD codes Eg80-989 (WHO, 1967). 
There were 60 men and 50 women. 

2. One-hundred and ten suicides during the 
same period were then matched with the open 
verdict deaths on age, sex and on three cate- 
gories of cause of death (poisoning, drowning, 
and others). 

3. Deaths from the same categories of causes 
during the same period in which the verdict 
was accidental death were similarly matched 
with the suicides and open verdicts. 

As the numbers of cases of suicide and acci- 
dent during the two years were too few to 
match the open verdicts, 10 per cent of the 
former and 27 per cent of the latter were drawn 
from cases reported in the months preceding or 
following the two-year period until the matching 
was completed; even then the causes of death 
in the accidental group did not exactly match 
those of the open verdicts, so that 6 per cent of 
accidental poisonings were matched with open 
verdict drownings. 

The deaths investigated by each coroner’s 
officer were identified, and the numbers classi- 
fied as open verdict, suicide and accident were 
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counted. Since the proportions of the sample of 
330 deaths classified to each verdict is one third, 
the theoretical expected number of each verdict 
associated with each officer must be one third 
of the cases he investigated. The difference 
between the observed and expected numbers can 
then be used to calculate a chi-square for 
goodness of fit; similarly for the pathologists. 


RESULTS 
An analysis of the number of open, suicide 
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coroner’s officers and those investigated by 
pathologists is shown in Table I. The chi-squares 
are not significantly greater than would be 
expected by chance. The data were also 
analysed by assigning deaths to the categories 
of ‘suicide’ and ‘not suicide’ and applying the 
goodness of fit test. Again there were no signi- 
ficant deviations from the expected. Since it is 
inherently more difficult to assign a verdict to 
a poisoning case, analysis of such cases provides 
a more sensitive test of bias. But once again no 

















and accident verdicts investigated by the significant deviation was detected. 
TABLE І 
Distribution of verdicts by coroner’s officer investigating the case and pathologist conducting the autopsy 
The coroner’s verdict 
Open Suicide Accidental 
Case verdict verdict death verdict Total 
investigated by (N = 110) (N = 110) (ЇЧ == 110) 
М % М % N % N % 
Coroner’s officer I 16 35 17 37 13 28 46 100 
2 3 30 I 10 6 60 10 100 
3 22 37 19 32 18 31 59 100 
4 3 19 6 38 7 44 16 101 
5 8 29 9 83 10 37 27 99 
6 4 44 1 I 7 4 44 9 99 
7 9 89 9 39 5 22 23 100 
8 4 33 6 50 2 17 12 100 
9 4 40 5 50 I 10 10 100 
10 13 30 15 35 15 35 43 100 
11 7 37 6 32 6 32 19 101 
12 7 50 3 21 4 29 14 100 
19 10 27 її 29 16 43 37 99 
14 о о 2 40 3 60 5 100 
110 110 110 330 
x? = 21:27; df = 26; p < 0°80 
The coroner’s verdict 
Auto Open Suicide Accidental 
оса by verdict verdict death verdict Total 
N % N % N % N % 
Pathologist 1 10 53 6 32 3 16 19 101 
2 тї 37 10 33 9 go go 100 
8 20 37 23 43 I1 20 54 100 
4 59 80 61 ЗІ 74 38 194 99 
5 10 go 10 30 13 39 33 99 
110 110 110 330 


X! = 11:05; df = 8; р < 0-20 
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There is therefore no statistical evidence of a 
particular officer or pathologist being associated 
with disproportionate numbers of suicide cases. 
An association might possibly be detected with a 
larger sample; but any such association must be 
small and of little practical importance. 


Discussion 

' Could this negative finding be the result of 
sampling? Because we were taking advantage 
retrospectively of the routine work of a busy 
office, the only influence which might introduce 
artefact is our method of case selection. The 
statistical findings rest upon the assumption 
that all the cases were randomly selected with 
respect to the two variables under examination, 
the coroner’s officer and the pathologist. It may 
be claimed that this is justified for the open 
verdict sample because all the cases between two 
dates were included. And since the selection of 
the suicide and accident samples was made 
from a register which did not disclose to the 
investigator either the pathologist’s name or 
that of the coroner's officer, the negative 
finding could not be the result of bias in their 
selection. 

A further source of error could arise if pro- 
portionately more suicides occurred in some 
officers’ areas than in others so that any effect 
due to bias on the part of the officer was 
cancelled out. But such an explanation requires 
that by chance officers with a bias against 
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suicide are allocated to areas with high suicide 
rates and vice versa, which is improbable. 

If both these sources of error are rejected as 
explanations, what do the findings mean? 
There are two possible conclusions. Either 
coroner's officers do not differ from one another 
as regards the influence they have on the coroner 
or they have no influence at all. If commonsense 
rejects the second explanation as absurd, we may 
conclude that coroner's officers seek similar 
information on which to form an opinion with 
regard to the cause of death, as also do patholo- 
gists, and their personal prejudices are un- 
important in determining suicide. "They all 
probably stick to those facts which provide 
evidence of intent. 
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Monosymptomatic Hypochondriasis, Abnormal Illness 
Behaviour and Suicide 


By PAUL E. BEBBINGTON 


Summary. Two cases of chronic monosymptomatic psychogenic eye pain with 
abnormal illness behaviour are presented. Both failed to respond to a wide 
variety of treatments, and despite the accepted low suicidal risk in hypochon- 
driasis both killed themselves. The origin, prognosis and therapy of such 


behaviour are discussed in this context. 


INTRODUCTION 


The concept of abnormal illness behaviour 
has been elaborated by Pilowsky (1969) in 
order to lend unity to the problem posed by 
the patient with physical symptoms for which 
no adequate organic cause can be found. He 
points out that such patients in the past have 
been subsumed under a wide variety of 
diagnoses. | 

Abnormal illness behaviour resides in the 
patient’s aspirations to the benefits of the sick 
role without sufficient overt reason to adopt 
such a role. It is the purpose of this article to 
present the cases of two patients with mono- 
symptomatic hypochondriasis, fortuitously both 
relating to the eyes, who exhibited this beha- 
viour, with a discussion of some of the issues so 
raised. It is emphasized that although hypo- 
chondriasis in general is said to correlate with a 
low incidence of suicide both of these patients 
did kill themselves. 


Tre PATIENTS 

Case 1 

Miss A., aged 34. She had complained of pain in 
her eyes for 18 years to many different doctors and 
first saw a psychiatrist at the age of 22. She had made 
three suicidal attempts in the preceding three years 
which had resulted in a two-month psychiatric 
admission. Following a further overdose she was a 
patient at the Maudsley Hospital from February to 
November 1978. 

She was the fifth of eight children in a close-knit 
conservative working-class family with no history of 
psychiatric disorder. After leaving school at 15 she 
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had a number of jobs before working at the local 
psychiatric hospital, at first as a waitress and later as 
a nursing auxiliary. She had many boy friends and 
was engaged three times. The second engagement 
was disapproved of by the family. During it, at the 
age of 91, she had a termination of pregnancy. She 
had considerable medical contact: three D & G 
operations; appendicectomy, haemorrhoidectomy and 
tonsillectomy. She was also diagnosed as having 
bronchiectasis. С 

She was greatly concerned with her appearance 
and was sociable, but had persisting difficulties in 
relationships. 

She was an attractive well-dressed woman with no 
signs of a depressive illness although she made many 
histrionic suicidal threats. Her general behaviour 
was dramatic and she complained continually about 
her eyes. Her IQ was 86, her vision was 6/5 in each 
eye, with minimal refractive error, and other investi- 
gations gave normal results. 

Treatment with tricyclic antidepressants, minor 
tranquillizers and abreaction was ineffective. She 
did not co-operate in an operant programme in 
which social rewards were earned by visual tasks. 
She was then given modified narcosis and seemed to 
improve before discharge. 

Within three wecks she had relapsed and her GP 
referred her once again to her local psychiatric 
hospital out-patients clinic. However, five weeks 
later she was found dead of barbiturate poisoning. 


Case 2 

Mr B., aged 38. The patient visited orthoptists 
from the age of 5 for a mild squint and obtained con- 
siderable attention from his mother because of this, 
From 18 onwards he claimed that his right eye felt 
dead and appeared dull in the mirror, although he 
did not complain of impaired vision. He then began 
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to complain of pain in this eye, though he could 
not describe this in detail, and plagued local 
opthalmological departments. His squint was cor- 
rected before he entered the Army, with no effect on 
the eye pain. His first psychiatric referral was at age 
32, and subsequently he was admitted six times to 
local psychiatric hospitals. Treatment included 
chlorpromazine, imipramine, chlordiazepoxide, ben- 
zoctamine, tranylcypramine, intravenous clomi- 
pramine, intravenous water, and ECT. Any 
improvement was transient. He also had interpreta- 
tive psychotherapy for 18 months. He twice took 
overdoses. He was admitted to the Maudsley Hospital 
in August 1973 and remained an in-patient until 
November. 

He came from a working-class family, the eldest of 
seven children. His father was unsympathetic, but 
his mother was very concerned. One brother had a 
squint, another an eye damaged by a firework. There 
was no psychiatric family history. 

The patient left school at 15. He had asthma from 17 
and was treated with steroids, and was several times 
admitted to hospital for this. He was invalided out of 
National Service after two years because of his asthma 
and his hypochondriacal complaints about his eye. 
His work record was poor, and after being dismissed 
from the Civil Service at 94 he did not work again. 
He was married at 22 and had two children but was 
divorced at 36 because his wife could no longer 
tolerate his hypochondria. His personality was 
dependent, with some obsessive traits, 

In manner he was very aggrieved and demanding 
and totally preoccupied with his eye pain. He was 
gloomy about the prospects of a cure for his complaint, 
but there was no evidence of a depressive illness. His 
WAIS was 104 (verbal) and 88 (performance). 
Vision was 6/6 in both eyes with 5° esophoria. He 
specifically claimed to be unable to engage in eye to 
eye contact, looking at his own photo or himself in a 
mirror, watching ТУ, reading aloud and copying, 
These particular activities were made the initial 
target in an operant programme. He made very 
striking initial progress but at the end of a three-week 
trial took his discharge before relatives could be 
involved in the programme. He relapsed almost 
immediately and was readmitted but would not co- 
operate with treatment and again discharged himself. 
After a short readmission to his area hospital he 
again discharged himself and was found dead the 
next day. The coroner’s verdict was suicide by chloral 
poisoning. 

Discussion 


The salient clinical features of these patients 
were the monosymptomatic nature of their 


hypochondriacal preoccupation and the abnor- 
mal illness behaviour they displayed. There are 
a number of monosymptomatic delusional and 
near-delusional conditions in psychiatry; these 
are in many respects diverse and include 
conditions such as dysmorphophobia (Hay, 
1970), olfactory paranoid syndrome, and der- 
matological hypochondriasis (Zaidens, 1950). 
Many of these patients are markedly lacking 
in social skills, and in many an element of 
abnormal illness behaviour is discerned. Some 
of the conditions have strong relationships to 
schizophrenia, and by and large they are 
united by their persistence and by a clinical 
impression of poor prognosis. An exception to 
this is the circumscribed hypochondriasis of 
Hanns Schwarz (1929) which seems to be a 
specific form of manic-depressive psychosis 
with the prognosis of that condition. 

Little has been written on monosymptomatic 
hypochondriasis. Zaidens (1950) describes a 
monosymptomatic dermatological hypochon- 
driasis in 11 patients. This group was socially 
isolated and their symptoms shared many 
features with dysmorphophobia. Interestingly, 
both of these patients had dysmorphic symp- 
toms, and Bianchi (1973) has noted this 
association with hypochondriasis. Katzenel- 
bogen (1942) mentions that two of his female 
and ‘a few’ of his male patients were mono- 
symptomatic. There appear to be no references 
to the prognosis of the monosymptomatic 
hypochondriac in the literature. Of hypo- 
chondriacs in general more may be said. Greer 
and Cawley (1966) found that hypochondriacal 
patients have the worst prognosis of any 
neurotic group. In general, in the absence of 
an affective component the prognosis is de- 
pendent on the previous duration; the no- 
improvement group of Richards (1919) had a 
mean prior duration of 11:5 years, the improved 
group 4*1 years. Only 12 of Katzenelbogen’s 
(1942) patients had had symptoms for less 
than two years. To an extent, such figures are 
the result of selection: short-lived symptoms 
do not readily become the object of study. 

Suicidal risks in hypochondriacal patients 
appear low (briefly reviewed in Stenback et al, 
1965), more particularly in those cases showing 
the ‘disease phobic’ component derived by 
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Bianchi (1973), and this perhaps parallels the 
finding that depression in hospital in-patients 
with physical illnesses does not carry a high 
suicidal risk (Moffic and Paykel, 1975). The 
‘disease conviction! component as in these 
patients may, however, be associated with 
suicidal tendencies. Many people in this 
category are significantly depressed, and in 
them, not surprisingly, the risk is increased. 
Pilowsky (1970) found a history of suicidal 
attempts in 3 of his 66 cases of primary hypo- 
chondriasis and in 12 of his 81 secondary cases. 
Of Ladee's (1966) 225 cases 5 committed 
suicide, 3 of these being melancholic. Depressive 
illness was not a feature of either of the cases 
reported here. It should also be emphasized 
that both were still complaining strongly of eye 
pain at the time of the last medical contact, 
very shortly before death. 

In recent years, two advances have been 
made in our understanding of the genesis of 
hypochondriasis. The first is the concept of 
abnormal iliness behaviour; the second is that 
of interoceptive set, ‘perceptual reactance’ or 
‘stimulus augmentation’. 

The concept of abnormal illness behaviour 
was first formulated by Pilowsky (1969) and 
derives from sociological models of the sick 
role developed by Sigerist (1932), Parsons 
(1951) and Mechanic (1962). People respond 
to the presence of a noxious internal stimulus in 
a continuum from the stoical to the hypo- 
chondriacal. The extent to which people 
attend to such a stimulus has been called per- 
ceptual reactance by Petrie (1967), and Bianchi 
(1971) has used this concept as the basis of his 
model of disease phobia. He claims that stimulus 
augmentation may be programmed—the result 
of early learning—or current—the effect of 
interoceptive focusing caused by anxiety or 
depressive illness. 

Having perceived the interoceptive stimulus 
a person may respond in a normal or deviant 
fashion. The ideal response is one which leads 
to the rapid attention of others, including the 
physician, and, it is hoped, to the removal of 
either symptom or cause. Illness behaviour 
deviates from this norm if it has ends other 
than these. When a patient enters the sick role 
he becomes, as Sigerist (1932) points out, 
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passive, the object of duties: 'sickness dis- 
pensates’. He does acquire one obligation, that 
of seeking health. As Parsons has said (1951), 
Sickness is socially defined as undesirable, to be 
escaped from as soon as possible. However, 
some patients behave as though they do not 
accept the desirability of health, as though 
their object is not cure but care. To seek care 
by deviant means puts such patients in an 
ultimately impossible situation, but unfor- 
tunately the behaviour is sufficiently effective 
to establish itself and to render it extremely 
resistant to extinction. Indeed, the patient may 
come to have no other way of dealing with the 
world. Interestingly, Meares and Horvath 
(1972) have established distinct categories of 
acute and chronic hysteria, the latter patients 
showing much greater problems of adjustment 
and relationship. It appears, therefore, that 
some people display abnormal illness behaviour 
only in response to great stress, while for others 
it is continually triggered by the smallest 
difficulties. This latter pattern was much in 
evidence in both the cases here presented. The 
combination of absence of alternative behaviours 
and social rejection would seem to be fertile 
ground for suicide, and it is of interest that in 
cases of chronic physical disability the un- 
expected restitution of health may have adverse 
effects on the patient. There are now, for 
instance, a number of reports of suicide and 
attempted suicide following the restoration of 
sight (Lester, 1972). Penman (1954) noted the 
onset of neurotic complaints following su 
operation for trigeminal neuralgia. 

Abnormal illness behaviour often has its 
origins in childhood: illness commands attention 
likely to be otherwise limited in large families 
such as these patients came from, and we are 
specifically told of Mr B’s mother’s concern over 
his ocular difficulties. 

The treatment of hypochondriasis is difficult. 
As Reusch (1951) points out, only in cases 
where inappropriate meaning is given by the 
patient to the symptom does simple psycho- 
therapy on educative lines appear successful. 
Many have noted, by and large, the non- 
response of abnormal illness behaviour to 
interpretative therapies (e.g. Ladee, 1966; 
Mead, 1965) though there have been occa- 
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sional reports of success (e.g. Hopwood, 1965; 
Ladee, 1966 (p 376)). Fordyce (1968) reported 
success with operant techniques maintained at 
five-month follow-up. The family were involved 
in treatment. However, neither of our patients 
would co-operate in such treatment, though one 
showed striking early gains. The use of anti- 
depressant medication and of ECT are obviously 
to be considered in cases of hypochondriasis 
secondary to depressive illness, but their role is 
less obvious in cases where no depression is 
evident on detailed clinical inquiry. Certainly, 
in neither of the present cases did they prove 
effective. Likewise, psychosurgery is not felt 
to offer great hope of benefit (Freeman, 1959), 
although single successful outcomes have been 
reported by Elithorn and Beck (1955) with 
leucotomy, and more recently by Andy (1973) 
using unilateral anterior thalamotomy. 
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A Double-Blind Comparison of Lithium Carbonate 
and Maprotiline in the Prophylaxis of the Affective Disorders 


By ALEC COPPEN, S. A. MONTGOMERY, R. К. GUPTA 
and J. E. BAILEY 


Summary. A double-blind prospective study was carried out comparing the 
prophylactic effect of maprotiline and lithium carbonate over a period of one 
year in patients suffering from recurrent affective disorders. The average 
Affective Morbidity Index was lower, but not significantly so, in patients treated 
with lithium. A further analysis, based on dividing patients into those with no 
affective morbidity and those who showed some affective morbidity during the 
study, demonstrated lithium carbonate to be significantly superior to maprotiline 
both in the group as a whole and in unipolar depressives. A correlation between 
high plasma maprotiline concentration and low morbidity was observed and was 
in line with an earlier report. A highly significant negative correlation (r = 
—0'97; p < 0-001) was found between plasma maprotiline concentration and 
body weight. Although the results showed lithium carbonate to be superior to 
maprotiline in the study, it should be emphasized that the plasma levels of lithium 
were constantly monitored and maintained at what is considered to be its 
optimum concentration, whereas the maprotiline treated patients were kept on a 
fixed dosage regime irrespective of plasma levels. 





The efficacy of lithium carbonate prophylaxis 
is now well established in the management of 
unipolar (Coppen et al, 1971; Baastrup et al, 
1970; Prien « al, 1973), and bipolar (Coppen 
et al, 1971; Baastrup et al, 1970; Prien et al, 
1973; Hullin e£ al, 1972; Cundall et al, 1972; 
Stallone et al, 1973), affective illnesses by 
double-blind, controlled clinical trials. Both 
the depressive and manic morbidity of bipolar 
patients have been shown to improve equally 
by the prophylactic use of lithium (Coppen et al, 
1973). 

е is now increasing interest in the use of 
other antidepressant treatments in the long- 
term management of affective disorders (Prien 
et al, 1973; Mindham et al, 1973; Klerman «t al, 
1974; Kraugh-Serensen et al, 1973). As tricyclic 
antidepressants are difficult to estimate, most of 
these studies are not accompanied by plasma 
level estimations, as has been the case with 
lithium, but even so these drugs have been 
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shown to provide a significant reduction of 
morbidity in these patients over the varying 
periods studied. 

In the present double-blind study we aimed 
to compare the morbidity in patients suffering 
from affective disorders maintained for one year 
on lithium with those maintained on maprotiline 
(Ludiomil), a tetracyclic which is an effective 
treatment for depression (Kielholz, P., ed., 
1972). Throughout the study, plasma levels of 
lithium and maprotiline were regularly esti- 
mated. 


Mersops 

Patients 

All patients had been attending a lithium clinic 
for а period of at least one year and were selected for 
having previously had at least three attacks of 
affective disorders As the drop-out rate from this 
clinic is small (less than 5 per cent a year) we feel 
that they are a representative sample of this group 
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of patients, admitted for in-patient treatment of 
recurrent affective disorder. The patients attending 
the clinic were asked to volunteer to take part in a 
double-blind study of two prophylactic treatments, 
and only two refused to take part. It was explained 
that they would be either maintained on lithium or 
switched to an antidepressant drug of known effective- 
ness. The patients were randomly allocated to receive 
cither a single daily dose of 150 mg of maprotiline 
at night or a sustained-release form of lithium 
carbonate (Priadel), also taken at night in a single 
dose to maintain a plasma lithium level of between 
0*8 and 1:2 mEg/l in the blood obtained the follow- 
ing morning. Patients were given either active 
maprotiline and dummy lithium, or the converse. 
The doctor assessing the patient was unaware of the 
nature of the treatment. Adjustments of the lithium 
levels were made by an independent research co- 
ordinator by altering the dosage of lithium carbonate. 
Changes were also made in the dosage of dummy 
lithium in order to maintain the double-blindness of 
the trial, The patients were seen at approximately 
six-week intervals and more frequently if they were 
unwell. On each visit to the clinic blood was taken 
at a constant time for the estimation of lithium or 
maprotiline, usually between 9 and 10.30 am. The 
plasma was frozen and stored, and the analysis of 
maprotiline was carried out by a double radioisotope 
procedure (Riess, 1974). If necessary, in a relapse 
the assessor could prescribe electroconvulsive therapy 
as an additional treatment, or if the relapse was less 
severe would give supportive psychotherapy. The 
trial could, of course, be terminated at any time if 
the doctor in charge thought it desirable or if the 
patient or his relatives requested it. 


Measurement of morbidity 
On each occasion the patient was seen a global 
assessment of affective morbidity was made by the 
blind assessor using a four-point scale for depression 
or mania, as follows: 
9—Severe depression or mania 
2—Moderate depression or mania 
1—Mild depression or mania 
0—No conspicuous affective disturbance 
All data collected were recorded on an affective 
disorders chart (Fig. 1). These data included the 
Beck Depression Inventory (Beck et al, 1961), weight, 
side-effects, the duration of in-patient and out- 
patient episodes and the assessment of affective 
morbidity on the scale outlined above. From these 
data the Affective Morbidity Index was calculated 
as follows: a line was drawn between the points on 
the chart indicating the severity of affective dis- 
turbance on each occasion and the area under the 





A DOUBLE-BLIND COMPARISON OF LITHIUM GARBONATE AND MAPROTILINE 


curve was calculated and divided by the total time 
of study. The Affective Morbidity Index thus devised 
is related to both the time spent with episodes and 
the severity of the affective episodes. Both these 
variates are essential to assess the degree of morbidity 
present in the patient. 

Details of the patients entering the trial are shown 
in Table I. Every encouragement was given to 
patients in the study, though it was made clear to 
them that they could leave the study if they so 
desired. Those patients who were switched to 
maprotiline were given a dosage which increased 
during the first seven days from 75 mg daily at 
night to 150 mg daily from the first week onwards. 

During the initial stages of the trial two of the 
bipolar patients developed manic features, and in 
view of a report (Prien et al, 1978) that imipramine 
may produce mania in bipolar patients it was decided 
to confine the rest of the trial to unipolar patients, 
although those patients already started were allowed 
to continue if they did not become so ill that the trial 
had to be discontinued. Table III shows the drop- 
outs, and it is seen that a considerable proportion on 
receiving maprotiline asked to discontinue the trial 
at an carly stage because of side-effects. These 
patients were put back on lithium and followed 
carefully so that the data were collected on them 
and recorded as for the patients in the double-blind 
trial. Table II shows the affective morbidity of those 
patients remaining on the trial. It will be seen that 
the average Affective Morbidity Index was higher, 
but not significantly so, in the maprotiline group than 
in the lithium-treated group. To avoid any ‘carry- 
over’ effect of changing medication, a period of four 
weeks was allowed after entering the trial for assessing 
the Affective Morbidity Index. For comparative 
purposes, the average Affective Morbidity Index for 
a group of unipolar depressive patients studied 


Tase I 
Details of patients entering the trial 
Sex Age (years) 
М Е Mean SE 
Maprotiline group 
Unipolar patients 15 4 11 539 2:8 
' Bipolar patients 3 о 3 597 — 
All patients 18 4 14 §3°8 2:4 
Lithium group 
Unipolar patients 15 4 II 52:2 32 
Bipolar patients 6 2 4 49:0 4-1 
All patients 2I 6 15 49:6 27 
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porting tranquillisers. In addition, the mild 
sedative effect of Ludiomil helps the patient to 
sleep through the period of peak absorption — 
minimising any possible side effects. 
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A DOUBLE-BLIND COMPARISON OF LITHIUM QARBONATE AND MAPROTILINE 





























Taare П 
Details of patients completing the irial 
Length of Affective Plasma 
Sex Age (years) time on trial Morbidity maprotiline 
(weeks) Index (ng/ml) 
N 
M Е Mean SE Mean SE Mean SE Mean SE 
Maprotiline group 
All patients* e 9 3 6 487 39 498 45 024 008 255 39 
Lithium group 
Unipolar patients .. 12 4 8 529 59 608 25 озу o:08 
Bipolar patients 4 2 2 878 Зо 618 2:9 005 0°05 
All patients . . 16 6 10 490 34 6r 2-0  O'IO 0°05 
Coppen et al (1971) 
Unipolar—lithium .. ті 3 0-08  o-05 
Unipolar—placebo.. 15 4 11 0°54 oll 
* Eight Unipolar and one bipolar patient. 
Taare ПІ 
Reasons for drop-out 
Lithium group Maprotiline group 
Length of Length of 
Patient Reason for drop-out time on Patient Reason for drop-out time on 
no. trial (wks) no. trial (wks) 
І Irritable behaviour 12 1 Ataxia, loss of balance 
2 Overactive, irritable 26 2 Throat ‘thick and dry’ <I 
3 Becoming depressed 7 3 Becoming hypomanic 4 
4 Entering manic phase 14 4 ‘Head felt like lead.’ Confused І 
5 Headache, ataxia, sickness 3 5 Ataxia, memory loss, shaking 
hands, dry mouth 1 
6 Becoming depressed 1 
7 Manic episode 3 
8 Side-effects, abdominal pain 29 
9 Giddy and ataxic «I 
Mean 12-4 Mean 4'7 











In nearly all these cases, patients were taken out of the trial at their own or at their relatives’ specific request. 


earlier (Coppen et al, 1973) is also shown in 
Table IT. It will be seen that the lithium patients in 
the present study have an Affective Morbidity Index 
very similar to the patients so treated in the earlier 
study. The Affective Morbidity Index of the mapro- 
tiline-treated patients was significantly lower than 
the placebo-treated group of the earlier study, though 
naturally caution must be used in drawing comparison 
between two independent trials. 


The patients were divided into two further groups: 
(a) those who suffered no conspicuous affective 
morbidity during the trial; and (b) those who 
suffered some affective morbidity during the trial. 
The two treatment groups were compared (Table 
IV). Fisher’s exact probability test showed that the 
lithium group was superior (р < 0-02) to the mapro- 
tiline group. Taking patients suffering from unipolar 
depressive illness only, lithium was still found to be 
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TABLE IV 
Affective morbidity during the trial (excluding initial 4 weeks) 


All patients 
Morbidity 
None Some 
Lithium group .. ne I2 4 
Maprotiline group .. 2 7 


Fisher exact probability test p < 0-02 








Unipolar patients only 





Morbidity 
None Some 
Lithium group .. Ps 9 3 
Maprotiline group 2 6 





Fisher exact probability test p < 0:05 





TABLE V 
Subsequent morbidity of drop-outs (excluding first 4 weeks after change to open lithium) 





Age Time on lithium after Affective Morbidity 
Sex (years) drop-out (weeks) Index 
N 
M F Mean Mean - SE Mean SE 

Maprotiline group 

Unipolar patients .. 6 1 5 58:8 57:2 1*9 0-06 0-06 

Bipolar patients 3 о 3 53°7 41°7 — 0°03 — 

All patients .. vs 9 I 8 57'1 52-0 6:2 0'05 0'04 
Lithium group 

Unipolar patients .. 3 o 3 49°3 31:7 — 0:43 — 

Bipolar patients 2 о 2 54*5 31:0 — 0:00 — 

All patients .. - 5 о 51-4 31:4 10:6 0:26 o:18 





superior (p < 0-05) to maprotiline. Subsequent 
morbidity in those patients who dropped out from 
the trial is shown in Table V. The same technique of 
allowing a four-week period to elapse to avoid any 
‘carry-over’ effect was used. The average Affective 
Morbidity Index for those patients who dropped out 
and who received lithium carbonate is very similar 
to those in the double-blind lithium group, and there- 
fore it appears that those patients who dropped out 
of the study do not represent a group of poor 
responders to lithium therapy. 

The plasma level of maprotiline was measured in 
blood obtained from each patient on attendance at 
the clinic and was found to be similar to that re- 
ported by Angst and Rothweiler (Angst et al, 1974). 
The average value for each patient ranged from 144 
ng/ml to 429 ng/ml, with an average for all the 
patients of 256 ng/ml. In these calculations blood 
levels which showed that the patient had not been 





taking the drug were omitted. 

The correlation between the affective morbidity 
and plasma level was —0:58, which was very similar 
to that reported by Angst and Rothweiler (т = 
—0*54, р < 0:05). In the present series the numbers 
were too small for the correlation to be significant. 

A negative and highly significant correlation was 
found between body weight and plasma level 
(к = —0-97, p < 0:001). The highest dosage in the 
series based on body weight was 3 mg per kilogram of 
body weight. 

Affective morbidity was treated by supportive 
psychotherapy except in one maprotiline case, where 
the patient was admitted to hospital and treated by 
two courses of electroconvulsive therapy in addition 
to the maprotiline. 

The patients on each attendance were asked if they 
had any preference for the old or the new prophy- 
lactic treatment. The majority of preferences was 
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noted for each patient and Table VI shows that there 


was no difference between the preferences for lithium 
or maprotiline. 











TABLE VI 
Patients preference for treatment 
Trial medication 
Better Same Worse 
Maprotiline group .. 2 5 2 
Lithium group ss 3 14 1 
x? Not significant 
Discussion 


Trials in which patients on one prophylactic 
treatment are switched blindly and randomly 
to another may be criticized on a number of 
grounds. They might be good responders to 
that particular treatment and represent a 
highly selected sample and therefore would 
not represent a random sample of recurrent 
affective disorders. However, as we have shown 
in our Method section, we do not believe this 
to be the case in our group. It was our policy 
to place all patients who had three or more 
attacks of affective disorder on prophylactic 
lithium therapy. Normally, the drop-out rate 
from the clinic is less than 5 per cent, as normally 
we feel justified in giving great encouragement 
“to our patients to stay on lithium. In our lithium 
clinic patients are followed at regular intervals 
and plasma lithium is estimated at every visit 
before they see the doctor, who can therefore 
detect at an early stage any patient who is not 
actively cooperating. In the present investiga- 
tion the doctor was not able to know the 
plasma levels because he was blind to the 
treatment, and as the patient or his relatives 
were perfectly free at any time to request a 
return to open lithium therapy the drop-out 
rate is naturally much higher. However, as 
we have shown, we do not believe that these 
drop-out patients differ very significantly from 
other patients, apart perhaps from being more 
susceptible to the early side-effects of mapro- 
tiline. Another criticism is that these patients 
might be accustomed to lithium and might 
experience some ‘lithium withdrawal symptoms’ 
producing affective morbidity. We examined 
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this point further by measuring the average 
Affective Morbidity Index of the patients in the 
first half of the trial after the initial four weeks 
adjustment, and again in the second half. 
The means for the two occasions were 0:25 and 
0:23 respectively. 

Although the assessors remained blind, it 
might be thought that the patients were not 
always unaware of being on a new treatment. 
Although it is difficult to ascertain this point 
directly it did not appear to affect their overall 
judgement of their treatment, as shown in 
Table V. 

The study showed lithium to be significantly 
superior to maprotiline in its prophylactic anti- 
depressant effect in unipolar affective disorders, 
and from this point of view we believe that the 
investigation is valuable in providing additional 
evidence for the prophylactic action of lithium 
in unipolar depressives even when it is measured 
against an active antidepressant and not an 
inert placebo. The Affective Morbidity Index 
in the lithium group was similar to that reported 
in previous studies where lithium was compared 
in a double-blind controlled study against a 
placebo and in a subsequent open study 
(Coppen et al, 1973), but very great caution 
must be exercised in comparing patients in 
one trial with those in another, however similar 
the patients and assessments may have been on 
the two occasions. 

Initial drop-out rates were high and were 
largely attributed to the side-effects, and it is 
possible that the side-effects were higher in our 
patients, as many of these were undoubtedly in 
a period of remission. Many clinicians feel that 
affectively normal individuals are more vul- 
nerable to the side-effects of antidepressant drugs 
than patients in a depressive illness. 

The lithium levels were kept within the 
established therapeutic range 0:8—1:2 mEq/l, 
whereas maprotiline was given in a fixed daily 
dose. The correlation between morbidity and the 
plasma concentration of maprotiline showed a 
positive trend very similar to that reported by 
Angst and Rothweiler. Our own findings that 
plasma concentration correlates highly with 
body weight suggests that maprotiline should be 
prescribed in doses related to body weight to 
achieve the optimum level in the blood. On the 
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basis of our limited findings we would recom- 
mend a dose of 3 mg per kilogram of body 
weight. It should therefore be emphasized that 
in a way the trial design favoured lithium, 
because lithium was prescribed in doses to give 
the optimum therapeutic plasma correlation, 
whereas the fixed dosage of maprotiline gave a 
very varied range of levels, some of which were 
perhaps too low to have a therapeutic effect. 
A fairer comparison would be between patients 
maintained on the optimum dosage of mapro- 
tiline as indicated by plasma levels with that of 
lithium, although the difficulties in estimating 
plasma levels of maprotiline are formidable 
compared to the ease with which lithium can be 
estimated. The findings do point again to the 
importance of ascertaining the optimum plasma 
level for antidepressant drugs (Braithwaite e¢ al, 
1972). 
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A Comparison Between the Hamilton Rating Scale and the 
Beck Inventory in the Measurement of Depression 


By J. BAILEY and ALEC COPPEN 


Summary. Correlations were made between ratings on the Hamilton Rating 
Scale for depression and the Inventory for measuring depression devised by Beck. 
Satisfactory and significant correlations were observed in only two-thirds of the 
patients, and often very divergent results were found in the remaining third. 


In most clinical and research work concerned 
with affective illness it is essential to assess the 
severity of depression in the patient. It is 
advantageous to use measures which are widely 
known so that results can be compared. Two of 
the most widely used scales are the Inventory 
for the Measurement of Depression (DI) deve- 
loped by Beck (Beck ef aj, 1961), where the 
patient rates himself, and the Hamilton Rating 
Scale (HRS) where the patient is rated by the 
psychiatrist. 

The Di—an American scale—was validated 
in this country (Metcalfe and Goldman, 1965) 
against the criterion of clinical judgement by a 
psychiatrist. It consists of 21 groups of items 
related to a common symptom of depressive 
illness. The patient has to indicate which state- 
ment in each group describes best how he feels 
at that moment. Each statement is graded 
according to severity from o to 3 and the total 
score can range from о to бо. 

The HRS consists of ratings made by a 
clinician interviewing the patient. Each rating 
is graded according to severity from о to 2 or 
from o to 4. In this study the first 16 items only 
were used: the maximum total score is 50. 


PATIENTS AND METHODS 

In the present study 42 patients were assessed 
by both scales administered on the same day, 
and on at least seven separate occasions; they 
were all in-patients of our neuropsychiatric 
investigation ward and were suffering from a 
depressive illness (38 unipolar and 4 bipolar in 
a depressive episode). 
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The assessments were made at the time of the 
patients’ admission and then over a period of 
three or six weeks, during which time most of 
them were successfully treated and were im- 
proving. Twenty-four of these patients con- 
tinued to be assessed on both scales until the 
time of their discharge from hospital. The 
clinical states to be assessed ranged, therefore, 
from severe depression to clinical recovery with 
loss of most or of all of the main symptoms. 

The conditions under which the scales were 
administered were kept as constant as possible. 
When completing the DI the patients sat alone 
or in a small group, in a quiet room under the 
supervision of a nurse. For the HRS the patients 
were interviewed by a psychiatrist. Hamilton 
recommends that two psychiatrists should assess 
the patient simultaneously and that the score 
should be the sum of their two assessments. In 
many reports where the HRS was used by only 
one psychiatrist the total score was doubled. 
In the present investigation, only one psychia- 
trist at a time assessed the patient and the score 
has not been doubled. The psychiatrist was not 
aware of the DI score at the time of the HRS 
rating. Three psychiatrists took part in the 
investigation. 


RESULTS 
Our results are based on the product-moment 
correlation between the total rating scores on 
each scale. There were 25 occasions when both 
scales were given to the same patient on the 
same day, and thus there were 425 pairs of 
rating scores. 
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Overall correlation 

The overall correlation covering the 425 
pairs of scores is statistically highly significant 
(r = 0:68, p < 0-001). 


Successive correlations 

The correlations obtained on admission and 
during the first four weeks in hospital are shown 
in Table I. The two scales correlate less well on 
admission than at any other time. This may 
mean that on admission neither of the two 
scales can adequately reflect the patient’s 
clinical condition. The DI, when presented to 
very depressed patients for the first time, may 
be confusing in spite of explanations; and the 
HRS, when the psychiatrist interviews his 
patient for the first time and with very scanty 
background information, will obviously be 
based on a very incomplete clinical picture. 
The correlation between admission DI and 
first week DI was 0-65 and that between 
HRS on admission and at the first week was 
less than 0:50. 

The correlations between the two scales 
improve as time goes on and reach a high level 
of significance in the fourth week after ad- 
mission. Twenty-four of the 42 patients were 
assessed regularly on the two scales until the 
time of their discharge. The correlations for 
these 24 patients are shown in Table II. 








ТАвгЕ І 
Correlation between scales on admission and thereafter 
at weekly intervals 
N= Onad- 18 and 3rd 4th 
42 mission week week week week 
r= 0°33 0:71 0'51 0°77 0:79 


р = «20:05 «0:001 «0:001 «CO'OOI «O'OO0I 











Tasre II 
Correlation between scales on admission, at 4 weeks and 
at discharge 
On At At 
N == 24 admission 4 weeks discharge 
r= 0:21 0:69 0°58 
= NS <0'о1ї «0:01 
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Assessment of change 

Fig. 1 shows the correlations between HRS 
and DI in individual patients. There is a signi- 
ficant correlation between the two scales in 
only two-thirds of the cases; in the others the 
correlation is low or even negative. We looked 
at various aspects of these patients—severity of 
their depression, and personality as measured 
by the Eysenck Personality Inventory (Eysenck, 
1959) or the Marke-Nyman Temperament 
Scale (Coppen, 1966), but we could not find 
any significant differences from those patients 
in whom a significant positive correlation was 
found. 

As would be expected from the previous 
figures, the two scales correlated well in the way 
they measured the difference between the 
admission score and a later score. This difference 
was calculated as a percentage of the initial 
score. Table III shows these changes at four 
weeks and at discharge. It should be noted 
here that the DI shows less percentage change 
than does the HRS. 
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Taste III Taste IV 
Correlation between percentage changes in scales from Stores on DI and HRS (mean and standard deviation) 
admission, 4 wesks and discharge at admission, 7 days and discharge 
Mean% change Admission At 7 days Discharge 
М DI HRS r p (N = 42) (N = 42) (№ = 24) 
Between DI Mean 22°0 20:6 71 
admission SD 10:6 11:8 8-0 
and 4 weeks 42 37% 53% 0:72 <0-001 
Between HRS Mean 19:2 14'4 375 
admission SD 4°9 5'5 3'1 
and discharge 24 60% 80% 0:55 <0о:01 
NE TABLE V 
Distribution greene ; : Correlation between admission and discharge scores on 
In this population of depressed in-patients DI and HRS 
the highest score obtained on the DI was 56 — = 
(maximum score possible — 60) and tbe highest Admission/Dis- Опе week/Dis- 
HRS score was 33 (maximum score possible N charge charge 
= 50). r p r p 
Table IV shows the mean and standard 


deviation of scores on both scales at various DI 42 0:81 «0-05 0:33 <0'05 
points in time. HRS 24 —o'10 NS 0°13 NS 

Fig. 2 shows the frequency distribution of 
scores on the two scales on the seventh day 
after admission when most patients were still ill 
(although some had already improved) and the 
overall correlation between the scales was quite 


high. 


Use of rating scores (on admission and after one 
week) as predictors of clinical outcome 

A comparison between the scores on ad- 
mission or at one week and the score on dis- 
charge is shown in Table V. 

There is obviously no way of predicting from 
the HRS on admission, or at one week after 
admission, the scores the patient will rate on 
discharge. However, there is a small correlation 
between the admission or one week score and 
the discharge score on the DI. It may be that 
on a self-rating questionnaire which he com- 
pletes twice a week the patient will remember 
his answers and tend to reproduce them on 
subsequent occasions. 


Frequency 
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Frequency 
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Discussion 


The results of this investigation have shown a 
satisfactory concordance between HRS and DI ow, 
in two-thirds of the cases but a rather poor ма? 
correlation in the others. There were по obvious Его. а. 
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characteristics of this latter group that distin- 
guished them either in personality or in severity 
of illness. 

There is no absolute measure of severity of 
illness, although trained psychiatrists can reach 
a high degree of reliability in the use of a rating 
scale like the Hamilton. There are obvious 
factors that invalidate either clinical interview 
or self-rating, such as a deliberate denial or 
exaggeration of the illness, lack of knowledge 
by the doctor, and so on. In most studies we 
would feel it useful to have both forms of 
measurement. The DI has the advantage that 
it is a standardized form of measurement, 
enabling comparisons to be made between 
different centres without the special traini 
in rating needed to give comparable results 
with the HRS. The time needed for an accurate 
HRS to be completed is considerable, whereas 


J. Bailey, Research Assistant, 
Alec Coppen, M.D., F.R.O.Psych., 
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the DI can be completed rapidly by a patient 
under the supervision of a nurse in a few 
minutes. 
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Dyskinesias Associated with Tricyclic Antidepressants 


By WILLIAM Е. FANN, JOHN L. SULLIVAN and BRUCE W. RICHMAN 


Summary. Hyperkinetic movement disorders may occur as side effects of 
antipsychotic drugs; and a hyperdopaminergic state induced by the neuroleptic 
compounds is thought to be a cause of extrapyramidal disorders such as tardive 
dyskinesia. We have observed two cases of the dyskinetic syndrome in patients 
receiving tricyclic antidepressants (TCA). Because the TCA are known to have 
little effect on striatal dopamine but do share with the neuroleptics potent anti- 
cholinergic activity, these cases appear to support the hypothesis that the drug- 
induced hyperkinetic disorders are related to a diminution of CNS acetylcholine 
activity as well as to an increase in dopamine activity. 


Movement disorders are well known side 
effects of the neuroleptic drugs. These extra- 
pyramidal symptoms (EPS) may appear either 
early or late in the course of phenothiazine, 
thioxanthene or butyrophenone administration. 
The early-onset EPS are usually parkinson-like, 
often remit spontaneously, and are responsive 
to anticholinergic or adrenergic compounds. 
Tardive dyskinesia (TD), a hyperkinetic extra- 
pyramidal syndrome, usually sets in late in the 
course of neuroleptic therapy. TD is persistent 
and is exacerbated by L-dopa and by anticholi- 
nergicor adrenergic compounds. The most widely 
accepted paradigm for these drug-induced 
movement disorders involves a perturbation 
of the delicate balance between dopaminergic 
and cholinergic systems in the corpus striatum 
(Klawans, 1974). The parkinsonian early- 
onset EPS are thought to result from either 
a relative dopaminergic deficit or a choli- 
nergic excess (Ambani, 1973). In evaluating 
the late-onset side effects of the neuroleptics, 
evidence has been compiled implicating a 
relative hyperdopaminergic (or hypocholiner- 
gic) state in the aetiology of tardive dyskinesia, 
as well as of the symptomatically similar heredo- 
degenerative disease, Huntington's chorea 
(Aquilonius, 1971). 

Although the administration of tricyclic anti- 
depressants (TCA), which are structurally 
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similar to the phenothiazines, has been associa- 
ted with tremors of the tongue and upper 
extremities, and with generalized hyperkinetic 
states, there have so far been no reports in the 
literature of bucco-facio-lingual dyskinesias 
associated with long-term tricyclic anti- 
depressant treatment. Recently, however, Burks 
ei al have reported choreoathetosis as a toxic 
manifestation of acute tricyclic overdose (Burks, 
1974); and another author reported dyskinesia 
associated with tricyclic administration, though 
no direct causal relationship was posited 
(Birket-Smith, 1974). We have observed two 
cases of the dyskinetic syndrome occurring 
during administration of tricyclic anti- 
depressants. We believe that the emergence 
of these symptoms during tricyclic treatment 
may provide further significant evidence of-a 
hypocholinergic aetiology. 


Case No. т 

The patient was a 37-year-old white married male 
with a history of severe depression and anxiety dating 
from 1971. He was admitted in September 1973, 
this being the seventh time he had been in hospital 
for psychiatric illness. During his second stay in 
hospital in 1972 the patient had undergone a series 
of 12 electroshock treatments and subsequently he 
had been treated with a variety of tricyclic anti- 
depressants. By his own account each of his psychia- 
tric admissions had been precipitated by his ‘having 
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trouble with the medicine. It knocked me out for 
three or four days’. 

For some time before his present admission he had 
been taking thiothixene (Navane) 20 mg at bedtime 
and amitriptyline 25 mg twice a day. Upon admission 
he described auditory and visual hallucinations. The 
thiothixene and amitriptyline were discontinued 
and the patient was prescribed chlorpromazine 
300 mg/day for one week. At the end of the week 
chlorpromazine was discontinued and the patient 
was prescribed amitriptyline 200 mg qhs, perphena- 
zine 4 mg QID, and trihexyphenidyl (Artane) 2 mg 
twice a day. After two weeks the trihexyphenidyl was 
discontinued, and the perphenazine was discontinued 
after a third week. The patient continued to receive 
200 mg amitriptyline four-hourly during this period. 
He responded very well to treatment with amitrip- 
tyline, his depression clearing within one month of 
admission. With his clinical symptoms under good 
control he volunteered to participate in a dose- 
response evaluation of amitriptyline and was given 
maximum doses of 50 mg three times a day. During 
the course of the study it was noted that the patient 
exhibited a bucco-facio-lingual dyskinesia. He was 
removed from the study and all medication was dis- 
continued while he was further observed. Depressive 
symptoms returned rapidly, while dyskinetic symp- 
toms improved. Amitriptyline was again prescribed 
and one week later the mouth-tongue dyskinesia was 
again manifest. After approximately one month the 
amitriptyline was discontinued, and the dyskinesia 
abated after about two weeks. 


Case No. 2 

A 44-year-old married white male was admitted in 
November 1973 with symptoms of depression and 
agitation. His wife reported that he had been 
wringing his hands, extending his neck and moving 
his tongue strangely. 

The patient had first visited the hospital three 
months earlier with a two- to three-week history of 
initial and terminal insomnia and of crying spells 
without identifiable cause. He was offered admission 
but preferred to be treated as an out-patient. De- 
pressive neurosis was diagnosed, and amitriptyline 
100 mg four times a day and trifluoperazine 10 mg 
four times a day prescribed. Three days later the 
patient returned to report no improvement and 
asked to come into hospital. He was admitted, and 
amitriptyline 100 mg four-hourly and perphenazine 
4 mg four times a day were prescribed, while trifluo- 
perazine was discontinued. Trihexyphenidyl 2 mg 
twice daily was prescribed three days after his 
admission. Substantial improvement in his depressive 
symptoms became evident after two weeks. Amitrip- 
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tyline was increased to 200 mg four times daily; his 
symptoms cleared and he was discharged after 39 days 
in hospital. Following discharge amitriptyline was 
continued at the same dosage. No abnormal move- 
ments were noted during the course of this admission. 

The patient was readmitted three weeks later. 
Although he had been taking his medication as 
prescribed his depressive symptoms re-emerged and 
gross choreo-athetotic movements were evident. 
Amitriptyline was discontinued and the abnormal 
movements ceased within two weeks. The patient 
was then given a course of ECT, after which amitrip- 
tyline 150 mg/day was again prescribed. Within five 
days mouth-tongue movement again appenred, 
though with less severity than at the time of admission. 


Discussion 

Bucco-facio-lingual dyskinesias and the asso- 
ciated limb and trunkal choreo-athetotic move- 
ments have been described in association with 
Huntington’s chorea, spontaneous senile chorea, 
L-dopa therapy in parkinsonism, and neuro- 
leptic-induced tardive dyskinesia. Pharmaco- 
logical evidence suggests that agents which 
diminish functional levels of dopamine or 
block access of dopamine to the membrane 
receptor sites bring about clinical improvement 
of chorea. Thus, a hyperdopaminergic im- 
balance in the neostriatum has been implicated 
in the aetiology of this class of movement dis- 
orders. This hyperdopaminergic imbalance is 
thought to result from the interaction between 
the neurotransmitters and abnormally sensitized 
membrane receptors. A direct facilitating effect 
on dopamine systems seems an unlikely mecha- 
nism in our cases, as the tricyclic antidepressants 
have been shown to alter CNS dopamine 
metabolism only weakly if at all (Sulser, 1971). 
However, the tricyclics, like the neuroleptics, 
possess strong anticholinergic properties. 

A large body of evidence suggests that direct 
induction of decreased central cholinergic 
activity can also exacerbate idiopathic or drug- 
induced dyskinesias of the choreatic variety. 
Crane reports that patients on long-term neuro- 
leptic therapy who receive adjunctive anti- 
cholinergic medication are more likely to 
suffer more severe and longer-lasting tardive 
dyskinesia (Crane, 1971). In addition, adjunc- 
tive anticholinergic medication increases the 
risk for TD. Klawans has demonstrated that 
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the centrally active cholinesterase inhibitor 
physostigmine improves abnormal movements 
in Huntington’s chorea (Klawans, 1970). The 
anticholinergic benztropine worsens the chorea, 
and the quaternary anticholinesterase edro- 
phonium (which does not pass the blood-brain 
barrier) has no effect. Moreover, there is 
evidence of a hypocholinergic state in TD 
secondary to chronic exposure to the anti- 
cholinergic effects of the neuroleptics (Fann, 
1974). McGeer et al have recently reported that 
choline acetylase activity in the caudate nucleus 
and the putamen of post-mortem brain tissue of 
patients with Huntington’s chorea was mar- 
kedly less than in normals and in other disease 
groups tested (McGeer, 1973). This furnishes 
direct evidence for reduced cholinergic function 
in a naturally occurring choreiform disorder, 
and supports the concept that a relative hypo- 
cholinergic state may exist in the clinically 
similar neuroleptic-induced condition known 
as tardive dyskinesia. 

The possible contribution of ECT to the 
movement disorders should be considered. The 
possibility does exist that ECT contributes to a 
condition of hyperkinesis, though this relation- 
ship has not been firmly established. ECT has 
led to improvement in parkinsonism in de- 
pressed patients (Lebensohn and Jenkins, 1975), 
which suggests that striatal dopamine was 
thereby increased. This increase could contri- 
bute to hyperkinesis. Moreover, it is known that 
ECT affects brain biogenic amines, including 
catecholamines, acetylcholine and serotonin, all 
of which are considered significant factors in 
the relationship of motor function to striatal 
neuronal systems (Kety, 1974). Accordingly, 
one may speculate that ECT in some way 
influenced the abnormal motor syndromes. 
However, as ECT effects on striatal amines 
are somewhat equivocal, their clinical outcome 
cannot be accurately predicted. Although 
we could find no immediate changes in motor 
manifestations following ECT, these changes 
did appear to increase and diminish in 
relation to the administration of tricyclic 
antidepressants. Since the atropine-like effects 
of the tricyclics would theoretically cause 
clinical phenomena similar to those associ- 
ated with other compounds exerting atropine- 
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like CNS effects, it is most likely that 
the pharmacology of the tricyclics used here 
rather than the ECT contributed to our 
findings. Subject 1 received electroconvulsive 
therapy at least one year before the onset of his 
extrapyramidal disorder; Subject 2 received 
ECT early in treatment. The extrapyramidal 
symptoms abated after withdrawal of the 
tricyclics midway through the ECT course and 
were not seen for two weeks subsequent to the 
last ECT session, following reinstatement of 
tricyclic therapy. These data suggest that 
tricyclics, rather than the ECT, constituted the 
significant etiological factor in the dyskinetic 
condition observed. 
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A Twin Study 


of Human Red Blood Cell 


Catechol-O-Methyl Transferase 


By L. GRUNHAUS, R. EBSTEIN, R. BELMAKER, S. С. SANDLER 
and W. JONAS 


Summary. Significant sibling-sibling and within-family correlations of human 
red blood cell catechol-o-methyl transferase activity have suggested a high 
degree of genetic control over levels of activity of this catecholamine-related 
enzyme. However, family studies do not disentangle genetic from environmental 
similarities as causative of within-family correlations. We therefore undertook 
a human twin study using the monozygotic-dizygotic comparison, method. 
Twelve pairs of monozygotic twins had an intraclass correlation of :90 in red 
blood cell catechol-o-methyl transferase activity, and seven pairs of dizygotic 
twins had an intraclass correlation of -37. Heritability of the enzyme activity 
was estimated by different methods as between 68-100 per cent. 


INTRODUCTION AND METHOD 

A disturbance of central catecholamine 
metabolism has been suggested as a possible 
pathophysiological mechanism in the affective 
disorders (Schildkraut, 1965). Catechol-O- 
methyl transferase (COMT) is an important 
enzyme in the metabolism of catecholamines. 
In vivo, COMT probably serves to inactivate 
enzymatically the fraction of released amine 
which escapes re-uptake into the presynaptic 
nerve cel (Axelrod, 1966; Hertting and 
Axelrod, 1961). However, COMT is also found 
in non-neural tissue, including human red 
blood cells (Axelrod and Cohn, 1971). 

Cohn, Dunner and Axelrod reported a 
decreased level of COMT activity in red blood 
cells (RBC) from women with primary affective 
disorder, especially with unipolar as opposed 
to bipolar disorder (Cohn et al, 1970; Dunner 
et al, 1971). The decreased COMT activity 
did not change after clinical improvement and 
was not affected by treatment with lithium or 
tricyclic antidepressants (Cohn et al, 1970). 
Briggs and Briggs confirmed the findings of 
Cohn, Dunner and Axelrod of reduced RBC 
COMT activity in women with affective dis- 
order, but also found a marked reduction of 
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RBC COMT activity in women taking oral 
contraceptives (Briggs and Briggs, 1973). 
Significant sibling-sibling and within family 
correlations of human RBC COMT activity 
have suggested a high degree of genetic control 
over levels of activity of this enzyme (Wein- 
shilboum et al, 1974; Gershon and Jonas, in 
press). Weinshilboum et al found a sibling- 
sibling correlation between -49 and +59 
(Weinshilboum et al, 1974) suggesting a heri- 
tability of approximately 100 per cent by the 
method of Falconer (Falconer, 1960). Gershon 
and Jonas found a within-family intraclass 
correlation of :53, again consistent with almost 
total genetic control of enzyme activity level 
(Gershon and Jonas, in press). However, 
family studies must be viewed with caution 
because they do not disentangle genetic from 
environmental similarities as causative of within- 
family correlations (Rosenthal, 1970). The 
finding of Briggs and Briggs (1973) of the effect 
of oral contraceptives on human RBC COMT, 
as well as other findings of drug (Sharpless et al, 
1973; Weiss et al, 1971) and endocrine effects 
(Parvez and Parves, 1973; Marsden et al, 1971) 
on COMT activity, raise the possibility cf 
significant non-genetic contributions to indi- 
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vidual differences in human RBC COMT 
activity. Within-family similarity in diet and 
habits could conceivably give rise to significant 
within-family correlations in enzyme activity 
levels оп a non-genetic basis (Cohn and 
Wintmare, 1972). 

The degree of genetic control over levels of 
activity of COMT in human RBC is important 
in interpreting findings of altered enzyme 
activity in psychiatric and neurological disorder. 
We therefore undertook a twin study of RBC 
COMT activity in normal humans, using the 
monozygotic-dizygotic comparison method. This 
method can separate genetic and environmental 
variables that may be indistinguishable in 
family studies (Rosenthal, 1970). 

Same-sex twin pairs in the Jerusalem area 
were sought by word of mouth and advertise- 
ment. Those with physical or mental illness or a 
history of recent drug intake were excluded. 
Zygosity was determined in each twin pair by 
the clinical criteria of Nichols and Bilbro (1966). 
Nineteen twin pairs consented to participate in 
the study. Blood was obtained by peripheral 
venipuncture into heparinized tubes. After 
centrifugation at 8,000 g for то minutes, RBC 
were separated and stored at —70°C until 
assay. A separate blood sample was sent, in 
17 of the 19 twin pairs, for multiple red blood 
cell antigen testing for confirmation of zygosity. 
COMT was assayed according to a modification 
of the method of Jonas and Gershon, using 
dihydroxyphenylacetic acid (DOPAC) as sub- 
strate and “4C-S-adenosyl-methionine (Jonas 
and Gershon, 1974). 


RESULTS 

Table I shows the COMT activities (in 
nanomoles of !1C-homovanilic acid (HVA) 
per ml of packed red blood cells per hour) for 
the nineteen twin pairs. It can be seen that the 
within-pair differences of the MZ twins are 
much smaller than those of the DZ twins. 

Table II shows the results of an analysis of 
variance of the data in Table I. As Jensen 
points out, the essential step for evaluating the 
significance of MZ-DZ differences in a twin 
study is the ratio of the within-pair variances 
for the DZ and MZ groups (Jensen, 1967). 
This ratio is significant, F = 3-2, p < -05. 
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TABLE I 
СО МТ activity in red blood cells of MZ and DZ twins 


MZ twin pairs 














Age Sex Subject 1 Subject 2 
35 M 4°20 4°15 
27 F 3°73 3°31 
26 M 4°34 4°07 
26 M 8-57 “15 
95 M 1°83 1:81 
20 Е 3°85 3°31 
19 F 5:98 4:88 
16 F 2:52 1:42 
16 Е 5:97 4°59 
14 F 7°62 6-33 
13 M 4°75 4°24 
12 M 5:62 4'19 

DZ twin pairs 

Age Sex Subject 1 Subject 2 
go F 3°64 1:90 
20 F 4°23 3°31 
16 F 5:06 4:89 
13 M 4-82 2:98 
13 M 4°75 4:62 
12 M 3:76 9:17 
II M 7:08 4:89 





* COMT activity expressed in nmoles “C-homo- 
vanillic acid (HVA) per ml. 











TABLE П 
Analysis of variance of СО МТ activity in MZ and 
РХ twins pairs 

Source of Degreeof Sum of Variance 

Twin variation freedom squares estimate 
MZ Between pairs 11 75:411 6:855 
Within pairs 12 3:081 *331 
DZ Between pairs 6 14:297 2:382 
Within pairs 7 7:508 1:072 

Within DZ variance 
Е == = 3:2 р < 05 


Within MZ variance 


Table III shows four different methods for 
computing heritability from twin data, as 
applied to the present study (Jensen, 1967; 
Osborne and De George, 1959; Nichols, 1965; 
Newman et al, 1937). Jensen’s h? is based on 
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Taste III 
Methods for calculating heritability 
COMT 
Method Formula heritability 
rMZ—rDZ 
Jensen’s Һа = ——————— 1.06 
I—* 5* 
VDZ—VMZ 
Holzingers Н Н =  ——————— -68 
VDZ 
rMZ—rDZ 
Holzinger's H’ H’ = ————————- 
1—rDZ 
2(rMZ—rDZ) 
Nichols’ HR HR ———— — —— 1-17 
rMZ 

h? = Jensen heritability. 
Н = Holzingers heritability index, first ver- 

sion. 
Н «= Holzinger’s heritability index, second 

version. 
HR Nichols’ heritability index. 


rMZ = Intraclass correlation, MZ twin pairs. 

rDZ == Intraclass correlation, DZ twin pairs. 

VMZ = Within pair variance, MZ twin pairs. 

VDZ = Within pair variance, DZ twin pairs. 

* Assuming random mating. 
an intraclass correlation of -go for the MZ 
twins and of -37 for the DZ twins. The intraclass 
correlations are calculated from the analysis of 
variance by dividing the difference of between- 
pair and within-pair variances by their sum 
(Rosenthal, 1970). The difference between the 
MZ and DZ correlations is significant (p < +05), 
though the significant F ratio between the MZ 
and DZ within-pair variances allows us to 
compute h? from the intraclass correlations in 
any case. Holzinger’s H method is based directly 
on the variances, and Holzinger’s H’ method is 
based on the intraclass correlation coefficients. 
Nichols’ HR, based on intraclass correlations, 
has also been used as a method for estimating 
heritability. 


Discussion 
The heritability estimates for human RBC 
COMT from these data support the concept of 
a large degree of genetic control over individual 
differences in levels of this enzyme’s activity. 


A’ TWIN STUDY OF HUMAN RED BLOOD CELL CATEQHOL-O-METHYL TRANSFERASE 


The twin method of MZ-DZ comparison 
attempts to evaluate heritability by ‘subtracting 
out’ environmental effects. In simplified form, 
this comes to: 

rMZ = rE-+rG 

rDZ = rE+ $rG 

(subtract) | ———————— 

rMZ —rDZ = тС 
Where: rMZ — the correlation for the MZ 


twins 

rDZ = the correlation for the DZ 
twins 

rE = the correlation due to 
environmental similarity 

rG = the correlation due to genetic 


similarity 

The formula can be thought of as reflecting 
the concept that MZ and DZ twins share 
equally similar environments, but that DZ 
twins share only half their genes (Rosenthal, 
1970). DZ twins, in this respect, are no different 
from same-sex siblings. À major weakness of the 
data presented here, the small number of 
dizygotic twin pairs, can perhaps be ameliorated 
by reference to the large sibling-sibling study 
that Weinshilboum ¢ al (1974) reported for 
RBC COMT. His figure of :49—:59 correlation 
for siblings may be substituted in the Jensen 
equation for our results of -37 for DZ twins, 
still yielding a very large heritability. The DZ 
correlation of -37 is not statistically significantly 
different from Weinshilboum et als correlations 
for siblings. : 

Recent twin studies have been reported for 
other peripherally obtainable human cate- 
cholamine related enzymes. Dopamine-beta- 
hydroxylase (DBH) was reported by Ross et al 
to have a DZ correlation of ·75 and an MZ 
correlation of -go (Ross et al, 1973) yielding a 
Jensen h? of :42. However, a Holzinger Н 
calculated from the variance data presented 
by Ross et al yields a heritability of -92 for 
DBH. 'The discrepancy may be due to the 
undescribed method used by Ross et al to 
calculate intraclass correlations, since intraclass 
correlations derived from data presented in their 
table are -84 for MZ and ·36 for DZ, yielding a 
Jensen heritability of :96. 
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Plasma and platelet monoamine oxidase 
(MAO) have also been evaluated in a twin 
study (Nies ef al, 1973), yielding heritability 
by the Holzinger Н method of -86 and ·83 
respectively. Jensen heritability for plasma and 
platelet MAO calculated from the data pre- 
sented by Nies et al are slightly different, how- 
ever: +54 and -74 respectively. Another bio- 
logical variable of possible importance to 
psychiatry which has recently been studied with 
the twin method is lithium transport across the 
RBC membrane (Dorus et al, 1974). Ten MZ 
and seven DZ pairs were studied, and a 
Holzinger’s H heritability was reported as -85. 
The MZ correlation was -93 and the DZ 
correlation was :78, yielding a considerably 
lower h? by the Jensen method of ·30. 

Though the precise figure for heritability 
is not uniform using different calculational 
methods, the heritability of human RBC 
COMT is over 68 per cent by all the methods 
employed. Similarly, plasma DBH, platelet 
and plasma MAO, and lithium transport 
across the red cell membrane are apparently 
heritable variables to a large extent. This high 
heritability supports the possible usefulness of 
these variables as genetic markers in neuro- 
logical or psychiatric illness (Cohn, Dunner 
and Axelrod, 1970; Wyatt et al, 1973). The 
higher the heritability the less likely a variable 
is to be influenced by clinical state. The 
importance of heritability studies for psychiatry 
lies in their ability to direct the researcher to 
studies of trait differences rather than state 
differences. Human КВС COMT and other 
peripherally-obtainable catecholamine-related 
enzymes would seem to be more likely to relate 
to trait variables, such as predisposition to 
mental illness, than to state variables such as 
presence of clinical disease. 

The apparent large degree of heritable 
control over human RBC COMT activity 
cannot be immediately extrapolated to brain 
COMT. The mechanism by which genetic 
factors influence the level of КВС COMT 
activity is not known. One approach to de- 
fining the genetic mechanisms is to search for 
mutant enzyme forms with varying enzyme 
activities. Electrophoretic screening of human 
RBC COMT, now being carried out in our 
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laboratories, might allow a molecular-genetic 
definition of individual differences in the 
enzyme activity level. 
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Book Reviews 


FAMILIES 
Families Without Hope. A Controlled Study of 
33 Problem Families. Ву W. L. Toncz, D. S. 
James and Susan M. Hurram. British Journal 
of Psychiatry Special Publication No. 11. Royal 
College of Psychiatrists. 1975. Рр xi+156. 
Price £4.00. 

This volume represents a welcome new departure 
in the British Journal of Psychiatry Special Publications. 
For the first time a whole issue is devoted to a single 
study. There is clearly a place for certain types of 
investigation being reported in this way when, as 
here, easy access is needed to a quantity of closely 
interlocking data. 

The problem families studied were all those living 
in a defined area of Sheffield who had contact with 
three social agencies or with two agencies one of 
which was involved in intensive family casework. 
A comparison group of families was obtained from 
the same area. All families contained a man and a 
woman living together and at least one child under 
the age of 18. The investigators used intensive inter- 
viewing, psychological testing and, when indicated, 
physical examination and inspection of hospital 
records. Many subjects in the problem group had 
laboratory tests. Police records and children’s school 
attendance records were also consulted. 

The first chapter is devoted to a selected but 
sensitive review of various concepts related to 
problem families and poverty. Succeeding chapters 
group the findings under headings such as “The 
Physique and Health of the Parents’ or ‘The Children 
and their Social and Developmental Handicaps’. 
Presentation is aided by histograms in the text and 
an Appendix of tables. In each chapter data from 
other relevant atudies are compared and discussed. 

This investigation provides a useful description of 
a clearly selected group of families with multiple 
difficulties who have extensive or intensive contact 
with social agencies, As such it is a valuable contri- 
bution to the literature on problem families. How- 
ever, it is important to view the findings in the 
context of other research. A recent review of the 
cycles of disadvantage (Rutter and Madge, 1976) 
suggests that ‘problem’ families are not qualitatively 
different from families in the general population. 
This view is supported by the Sheffield study’s 
failure to find a clear typology of problem families. 
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Several negative results were of particular interest, 
such as the lack of relationship between child 
psychiatric disorder and delinquency in the problem 
family children. 

The authors are clearly aware of the difficulties 
surrounding the assessment of personality disorder 
and the danger of attributing causal connections in 
cross-sectional studies. Furthermore, they confess 
themselves forced by the material to examine social 
pathology which could not be ascribed to psychiatric 
disorder. Nevertheless, they place considerable weight 
on the high rate of personality disorder in the men 
in the problem families. The reliability of their 
assessments was not tested, and they themselves 
comment on the unreliability of retrospective bio- 
graphical material. Some may feel that interpretation 
is carried too far by the suggestion that the families 
were without hope. Depression in the women was 
no more common than in some urban studies (Brown, 
Bhrolchain and Harris, 1975) and applied to a 
minority, albeit a large one. A lack of planning may 
not always be equivalent to a lack of hope. Rates of 
psychiatric disorder in the children also compared 
favourably with one London survey (Rutter et al, 
1975). This Sheffield research, like other studies of 
problem families, provokes interest in how individuals 
in these situations manage to remain psychologically 
healthy. 

Амтномү D. Cox 
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Principles of Family Psychiatry. By Јонх С. 
Номғігз. New York: Brunner/Mazel. 1975. 
Pp xiv --464. Index. Price $17.50. 

'This book is intended as an outline of principles 
of family psychiatry, addressed chiefly to the psychia- 
trist. The author has written extensively in this field, 
and throughout the book there are recurrent echoes 
of previous work, principally Family Psychiatry (1963) 
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and Theory and Practice of Family Psychiatry (1968). 
The subject is tackled in an orderly and authori- 
tative way, albeit in a rather prolix, repetitive style. 
The main sections are concerned with: the anatomy 
of the family; nosology; psychopathology; diagnosis; 
therapy; special aspects, such as fathering and 
childbirth, and the organization of a family psychia- 
tric service. Throughout there is clear evidence of 
Dr Howells’ very extensive clinical experience with 
disordered families, and this is especially valuable in 
the sections concerned with treatment and the 
organization of services. Many interesting references 
to the practice of the Institute of Family Psychiatry 
at Ipswich are incorporated, 

The rapid growth of family-orientated approaches 
in psychiatry during the last two decades has high- 
lighted the need to redress the balance of emphasis 
between intrapersonal and interpersonal phenomena 
in favour of the latter. Dr Howell’s approach to 
family psychiatry, however, is more far-reaching and 
is based on his fundamental conviction that psycho- 
pathology must always be regarded as an expression 
of dysfunction in the whole family group. The family, 
and not the individual, is the patient, and the tradi- 
tional individual approach is described at one point 
as often ‘nothing but a blundering, stumbling inter- 
vention—an elephant in a tea shop’. This point of 
view shapes all the principles propounded for 
investigation, diagnosis, therapeutic intervention and 
the organization of services. The author claims that 
basic psychopathological processes are best under- 
stood in terms of the effects of harmful experiences. 
It follows that the therapeutic approaches advocated 
are centred on reversing adverse experiential pro- 
cesses; hence, in Dr Howells’ terminology, Benexperi- 
ential psychotherapy, Vector therapy, and the 
creation of a Salutiferous Society. This theoretical 
framework is emphasized enthusiastically, but little 
consideration is given to alternative models. For 
example, there is no discussion of the potential role 
in family psychiatry of behaviour management skills 
derived from social learning theory. In this respect, 
many family-orientated therapists are likely to feel 
that Dr Howells’ conceptual and practical ideas are 
too restricting and idiosyncratic in a field of work 
that is still at the pioneering stage. Further, the 
author holds very personal theoretical ideas about 
psychiatric nomenclature and nosology, and many 
new terms are introduced. For example, the terms 
psychonosis and encephalonosis replace neurosis and 
psychosis, and schizophrenia, mania and depression 
are renamed respectively, encephalo-ataxia, encepha- 
lolampsia and encephalobaria. While the scope for 
reconsidering current terminology and classification 
in psychiatry must be acknowledged, the introduction 
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of controversial matter of this kind runs the risk of 
distracting the reader from the main issues of the 
book. 'The combined effect of these reservations means 
that this work is less useful than it should be. It 
belongs best in the library of the experienced family 
therapist rather than of the beginner, who requires 
a more eclectic introduction to the exciting study of 
the family, family therapy and family research. 
W. Lr. PARRY-JONES 


CHILDREN 


Parent-Infant Interaction. Ciba Foundation Sym- 
posium 33 (New Series). Amsterdam: Associated 
Scientific Publishers. 1975. Pp vi+324. Index 
9 pp. Illustrated. Price $21.95. 


The publication of another book on early parent- 
child interaction shows that the boom in research into 
the behaviour and relationships of the neonate 
continues unabated. Our respect for the newborn 
baby has had to increase as its ability to actively 
interact with the outside world has become more 
apparent. As investigative methods have become 
more naturalistic, so our knowledge of the com- 
plexities of the infants’ responses and initiatives has 
grown dramatically. It is particularly pleasant to 
realize that much of this work serves to confirm what 
mothers have often felt about their infants, despite 
the doubts and scepticism of the experts. In this 
volume, Brazleton describes the pleasure expressed 
by mothers when they can see a paediatrician confirm 
their pride while putting an infant through its paces 
in a neonatal examination. 

This example demonstrates the theme of this 
volume of the Ciba Foundation Symposium: that 
present work has reached a point where it is justified 
to leave the research units and apply some of the 
established findings to clinical settings. The volume 
follows the usual symposium pactern of formal 
research papers followed by an edited account of the 
ensuing discussions. Such a format can be indigestible, 
but here the discussions provide a useful and enthu- 
siastic link between the papers. As so many of the 
comments relate directly to practical issues in 
paediatrics and psychiatry this volume may be of 
more than usual interest to clinicians. Only three of 
the papers are based on non-human investigations, 
but these are presented in a way that should win 
over even those most suspicious of the relevance of 
animal experiments to psychiatry. Particularly im- 
pressive ig the account by Hinde and Simpson on 
how a combination of sensitivity and objectivity can 
be used in primate research to describe and assess 
various aspects of interpersonal relationships. The 
remaining 13 papers are based on direct observations 
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of human infants and their parents (mothers mainly, 
but it is good to see fathers are по: forgotten). 
The general quality of the papers is high and it is 
difficult to select individual ones for special comment. 
I found expecially interesting MacFarlane’s demon- 
stration of the ability of six-day-old babies to detect 
by smell the milk of their own mothers, and the 
work of Kennell and his colleagues showing how 
deliberately increasing mother-child interaction in 
the first hours of the baby’s life appears to be still 
affecting the relationship up to two years later. 
Applying some of the results reported here could 
almost certainly improve the satisfaction of being the 
parent of a young baby. The work to date cannot 
yet explain the mechanism of the long-term effects, 
nor how these effects relate to later frank psycho- 
pathology in either the child or its parents. Dunn 
particularly suggests that we have to be cautious 
about assuming that early difficulties must inevitably 
have harmful long-term effects. Nevertheless, the 
work reported here has brought us to the point where 
we have a clearer idea of the questions that need to be 
and can be answered. This book is a straightforward 
account of what must have been a stimulating and 
fruitful symposium. It is beautifully produced and 
appears to have been rapidly published, with very up- 
to-date references. The publishers claim that it will 
interest psychiatrists, developmental psychologists, 
and all those who care for mothers and infants at or 
after birth. This claim is fully justified. 
STEPHEN WoLKIND 


The Hyperactive Child. Edited by Dennis P. 
CANTWELL. 1975. New York: Spectrum Publica- 
tions Inc. Pp 209. Price £7.15. 

Every new book which uses the descriptive term of 
hyperactivity as if it were a. diagnostic entity confirms 
the belief that such a condition exists. This is not 
merely a semantic issue: the consequence of making 
a diagnosis of hyperactivity is usually the prescription 
of powerful drugs. Two hundred thousand children 
in the United States are currently receiving such 
drugs. 

Cantwell's book contains a number of contributions 
by different authors. There is discussion of the dia- 
gnostic evaluation and the natural history and prog- 
nosis of the syndrome, and in another section there 
are discussions of ‘neurophysiologic’ studies and 
biochemical research. Medication is described in 
detail by Barbara Fish, who traces the steps through 
which the child progresses from Benadryl to 
chlorpromazine. It is small comfort that children do 
not usually need doses that are high enough to give 
serious toxic effects, such as on the liver, eyes and 
skin, which occur in adults. 
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Cantwell states that next to nothing is known 
about the long-term effects, good or bad, of the 
medications. Even more important is the statement 
that overactivity is a normal response. And yet, the 
symptoms by which it is identified consist of little 
more than behaviour which irritates parents. 

In one of Cantwell's own contributions he describes 
as symptoms the complaints that parents make about 
children's unusual amounts of energy, and that they 
wear out shoes, clothes, bicycles, etc faster than other 
children. For good measure, he adds: 'fidgetiness, 
inability to sit still for any length of time, talking a 
great deal, and inability to keep his hands to himself,’ 
Itis no wonder that hyperactivity is the most common 
‘syndrome’ currently referred to child psychiatric 
clinics in the United States. If it is a normal reaction, 
why is it treated as if it were a recognized syndrome 
with pathology in the brain tissues? 

In spite of & number of cautionary statements 
which go some way to restore a sense of proportion, 
the total impact of the book gives support to those 
who accept complaints about children's behaviour as 
being the equivalent of symptoms of some organic 
disorder or constitutional anomaly. It would appear 
that the battle against the improper use of the 
descriptive term ‘hyperactivity’ has already been lost. 

J. Н. Kaan 


NEUROPSYCHIATRY 


The Psychological Effects of Concussion. By 
D. M. A. GRoNWALL and Н. Sampson. Auckland 
University Press/Oxford University Press. 1974. 
Pp 118. Paperback. Price £2.50. 


The view has often been vigorously expressed that 
the post-concussional syndrome of headache, giddi- 
ness, difficulty in concentration, irritability and 
affective symptoms is due primarily to a wish for 
financial gain. Psychiatrists, who tended to believe 
what their patients told them, were never very happy 
with this robust dismissal of subjective symptoms. 
Increasing evidence from blood-flow studies and 
otological investigations supports an organic cause, 
as does the existence of patients whose symptoms 
persist despite their having no claim for compensa- 
tion, or after settlement of such a claim. Dr Gronwall 
and Professor Sampson now report investigations 
which show a relatively persistent cognitive deficit 
after head injury. Appropriate controls for young 
patients with mild and severe concussion have been 
studied with the Paced Auditory Serial Addition 
Task (PASAT). In this test a recorded list of numbers 
is read to the subject who adds pairs of numbers such 
that each number is added to its predecessor. At 
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faster rates of presentation severely concussed patients 
show increasing numbers of errors compared with 
the mildly concussed, and both groups do signifi- 
cantly worse than controls. A series of further 
experiments using choice reaction time, word lists, 
repeated partially obscured messages, masking noise 
and distraction, provides good evidence that the 
deficit is due to an increase in ‘central processing 
time’ or, using Broadbent's term, ‘channel capacity’. 

Together with other work from the same depart- 
ment (1), the present study elegantly establishes the 
validity of the concussed patients! claims of inability 
to concentrate, and provides a useful tool for their 
clinical management. It enables us to understand 
how patients who seem otherwise well may indeed 
not be able to work effectively unless suitable adjust- 
ment is made in the tasks or work expected of them. 
A possible explanation for the amnesia of the early 
post-traumatic period also emerges. It is that capacity 
is reduced below the level required to process infor- 
mation and simultaneously transmit it to memory 
storage. 

Clinicians will be grateful to the authors of this 
written book, and experimental psychologists working 
on memory will find much of interest in it to discuss 
and evaluate. As always when a piece of work 
appears which is so simple and elegant, one is tempted 
to ask why it was not done before. As usual, the 
answer is probably that to achieve simplicity and 
directness in solving both clinical and experimental 
problems in psychology is far harder than it appears 
on the surface. 

Н. Merskey 
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Dynamic Neuroscience: Its Application to Brain 
Disorders. By Скокок О. Watts. New York: 
Harper and Row. 1975. Pp viii-J-429. Index 
22 pp. Price $17.95. 

It is all too easy in psychiatry, as in other subjects, 
to develop an inflexibility of attitude which makes it 
difficult to accept fundamentally new concepts. The 
brain is divided arbitrarily into 122 regions and 
tracts, the limbic system alone being composed of 53 
regions linked by 35 tracts. It is the use of computer- 
adapted terminology, however, that is difficult to 
embrace. Since, in the author's view, schizophrenia 
suggests ‘a split brain’, the term malphrenia is pre- 
ferred—to imply ‘a sick brain’. Diagnostic methods 
for investigating schizophrenia include an oxygen 
encephalogram, EEG and depth electrodes, and the 
treatments discussed for schizophrenia are controlled 
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fasting, diet, multivitamin therapy and a modest 
reference to chemotherapy. 

This book contains much that is of value to those. 
interested in biological mechanisms, but it lacks 
balance and there are too many unsupported state- 
ments. There are some surprising comments as well 
about ECT: ‘Body movements during the modified 
convulsion resemble those assumed during orgasm; 
indeed, electrical stimulation of sexual pleasure 
centers may be one of the most beneficial effects 
of ECT". . 

I wish I could persuade my patients to believe that! 

Desmonp KELLY 


Atlas of Neuropathology. 2nd Edition. By NATHAN 
MaLAMUD and Asao Hirano. University of 
California Press. 1974. Pp vii+455. Index 6 pp. 
Price £23.35. 

This is a large, comprehensive atlas of neuro- 
pathology. The first edition was prepared by Nathan 
Malamud almost thirty years ago and illustrated 
well all the commoner and, to an exceptional extent, 
the rarer abnormalities of the human nervous system. 
The value of the present edition is greatly enhanced 
by the inclusion of a section by Ásao Hirano. This 
author has illustrated and summarized, with the aid 
of clear-cut diagrams, the main features of the ultra- 
structure of normal and abnormal nervous tissue. 

The standard of macroscopic photography is 
generally high; at times the histological pictures are 
less satisfactory. The electron microscopy is uni- 
formly outstanding, and some of the full-page black- 
and-white illustrations of neuronal ultrastructure are 
curiously fascinating in their own right. 

The book is well suited for those wishing to look 
up quickly the essential features of most known 
conditions; it will also be invaluable for teaching 
and as a reference book for those working either in 
general pathology or in neuropathology. Neither 
the spinal cord nor the peripheral nerves are at all 
fully represented; muscle disease is not mentioned. 
These limitations will be more important to some 
readers than to others, but the book as a whole is 
strongly recommended as one of the most widely 
ranging atlasses of neuropathology now available. 

J. А. №. ConsELLIS 


SEASON OF BIRTH AND SCHIZOPHRENIA 
Season of Birth. A Study of Schizophrenia and 
Other Mental Disorders. By Per DALÉN. 
Amsterdam, Oxford: North-Holland Publishing 
Company. 1975. Pp 164. Price $12.50. 
Tramer’s unlikely finding, in 1929, that mental 
hospital patients in a Swiss canton had been born 
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in the early months of the year more often than the 
general population of the canton, was taken suffi- 
ciently seriously for Lang to repeat the study in 
Munich. Lang (1931) failed to confirm Tramer’s 
findings, except marginally for patients with per- 
sonality disorder. And there for a time the matter 
rested. Yet—no doubt because it seems so simple a 
subject for study, given a large number of patients 
with their birth dates routinely recorded—other 
workers made similar studies from time to time, and 
their findings mostly supported Tramer, especially 
with regard to schizophrenic patients. But in all 
these studies it was uncertain how far the patient 
sample was representative and how far the control 
group comparable. 

The centralization of mental hospital data, under- 
taken in certain countries to improve the planning 
of mental health services, has provided an oppor- 
tunity for study the seasonal distribution of births of 
all psychiatric patients born in a given area and 
comparing this with the births of the general popula- 
tion born in the same area. The first person to do this 
was Dr Per Dalén. His Swedish findings, reported in 
1965, showed that among 16,000 schizophrenics the 
proportion born in the first four months of the year 
was some 7 per cent higher than that of the general 
population; and that neurotic patients showed no 
such deviation. Since then, the same results have 
been obtained from national studies in England and 
Wales, Norway and Denmark. There is at present 
no satisfactory explanation, though the two most 
obvious hypotheses are a deviance in parental 
conception habits and some constitutional trauma 
associated with winter birth. Although congenital 
abnormality of the central nervous system may 
possibly be a similar case, the only other condition 
in which an abnormal seasonal distribution of births 
can definitely be said to occur is congenital rubella. 
In congenital rubella, the November-December 
excess of births can of course be related to the spring 
peak of adult rubella infection. 

Anyone wishing to study or think about the season 
of birth phenomenon in schizophrenia will need to 
know about the studies which have been made on 
season of birth in other conditions. Dalen's mono- 
graph reviews this field. He deals with season of 
birth studies in obstetrics, congenital malformations, 
chromosome abnormalities, neonatal disorders, can- 
cers, and intelligence. He then reviews season of birth 
studies and mental disorder and gives an up-to-date 
account of his own findings in Swedish psychiatric 
patients. There is also a brief account of a South 
African study which suggested that an excess of 
schizophrenic births occurred there during May to 
October (i.e. the southern hemisphere's winter). 
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This book reviews a subject which has probably 
never been comprehensively reviewed before, and 
as such will be of much value to research workers. 
E. Н. Hare 


PSYCHOPHARMAGOLOGY 


Rational Psychopharmacotherapy and the 
Right to Treatment. Edited by Franx J. Аур. 
Baltimore: Ayd Medical Communications Ltd. 
1974. Pp i4-204. Price $13.50. 


This multi-author volume from the United States 
illustrates many of the differences between psychiatry 
practised there and in the United Kingdom. The 
impression is given that drug therapy is stil very 
much the Cinderella of the therapies available for 
mental ilIness. Rules are laid down for the prescribing 
of neuroleptics and antidepressants which for the 
most part give information that seems more appro- 
priate for the medical student than for the psychiatrist 
in training. Much of the information is given in 
anecdotal form and contains reference to such ill- 
defined categories as (EUCD) emotionally unstable 
character disorder. 

In one article there is a detailed discussion of the 
legal problems facing the psychiatrist in the USA, 
including reference to recent court cases. Society is 
now rightly insisting on minimum standards of care 
for psychiatric patients, including ‘adequate’ drug 
therapy. The danger seems to be that this may lead 
to a standardization of therapy, with psychiatrists 
reluctant to deviate from a set of rigid rules. The 
dangers are obvious and we can take warning from 
the experiences reported here. 

Several clinical observations are concerned with 
topics which would repay further attention in this 
country. Tardive dyskinesia is seen as an increasingly 
troublesome complication of long-term neuroleptic 
therapy; it may be minimized by careful control of 
prescribing tablets, perhaps by the adoption of ‘drug 
holidays’ with a two-day interruption of therapy 
each week. The routine administration of an anti- 
parkinsonian drug with a neuroleptic is considered 
unnecessary and may even reduce the efficacy of 
treatment. A case is made for the prescribing of 
neuroleptics on a once daily regime both for con- 
venience and to reduce cost. 

While the book must have a limited appeal in 
this country, its message is clear: we must be pre- 
pared to review critically our own therapeutic 
practice or be subjected to the much more painful 
process of public and perhaps legal scrutiny. 

GEORGE ASHCROFT 
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Behavioural Pharmacology. By Susan D. Iversen 
and Lzsum L. Iversen. New York and Oxford: 
Oxford University Press, 1975. Pp хіу +306. 
Index 4 pp. Price £5.50, £2.75 (paper). 

The matrimonial partnership of an experimental 
psychologist and a neuropharmacologist is ideally 
situated for the creation of a book on behavioural 
pharmacology. This volume contains five chapters. 
The first is devoted to a description of the techniques 
used in the analysis of normal and abnormal beha- 
viour in animals, with particular reference to classical 
and operant conditioning. Chapter 2 covers basic 
pharmacological principles concerned with the 
transport of drugs to the brain and the analysis of 
their effects. Chapter 3 deals with the determinants 
of drug action, including such factors as dose-response 
relations, mode of administration, reinforcement and 
punishment schedules and general environmental 
conditions. Chapter 4 covers the effects on behaviour 
of various groups of drugs, including amphetamines, 
barbiturates, antidepressants, anxiolytics, opiates, 
hallucinogens and anti-psychotic drugs. The final 
chapter deals with animal models of psychosis and 
their place in the development of clinically useful 
new drugs, the role of dopamine in Parkinson’s 
disease, and neurochemical theories of affective 
disorders. 

This is an interesting combination of topics not 
usually found in juxtaposition. The behavioural 
aspects receive more detailed treatment than the 
pharmacological, which are sketchy and sometimes 
inaccurate, e.g. ‘mania is unresponsive to pheno- 
thiazines’ (p 205), 'l-dopa fails to induce psychosis’ 
(p 271). Despite these shortcomings, and some mis- 
prints, this js a useful book for students of psycho- 
pharmacology. 

K. Davison 


MISCELLANEOUS 


Mental Hospitals. By Сглоктт С. Sutra and 
James A. Kino. Lexington: D. C. Heath & Co. 
1975. Pp іх 191. Index 8 pp. Price £8.00. 

Clagett Smith and James King attempt to analyse 
thosc aspects of the work and organization of mental 
hospitals which affect patients’ care, successful 
rehabilitation or discharge rates. They made measures 
of hospital effectiveness in eighteen mental hospitals 
spread across the United States but differing in size, 
resources and the proportion of acute to chronic 
patients. The effectiveness measures were then 
correlated with measures of hospital functioning; 
these included aspects of the immediate work environ- 
ment, communication and co-ordination and ward 
phenomena. Finally regression analysis techniques 
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were used to isolate the independent contribution of 
those factors affecting outcome. 

One may question the validity and reliability of 
some of the measuring instruments which are listed 
but often not adequately described. The authors’ 
expressed confidence in their data depends on indirect 
evidence. 

It is not an easy book to read. The English is 
tortuous and the jargon ‘social psychological’, Many 
psychiatrists will consider that the findings are too 
general or too obvious. Thus they will not be sur- 
prised to learn that small units are better than large 
mental hospitals and ‘therapeutic’ wards more 
effective than those with a ‘custodial’ orientation. 
The authors do show how particular aspects of the 
hospitals’ organization have differing effects on 
patients and staff. In doing this they may well have 
laid the foundation for further research which will be 
of greater use to the hospital psychiatrists. 

DoucLAs BENNETT 


Bodily Communication. By MICHAEL ARGYLE. 
London: Methuen & Co Ltd. 1975. Pp viii 4-390. 
Indexes 11 pp. Price £8.50, £3.90 (paper). 

This book presents systematic and comprehensive 
information on the topic of non-verbal communica- 
tion. It is divided into three main parts. In the first 
the author discusses the biological апа cultural roots 
of bodily communication in both humans and 
animals; in the second the different uses of bodily 
communication are examined. In the first three 
chapters the author describes the non-verbal signals 
which are used to manage social situations in order 
to express attitudes and emotions to other people, as 
well as to inform about the self. One chapter is 
dedicated to the use of non-verbal communication in 
speech, in an attempt to demonstrate the highly 
dependent relationship that exists between language 
and non-verbal communication. The final chapters 
in this section deal with several aspects of non-verbal 
communication in society, such as bodily expression 
in rituals and ceremonies, and in politics. In the 
third part the author describes the different bodily 
signals used in non-verbal communication, such as 
facial expression, direction of gaze, gestures and 
bodily movements. Here he devotes one chapter to 
the interesting topic of spatial behaviour, describing 
how proximity, orientation and changes in position 
can serve as social interaction signals. Finally, the 
author discusses—albeit only briefly—the importance 
of training in non-verbal communication in the areas 
of mental health, education and inter-cultural 
encounters. 

This is an interesting and. readable book which 
can be recommended to those working in the clinical 
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fields of psychiatry and psychology. The book is 

also a very useful source of information, as each 

chapter is followed by an ample list of references. 
Maria A. WYKE 


Theories of Group Processes. Edited by Cary L. 
Cooper. London: John Wiley & Sons. 1975. 
Pp x--272. Index 5 pp. Price £7.95. 

This book sets out to explore a variety of conceptual 
models upon which theories of group processes can 
be based. It also aims to enhance our understanding 
of group behaviour and to provide a comprehensive 
picture of small and large group processes and 
dynamics. The topics covered range from inter- 
personal trust in group processes, group organization 
and team building, the leader and the experiential 
group, winners and losers and the search for equality 
in groups, and many more. Some of the chapters 
are so condensed that they are difficult to read, and 
there is a good deal of armchair speculation which is 
so abstract that one wonders about its possible 
relevance to group life in reality. There is little 
attempt to relate new speculations to existing know- 
ledge, and research in analytic group psychotherapy 
has been largely ignored. One is left with the im- 
pression of a hydra type of development with new 
growth points detaching themselves from the main 
body and developing largely in isolation. 

The book falls far short of achieving its objectives, 
but despite its many obvious defects it does contain 
parts that are challenging and of interest, and for 
these alone it should not be ignored by those who 
are concerned with group processes, whether teachers, 
managers or group psychotherapists. 

Jons A. HARRINGTON 


Mental Handicap. By Gorpon Durrow. London 
and Boston: Butterworths. 1975. Pp. ix--176. 
Price £6.00. 

This book by a well-known specialist in this subject 
has been written in the Postgraduate Psychiatry 
Series and is explicitly intended as a text for use in 
psychiatric training. As such it is an interesting 
addition to the very small number of books on mental 
handicap for the general medical reader, especially 
the trainee psychiatrist working for his Membership. 
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Such a general introductory text is much more 
difficult to write than an exhaustive textbook because 
of the enormous width of problems presented by 
mental handicap to the clinician. This is particularly 
so when it comes to the great number of rare clinical 
conditions which can be responsible for the occurrence 
of intellectual and social deficits. Dr Dutton strikes 
the right balance between the need to be exhaustive 
and dealing in adequate detail with those conditions 
which can give the understanding of the issues 
concerned. He is to be commended on dealing 
succinctly and informatively with such new advances 
in mental handicap as karyotyping, amniocentesis 
and dermatoglyphics. It would perhaps have been 
more helpful, however, if dermatoglyphics had been 
presented as a finding common to all chromosome 
conditions rather than being restricted to Down’s 
Syndrome. Aetiology and preventive work are well 
dealt with. 

It is obviously a personal decision how much weight 
to give to each individual area of the specialty, and 
in the reviewer’s opinion the author could profitably 
have devoted more space to purely psychiatric 
aspects and to genetic counselling than he has done 
in his competent but rather compressed chapters. It 
is a pity that E. O. Lewis’s historic contribution in 
developing the epidemiological studies has not been 
given any recognition. 

Dr Dutton appears to be less sure of himself when 
dealing with the social aspects, particular with the 
provision of services. He tends to pass over too lightly 
the relationship of intelligence to social competence 
and accepts too easily the cut-off of mental handicap 
at an IQ of 70. He gives without any discussion details 
of the present fashionable attitudes towards ‘nor- 
malization’ and ‘community care’ to the point of 
reproducing the Department of Health and Social 
Security’s figures and even referring to patients as 
‘clients’! It is fair to expect a more critical attitude in 
an area of such great social and professional im- 
portance. 

I very much hope that Dr Dutton will deal with 
these points in a second edition of this book, which 
from its overall excellence is bound to be needed 
before long. 

A. SHAPIRO 
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PSYCHIATRY 
Recent Advances in Clinical Psychiatry. No. 2. 
Edited by KENNETH GRANVILLE-GROSEMAN. Churchill 
Livingstone. Price £12.00. 
Sigmund Freud: 4. The Interpretation of Dreams. 
General Editor АМОЕ ПА Бланлврѕ. Penguin Books. 
Price £2.50. 


PSYCHOANALYSIS 


Psychoanalysis of Character Disorders. Edited by 
Perer Giovaccnini. Jason Aronson. Price $20.00. 
Language and Interpretation in Psychoanalysis. 
By MansuaLL Everson. Yale University Press. Price 

£7-50: 


DRUGS 


Brain, Behaviour and Drugs. By Davy M. WanBUR- 
TON. John Wiley and Sons. Price £6.95. 

Sleep Disturbance and Hypnotic Drug Dependence. 
Edited by A. D. Curr. North Holland Publishing Co. 
Price $35.95. 

The Benzodiazepines—Patterns of Use. Compiled by 
C. E. Wes and S. Е. Prio. Addiction Research 
Foundation of Ontario. Price $7.00. 

Predictability in Psychopharmacology: Preclinical 
and Clinical Correlations. Edited by A. Supmov- 
sky, S. GensHON and В. Beer. Raven Press. Price 
$22.50. 

Bulletin on Narcotics. Vol XXVIII, No. 1. 
Nations. Subscription $10.00 per annum. 
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MENTAL HEALTH 


Ecology and Mental Health. Edited by C. MÖLLER. 
S. Karger. Price Sw. Fr. 56.00. 


DEPRESSION 


Depression: What is it? How do we cope? By JAcx 
Domantan. Fontana Paperbacks. Price 85р. 


REHABILITATION 


Occupational Therapy in Rehabilitation, 4th Edition. 
Edited by E. M. Мларомар, С. MaoCaur, 
L. Mmnzv and E. M. Morruwon. Baillitre Tindall. 
Price £6.50. 


CHILDREN AND ADOLESCENTS 


The Psycho-Analytic Study of the Child. Vol XXX. 
Edited by ANNA FREUD, RUTH S, EISLER, MARIANNE 
Kum and Auserr J. Sornwrr. Hogarth Press. Price 
£11.00, 

Early Childhood Autism. and Edition. Edited by 
Lorna Wma. Pergamon Press. Price £10.00, £4.00 
(cloth). 

Self-Assessment of Current Knowledge in Child 
Psychiatry: 1200 Multiple Choice Questions and 
Referenced Answers. By С. Pmooz SHOLEVAR. 
Medical and Examination Publishing Co. Price $12.00. 

Helping Troubled Children. By MicnagL Rorrzr. 
Penguin Education. Price £1.00. 

Annual Progress in Child Psychiatry and Child 
Development 1975. Edited by SrgLLA Cress and 
ALEXANDER THomas. Brunner] Mazel. Price $17.50. 

Child Psychiatry Observed: A Guide for Social 
Workers. By Ешллветн Gore. Pergamon Press. 
Price £5.00, £3.25 (paperback). 

A Multi-Axial Classification of Child Psychiatric 
Disorders. By M. Rurrer, D. Smarrer and 
M. Suepyern. WHO. Price Sw. Fr. 18.00. 


NEUROLOGY 
Medical Neurology. 2nd Edition. By Joun Спвоу and 
Јонм SrERLING Meyer, Baillitrs Tindall. Price £14.00. 
An Atlas of Clinical Neurology. and Edition. By 
Јонм D. Ѕрпл.лмЕ. Oxford University Press. Price £9.00. 
Understanding EEG. By Donap Scorr. Duckworth. 
Price 53.95. 


THE BRAIN 
Bxain Work: The Coupling of Function, Metabolism 
and Blood Flow in the Brain. Edited by Davin Н. 
Inovar and Nigxs А. Lasan. Munksgaard. Price 
D. Kr. 230.00. 


PREVENTIVE MEDICINE 
Prevention: A Psychophysiological and Psycho- 
dynamic Study. By Ciara Torpa, Walters, Price 
$15.00. 


NURSING 
Psychiatric Nursing. 4th Edition. Ву Davo MADDISON, 
ParraiatA Day and Brua LzapBEATER. Churchill 
Livingstons. Price 64.95. 
Journal of Advanced Nursing. Vol I, No. 1. Edited 


by James P. Ѕмтгн. Blackwell Scientific Publications. No 
price stated. 
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BOOKS RECEIVED 


ORTHOPAEDICS 


Observations on the Training of a Surgeon. Edited by 
Lapmann Keser and PAUL Byers. Institute of Ortho- 
poedics. Price £1.50. 


MISCELLANEOUS 


Personal Effectiveness: Guiding People to Assert 
Themselves and Improve Their Social Skills. 
By Ковкнт PAUL LiBERMANN, Larry W. Kina, 
МїпллАм J. DiRor and Мїснлк:, MoCann. Research 
Press, No price stated. 

Eysenck Personality Questionnaire Specimen Set 
(Questionnaires and Manual only). By Н. J. Evsencx 
and бүвп, В. С. EvsENcK. Hodder and Stoughton. 
Price £1.80. 

Stress Response Syndromes. Ву Marni J. Horowrrz. 
Jason Aronson. Price $15.00. 

Life History Research in Psychopathology. Vol 4. 
Edited by Ковевт D. Wirt, Свовсе Wiwokun and 
Мервпі Rorr. University of Minnesota Press. Price 
$19.50. 
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Hypnotics: Methods of Development and Evalua- 
tion. Edited by Frep Kagan, ТнервзА HARWOOD, 
Kare RiakErs, ALLAN D. Коргік and Неча SozER. 
John Wiley and Sons. Price £16.00. 

The Labelling of Deviance: Evaluating a Perspec- 
tive, Edited by Warrer В. Gove. John Wiley and Sons. 
Price £9.25. 

Psycho-Sexual Problems. Edited by Hugo Mine and 
Suey J. Harpy. Crosby Lockwood Staples. Price £6.60 

The Sexual Celibate. By DONALD GOERGEN. The Society 
Jor Promoting Christian Knowledge. Price £6.50. 

Biology of the Major Psychoses: A Comparative 
Analysis. Edited by Danet X. FaERDMAN. North 
Holland Publishing Co. Price $24.25. 

Assessment of Organic Intellectual Impairement, 
By Jous МоЁтк, Academic Press. Price £4.80. 

Modern Concepts of Cerebrovascular Disease. 
Edited by John Stirling Meyer. John Wiley and Sons. 
Price £10.15. 

Practical Neurochemistry. Edited by Henry Malr- 
WAIN. Churchill Livingstone. Price £6.50. 

Not All in the Mind: How Unsuspected Food Allergy 
Can Affect Your Body—And Your Mind. By 
Riowarp Macuarness. Pan Books, Price бор. 


Many of these books will be reviewed at a later date 


READING LIST IN PSYCHIATRY 


The Third Edition of the Reading List is available on application to 
The Royal College of Psychiatrists, 17 Belgrave Square, London SW1X 8PG. 
Price 20р; £3.50 for 20 copies; £7.50 for 50 copies, Including postage in the 
U.K. only. Please enclose cheque with your order. 


Brit. J. Psychiat. (1976), 128, 508-12 


Correspondence 


Letters for publication in the Correspondence columns should be addressed to: 
The Editor, British Journal of Psychiatry, 17 Belgrave Square, London SW1X 8PG 


THE LEEDS SCALES 
Dear Sir, 

Snaith and his colleagues have published (Journal, 
February 1976, pp 156-65) an important study of 
the self-assessment of anxiety and depression. It 
may perhaps be worthwhile to correct the impression 
given by the statement on page 164: 'Zung (1967) 
found no evidence that the scores on his scale were 
affected significantly by age or sex.’ Zung has since 
(1972) published an article showing a higher pre- 
valence of elevated scores among two extreme age 
groups (19 and under, 65 and over). Using an SDS 
index of 50 as the ‘morbidity cut-off score’ he 
found that this misclassified only 12 per cent of 
normal subjects. Within the extreme age groups 
mentioned above, 48 per cent and 44 per cent 
respectively exceeded this cut-off point. 

R. С. Priest 
Department of Psychiatry, 
St Mary's Hospital, 
Harrow Road, London Wo 3RL 


REFERENCE 
Тома, W. W. K. (1972) How normal is depression? 
Psychosomatics, 13(3), 174-8. 


THE CONCEPT OF DISEASE 
Dear Sir, 

In my essay on the concept of disease (Journal, 
October 1975, 127, pp 305-15), which has provoked 
such a spate of correspondence in your columns, 
I had two main aims: to refute the ‘there is no such 
thing as mental illness’ argument, by showing that 
at least some of the conditions traditionally regarded 
as mental illnesses possessed as good a claim to be 
regarded as disease as tuberculosis or hypertension; 
and to stimulate people to think what they really 
meant by ‘disease’ and ‘illness’. I was not trying to 
prove that any particular phenomena were or were 
not illness, though it is true that I do suspect we 
have been rather uncritical in accepting as ‘illness’ 
any problem we have been asked to deal with. 

Several people have commented on the disparities 
between the set of conditions commonly regarded as 
illnesses and those embraced by Scadding’s ‘biological 
disadvantage’ criterion, or rather my operational 
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interpretation of it in terms of increased mortality 
or reduced fertility. As I said at the time, Y realize 
that this definition is not ideal; we would all prefer 
our criterion of illness to include trigeminal neuralgia 
and psoriasis, but not rock climbers or Catholic 
priests (though I don’t think the problems posed by 
essentially voluntary life styles such as these are 
insuperable). However, for the historical reasons 
I described, any definition will almost inevitably 
clash with contemporary usage in some respects, 
and it seems to me that Scadding's definition raises 
fewer serious problems that the traditional alter- 
natives. If we reject it we must either find a more 
satisfactory alternative—and if any of your corre- 
spondents has one, he has not said so—or else accept 
that we can't define what we mean by disease and 
aren't going to. 

This latter course has obvious attractions. It allows 
us, and society, to label as illness any phenomenon 
we regard as undesirable and which doctors seem 
better placed to deal with than other agencies. lt 
also allows us to change our minds whenever we 
want to. But to do this is to accept Sedgwick's argu- 
ment that the attribution of disease, mental or 
physical, is fundamentally a social value judgement, 
and that disease is really a socio-political concept 
rather than a biological or medical one. It may be 


^ that he and Jenner are right, but I think we should 


realize the full implications of this view before 
rushing to embrace it. It would mean that we could 
never maintain on medical grounds that x or y were, 
or were not, diseases. We could only argue on social 
grounds that they ought, or ought not, be regarded as 
diseases. And as the criteria would be social rather 
than medical such decisions would lie with society 
as a whole rather than with the medical profession, 
though doubtless they would be influenced by the 
effectiveness or otherwise of the treatments medicine 
had to offer. A further important implication is that 
we could not criticize Russian psychiatrists for 
incarcerating sane political dissidents in their beastly 
asylums: they would be perfectly entitled to regard 
political dissent as a mental illness if, as is probably 
the case, most of their fellow-citizens disapproved of 
political dissenters and it happened to be more 
convenient to deal with them as patients than as 
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criminals. (We could still, as laymen, criticize them 
on humanitarian or political grounds, but not as 
doctors.on medical grounds.) There would also be 
no answer to Szasz's thesis, other than the general 
social argument that madness is undesirable and 
that doctors are better equipped to deal with it than 
other people. Perhaps none of these things worry 
Professor Jenner; but they worry me. 

К. E. KENDELL 
Edinburgh University Department of Psychiatry, 
Morningside Park, 
Edinburgh EHro 5HF 


REFERENCE 
SEpGwick, P. (1973) lliness—mental and otherwise. 
Hastings Center Studies, 3, 19-58. 


PARENTS OF BATTERED CHILDREN 
Dear Sm, 

The well-disciplined study by Selwyn Smith and 
Ruth Hanson (Journal, December 1975, 127, pp 513- 
25) shows some important statistical differences 
between the child-rearing behaviour of battering 
parents as compared with controls. 

There are two unrecognized tendencies which 
both work towards submerging the observed differ- 
ences between abusive parents and controls. 

т. Battering parents attenuate accounts of accus- 

tomed rearing practices and battering incidents, 

whether or not they give direct admissions of guilt. 
Such parents have responded to subtle cues 

which betray the attitudes of others. Unlike the 
*control' parents, they have had a lifelong experi- 
ence of doing just this, having themselves usually 
been victims in childhood. Subsequent accounts 
either of the battering incidents or of rearing 
practices are modified accordingly. ‘I couldn't 
stand his crying, and shook him until he went 
limp’ may be the culmination of incompetent 
rearing, or using the baby as an emotional prop 
for an inadequate mother, rather than a single 
incident. 

2. Battering parents have an inaccurate or no 

yardstick of normality. Thus, an item such as 

‘Severe in training methods’, or ‘obedience 

demanded’, or ‘allows to cry unless something 

obviously wrong’, will mean something quite 

different to an abusive parent from what the same 

phrase would mean to a control parent. The same 

applies to the ‘frequent use of smacking . . . with- 

holds love . . . rarely deprives, rarely praises’, etc. 
Without these two tendencies Smith's and Hanson’s 
findings would have been even more significant, and 
further items of marginal significance might have been 
shown to have been important. 
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No one will now be able to take refuge in anodyne 
beliefs such as, on the one hand, ‘Any parent is a 
potential batterer’, or on the other ‘People who 
batter children must be mental’. The reality is more 
complex. 


Burderop Hospital, 
Wroughton, Swindon SN4 oQA 


J. E. Ourver 


DIURNAL VARIATION AND ENDOGENOUS 
COMPONENT OF DEPRESSION 
Dear Sm, 

We wish to report a research in which we examined 
the classical psychiatric opinion that endogenous 
depressives tend to improve towards evening. The 
limited research upon this concept has not esta- 
blished it as a fact (Kiloh and Garside, 1963; Rosen- 
thal and Klerman, 1966; Stallone et al, 1973). In 
our research we employed well constructed scales 
for assessing both variables. 

Subjects were 20 heterogenous depressives not 
suspected of being schizophrenic, mentally retarded, 
or organic. The Depression Category-Type Scale 
(DCTS) of Sandifer e al (1966) was used for deter- 
mining the degree to which depression was endo- 
genous. The Diurnal Variation Rating Scale (DVRS) 
was used for what its name implies. 

The DCTS product-moment correlation for the 
13 patients interviewed the day of admission by 
both H.K. and А.Е. was *87; that for the 17 inter- 
viewed by both Н.К. and Ю.Т. :80; that for the 
16 interviewed by both А.Е. and D.T. :87 (all 
fs < сот). The DCTS mean of the two or three 
interviewers was used for each of the 20 patients. 
The DVRS, for which clinical impression is prac- 
cally nil, was administered at 5 pm on the next 
three consecutive days. The correlation between first 
and second DVRS score is ·82; that between first 
and third :72; that between second and third -79 
(all ps < —-o1). Mean DVRS score for the three 
days was used. 

The correlation between DCTS (upon which a 
higher score indicates a greater endogenous com- 
ponent) and DVRS (upon which a higher score 
indicates improvement towards evening) is —-o1 
(NS). However, this does not necessarily imply that 
a relationship between the two variables never exists. 
The period in the course of a depression could be 
relevant, as suggested by Waldman (1972), who 
maintained that diurnal variation ceases at the 
depth of endogenous depression and reappears as it 
improves. DVRS scores indicated improvement as 
the day progressed for 17 of our 20 patients. This is 
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consistent with Hamp’s (1961) work with normal 
individuals who displayed evening mood elevation. 
Perhaps such diurnal variation is more widespread 
than an occurrence in endogenous depressives. 
Anrzor Ерк 
Hewes Kravirz 
DONALD TEMPLER 
Waterford Hospital, 
St John's, Newfoundland АтС 5T9, 
Canada 
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CONTINUED NEED FOR PLACEBOS 
Dear Sr, 

The superiority of imipramine over placebo has 
been clearly demonstrated by Drs Rogers and Clay 
(Journal, December 1975, 127, pp 599-603) though 
there are at least two simpler methods of drawing 
the same conclusion about efficacy: via the overall 
response rates and via the trends of individual trials. 

In their summary, however, the authors state that 
further drug-placebo trials in non-institutionalized 
patients with endogenous depression are not justified. 
This is not so. It is more ethical to use placebo as a 
control than imipramine. 

Consider a new drug which has gone through an 
exhaustive series of uncontrolled trials from which it 
could reasonably be expected that 70 per cent of 
such patients will show a ‘greatly or moderately 
improved’ response. The therapeutic benefit is not 
yet confirmed; there is reasonable doubt and some 
sort of quantitative evaluation is desirable and 
justified. A controlled trial is needed. But which 
control—imipramine or placebo? 

Sixty-five per cent of the imipramine patients can 
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be expected to respond adequately (the authors have 
shown), contrasted with 70 per cent of patients on the 
new drug. To reach a statistically significarit result 
at the 0-05 level will require a trial with 1,000 
patients if the original premise is correct. Five 
hundred. patients will receive imipramine, of whom 
65 per cent can be expected to respond and 35 per 
cent not to do so. Thus 175 patients on the control 
treatment can be expected to show an inadequate 
response. 

If, on the other hand, a placebo control were to 
be used with a response rate of say 30 per cent (the 
first 14 trials in their Table I gave a response rate of 
*32 with a standard deviation of +19) then the con- 
trolled trial with the new drug will require about 30 
patients. Of these, 15 will be on placebo and 10 of 
these can be expected to show an unsatisfactory 
response. 

I have no difficulty in justifying the continued use 
of placebo, even though the value of imipramine is 
beyond dispute. 

Cni MAXWELL 
Clinical Research Services Lid, 
36 Neeld Crescent, 
London NW4 3RR 


SCHIZOPHRENICS’ FAMILIES 
Dear Sir, 


Fowler and Tsuang (Journal, January 1976, pp 
100—1) take issue with our finding (Journal, August 
1975, 127, pp 97—108) of more personality disorder 
in the families of our schizophrenic probands than 
in the controls. In fact there does not appear to be 
any substantial point of disagreement between our 
data and those of Fowler and Tsuang, but rather a 
difference of terminology. Those relatives whom we 
regarded as suffering from the kinds of personality 
disorder which our analyses suggested were biologi- 
cally akin to schizophrenia they would have called 
cases of ‘suspected schizophrenia’. Those illnesses 
which we did not think were biologically related 
to schizophrenia they found in their families to be 
‘transmitted independently of schizophrenia’. In our 
study this applied to affective disorders, neurotic 
reactions (except possibly in females) and neurotic 
personality disorders, subnormality and suicidal 
behaviour, while Fowler and Tsuang mention 
particularly affective disorder and alcoholism. As 
regards the latter, some but not all of our cases 
were thought to have arisen on the basis of per- 
sonality disorder of the kind related to schizophrenia, 
while Fowler and Tsuang emphasize that ‘alcoholism 
and some personality disorders in the families of 
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schizophrenics are more a function of a selective 
mating of the schizophrenic parent(s) than a bio- 
logical variant of schizophrenia’. 

We would not dissent from this point of view, 
except for a reservation about terms. For instance, 
analysis of our data led us away from the monogenic 
hypothesis of schizophrenia and its spectrum, which 
might have justified calling all the cases, whether 
overtly psychotic or not, ‘schizophrenic’. Instead, 
there was a complex situation in which transmission 
of schizophrenia and its related conditions appeared 
more likely to be polygenic. In addition, environ- 
mental factors, and, as we pointed out in our second 
paper (Journal, August 1975, 127, pp 109-18), 
assortative mating on a phenotypic basis, that is 
between disturbed, unstable or disadvantaged indi- 
viduals not necessarily of the same genotype, seem 
to play an important part in determining the types 
of abnormality manifested by the sibs of probands. 

The low rate of schizophrenia among our parents 
—1 in 146—is not exceptional, and similar rates 
have been reported by Hallgren and Sjógren (1959) 
and by Kay and Lindelius (1970). However, differ- 
ences in diagnostic criteria obviously enter the 
picture here. Should 'schizophrenia' be reserved 
only for those individuals who show certain defined 
psychotic symptoms, as proposed, for example, by 
Wing et al (1974); or should the conditions which 
Rosenthal and Kety (1968), for instance, considered 
to be part обе spectrum, such as suspected chronic 
schizophrenia and. markedly inadequate personalities 
be included? 

Our view is that in the present state of knowledge 
about aetiology, the former procedure is to be 
preferred. This would leave the question of the 
definition and nature of the less well-defined condi- 
tions open to further investigation and avoid closing 
the issue prematurely. 

D. W. К. Kay 
R. Е. GARSDE 
Martin ROTH 
M. А. ATKINSON 
D. A. STEPHENS 
The Royal Victoria Infirmary, 
Queen Victoria Road, 
Newcastle upon Tyne МЕт 41Р 
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SULTHIAME IN THE MANAGEMENT OF 
PSYCHIATRIC PATIENTS 
Dear Sir, 

Until recently, sulthiame has been primarily 
investigated as an anticonvulsant. However, in 
certain of the earlier studies improvement in beha- 
vioural patterns was noted. Haran (1) reported that 
sulthiame reduced irritability and violent behaviour 
and improved the sociability of epileptic patients, 
and Ingram and Radcliffe (2) found that hyperkinetic 
behaviour of 16 out of 18 patients in their study was 
either ‘abolished or improved’, Liu (3) noted an 
overall improvement in the behaviour of 32 out of 
50 patients, In 12 of 18 hyperkinetic children, Knee- 
bone (4) stated that there had been ‘significantly 
improved behaviour’. Two double blind trials (5, 6) 
have confirmed that sulthiame is significantly effective 
in reducing the incidence of disturbed behaviour in 
mentally handicapped patients. 

Yarden (7) claimed that a combination of sulthiame 
and trifluperazine reduced the incidence of psychotic 
outbursts in 24 chronic schizophrenics, and in view 
of these findings he decided to examine the possible 
benefit of sulthiame in patients in an adult psychiatric 
hospital setting who presented with disturbed beha- 
viour as a symptom of either functional or organic 
psychiatric illness. Accordingly 30 patients at Levern- 
dale Hospital, Glasgow, manifesting disorganized 
hyperactivity, general restlessness and inappropriate 
aggression, regardless of diagnosis, were started on 
sulthiame, administered in a dose of up to 250 mg 
three times daily in conjunction with the previous 
medication. 

Continued administration of sulthiame to 13 
schizophrenic patients for periods from 6 to 12 
months resulted in no improvement. Two hypomanic 
patients were given sulthiame in addition to pheno- 
thiazines without improvement; and of 4 patients, a 
confused geriatric and 3 non-geriatric brain-damaged 
adults, 3 failed to show any benefit from the sulthiame 
medication. 

However, the abnormal behaviour of patients 
with epilepsy appeared to respond, with improvement 
in 12 of 17 patients. There was diminution in hostility 
and destructive attitudes. Patients were quietened, 
and management became less of a problem. Fit 
frequency did not alter. 

Sulthiame was introduced to the patients’ drug 
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regime in а dose of 150 to 300 mg daily, and this was 
gradually increased to a maximum of 250 mg three 
times daily. In the case of the epileptic patrents other 
anticonvulsants were withdrawn gradually as the 
sulthiame was introduced. 

Sulthiame has been shown to reduce the rate of 
metabolism of other anticonvulsants, notably pheny- 
toin sodium, and drug-induced encephalopathy has 
been described (8). One of the epileptic patients in 
the present series developed features consistent with 
the description of encephalopathy: the patient 
suddenly became confused with incoherent speech 
. and markedly ataxic gait, all of which remitted on 
the cessation of sulthiame medication. Four other 
patients developed minor side effects from sulthiame 
in the form of paraesthesiain the lower limbs and 
mouth, and subjective weakness of the thigh muscles. 

The results of this study do not support the 
previous findings that, in conjunction with pheno- 
thiazines, sulthiame can be of value in the control of 
schizophrenic excitement states. The drug was found 
to be without therapeutic value in chronic and 
acute organic states unassociated with epilepsy, but 
severe behavioural disorders associated with epilepsy 





CORRESPONDENCE 


the clinical area in which this drug is likely to be of 
value. . 

Ernest Н. Benne 
Leverndale Hospital, 
Glasgow G53 7ТО 

Н. В. ALLEN 

Medical Director 
Bayer UK Limited, 
Pharmaceutical Division, 
Haywards Heath, 
West Sussex RH16 rTP 
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did гезропа. A summary of the findings is given in 4, 231-8. 
the Table. Our experience withsulthiame inapsychia- 8, Ricuens, A. & Hovonron, G. W. (1973) Lancet, iv, 
tric hospital has defined more clearly, we believe, 1442. 
TABLE 
Response to sulthiame 
Epilepsy with Organic 
Diagnosis behaviour Schizophrenia states without Hypomania Total 
disorder epilepsy 
Number of patients .. x. 17 13 4 2 36 
Improved NS € i 12 о I о 13 
No change ds з 5 5 18 3 2 23 
Adverse reaction: 
Mild Ja 26 кх 3 о І o 4 
Severe ah E o 1 о о о І 





А CORRECTION 


Proressor Е. А. JENNER and J. Damas Mora write: 

In our letter to the British Journal of Psychiatry 
(February 1976, p 207) in response to Professor 
Kendell’s paper (Journal, October 1975, 127, pp 
305-15) we asserted that psychiatric categories occur 
in different societies, the printed version however said 
that they differ. We were anxious to point out that 
they may require a society to exist, but by the nature 
of man most, if not all, societies he will produce may 


be ‘pathogenic’. This assertion is obscured by the 
mistake in the printed version. 


ERRATUM 


In the article by G. J. Naylor et al entitled ‘A Bio- 
chemical Study of Short-Cycle Manic-Depressive Psy- 
chosis in Mental Defectives’, published in the February 
issue (p 170), the standard error of measurement of the 
erythrocyte Na-K ATPase activity should have read 
о ·0900 mmol PO4/1 RBC, h, and not 0:900. 
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STANDREW'S 


ONE OF THE FOREMOST PRIVATE 
PSYCHIATRIC HOSPITALS IN BRITAIN 


ST. ANDREW'S HOSPITAL, which was established in 
1838 as a non-profit. making charitable foundation, is a 
progressive hospital staffed and equipped for the treatment 
of every {уре of psychiatric illness. 


SHORT STAY patients are, in general, admitted 
to. Isham House, a: modern and luxurious Nursing Home 
within the grounds.” The accommodation consists of 
private bedrooms, most of which-have private bathrooms. 
All forms of treatment are available, with emphasis on 
individual and group psychotherapy. 


PSYCHO-GERIATRIC. patients are admitted to 
"The Harper Unit". in the main hospital, which has 
recently been opened. This unit, which has both private 
rooms and cubicle accommodation, has been completely 
reconstructed and adapted specifically to provide a high 
standard of care and privacy and the ratio of nurses to 
patients is generous. 


LONG STAY patients are admitted to a separate 
part of the main hospital, which has also been completely 
modernised, 


All patients are under the care of full-time 
Consultant Psychiatrists. 


FACILITIES AND AMENITIES for occupational 


therapy and recreation are excellent, and include а 9-ћоіе 


golf course, squash court, tennis courts, heated indoor 
swimming pool and a Social Centre with restaurant, 
shop and hairdressing salon. All these are set in the 
hospital's own 100. acres. of attractive well-wooded 
grounds. 


Northampton is about one hour's journey from 
London, either by train or on the МЛ motorway, and is 
easily accessible from all parts of the country. 


B.U.P.A, and P.P.P. subscribers are able to claim 
benefit in. respect of their treatment fees. 


Furthér particulars, including fees, may be obtained 
from ‘the Medical Director, St. Andrew's Hospital, 
Northampton (Tel: 0604-21311) who can be seen in 
consultation by appointment at. the hospital. 





|. recoverability, Staff team of psychiatrists, (one 
. ,8 psychoanalyst) nurse-therapists, group thera- 
рї and chaplain’ (also a trained therapist). 


to claim refund of fees. Further particulars can 


BOWDEN HOUSE CLINIC 


For the treatment of psychiatric illnesses 


Founded by Dr. Hugh Crichton-Miller asa Charity in 1911 


London Road, Harrow-on-the-Hill, Middx. 
Telephone:01-8640221 —— 


This is a mini hospital which incorporates a'specially 
designed unit: devoted to the care of the aged. Over 
the past. 10 years the facilities in the Clinic have been 
steadily added to and existing ones improved. In 1974 
a. 16-bedded wing was built, each room with 
bathroom ensuite and every modern convenience, 
including colour television. 
Despite rising costs we plan to keep: fees within the 
framework of BUPA and PPP. 


FOR.FURTHER PARTICULARS APPLY 
TO THE MEDICAL DIRECTOR 





HOLYROOD PSYCHIATRIC CENTRE 
NR. OXFORD 
South Leigh, Witney, Oxon Tel: 0993-2325 


Founded in 1956 as a private charitable 
residential psychiatric centre, Holyrood. offers, 
within a therapeutic community, a chance. for 
recovery and growth to those who suffer from 
a variety of psychiatric disorders, including 
alcoholism. and. other addictions and even some 
very severe personality disorders. The stress is 
оп” community living, with. intensive group 
psychotherapy, analytically orientated. A mini- 
mum of drug therapy employed. Patients be- 
tween approximately 18-65 years accepted; in 
the majority of cases a period of treatment of 
between. 12-20 weeks сап be expected, though 
some may require a longer stay. Acceptance 
depends. on motivation and some. degree of 

























Holyrood’s spiritual. life is an essential support 
though unobtrusive: it welcomes those of all 
faiths or none. i 

Subscribers to B.U.P.A. & P.P.P. are able 








be obtained. from Dr. C. E. Salter or the 
Administrator. 
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for Psychiatric llinesses - 








This long established Private Registered Nursing Home of 275 beds is a non-profit 
making charity. 

it has separate departments for the admission of all types of acute and short-stay 
patients and for long-stay and psychogerlatric disorders. The Hospital is able to offer a 
combination of psychological and physical methods of treatment for most types of 
psychiatric illness, including alcohol dependence, in a sympathetic and friendly atmo- 
sphere where religious convictions are understood and problems can be given individual 
specialist consideration. 


The Hospital stands within its own grounds on the outskirts of the City of York and is 
able to offer a wide range of occupational activities. 


The Hospital is recognised by the main private patient schemes and fees which are 
inclusive start from £10.30 per day. 


For further particulars apply to: The Medical Director, The Retreat, York 
YO1 5BN (Telephone: 54551 STD 09 04). 












CERTIFIED 
PSYCHIATRIST 


The Nova Scotia Hospital, Dartmouth, Nova Scotia, invites applicants for the position of Certified Psychiatrist. 

This accredited hospital has.a developing Community Mental Heal am and is affiliated with Dalhousie 
University. It is the principal psychiatric referral facility for t 

The: position offers. an excellent opportunity to direct a multi-disciplinary: professional. team. Applicants with 
Canadian Certification or equivalent qualifications will be considered. Travel assistance will be provided. 

Salary: Up to $39,536. 

Full Civil Service Benefits. 

Competition is open to both men and women. 

Please quote competition number 75-869. E | : 

© Please direct inquiries to: Dr. Н. P. Poulos, Medical Director, Nova Scotia Hospital, Drawer 1004, Dartmouth, 

‘Nova Scotia B2Y 279, PIE | 
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m Rapidly restores natural sleeping 
patterns 


w induces refreshing sleep 


ш Acts profoundly on underlying 
anxiety and depression 
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For your patient 'Surmontil means 
a less dependence on sleeping tablets 
m less risk of habituation 


ш fewer repeat prescriptions for 
hypnotics 


Full information is available on 
request 
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Anafranil is the most recent 
addition to the Geigy range 
of psychotropic drugs. 

In addition to its use in 
depression, where it has 
proved to be effective both 
by the oral route and by 
intravenous infusion (in the 
more seriously depressed 
patient), Anafranil is becomi 
established as a leading drug 
treatment for obsessional ar 
phobic disorders. 
-We will be pleased to 
forward further information. 
relating to the use of 


Anafranil in the treatment o 





. depression and phobic and 
obsessional disorders on 
гениев. 


wu Anafranil iis 3-chloro-S- (3-dimethylaminopropyl) - 
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ipramine) hydrochloride ds 
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"The most striking finding however, 
was the number of patients who _ 
showed spectacular improvement and 
who had been ill for considerable 
periods.of time. By and large this group 
were of a chronic grumbling type who 
sought much and constant medical 
attention and yet did not reward the 
doctor by getting better.” | 
Clomipramine (Anafranil) in the treatment of 
chrome intractable depression. 


Paper read at the Fifth World Congress of 
Psychiatry, Mexico Ю.Е. 1971. 





of patients in hospital who improved: 
when treated. with electroconvulsive : 
therapy, Conventional antidepressant 
drug therapy and intravenous infusion 
of clomipramine was statistically 
significant in favour of the last 
mentioned treatment. Patients. on. 
clomipramine: as a. group needed fewer 
treatments and returned to work more 
rapidly than did their counterparts 
having electroconvulsive therapy.” 
A new adjunct to the treatment and management 
of depression: intravanaus infusion of 


clomipramine (Anafranil), S, Afr. med. due 45, 
168 ( 1971) 


"72% (of 87 patients) showed" a very 
good or good response and 96% made 
some improvement. This бора ш 
very favourably with the response-of 
similar groups of severely depressed 
patients to E.C.T., and it is postulated 
that intravenous chlorimipramine can 
be offered: as an alternative form of 
treatment. : 


| ‚78 per cent showed а 
pod or good response and 96 per 
cent Moved to some extent. This 
also compared favourably with the 
results obtained: with other 
antidepressant drugs in similar groups 
of patients." 
| Parenteral and oral chlorimipramine treatment of 


depressive states, Brit. J, Psychiat, 122, 189 
(0973) 





“The difference between the proportion | | ‚баев с. 





“Clomipramine has the two distinct: 
properties of being ап anti-depressive 
and an anti-obsessional drug,” 
Clomipramine (Anafranil) in the treatment-of 


obsessional states : A psychiatrists view. 
4. int. Med. Res, 3 (Supp 1) 83 (1975) 





“Obsessional illnesses have always" 
‘been. notorious for their resistance to; 
treatment and phobic states, especially, 


. «When they are diffuse and 
Г polysymptomatic, dó not respond always. b 


to deconditioning or flooding” 

. A-treatmerit which. 
offers brevity with a 70%, chance of 
disappearance or considerable reduction 
in symptoms is worth offering to 
patients as a-first choice of therapies.” 
Clamipramine (Anafranil) in the treatment of 


obsessional ilinesses and phobic anxiety states. 
J. Int. Med. Res. fe 403 (1973) 





“itis our view that clomipramine not 
only gives good results in severe and 
moderate depressive states, but, itis: 


:emerging as the treatment of choice in 
| obsessive compulsive disorders and. 


phobic: states." ~ 


Letter, Treating рой. Word Medicine, 4 ў 
71: 15 (1972) : 





"The mode ol aitios of Anafranil is 


unknown but without doubtitappears 
to exert.a beneficial effect on fieurotic . 


responses in general and phobic and. 
obsessional states in particular." í 
An investigation inte the usd of Anatranil Ps : 


phobic and obséssional disorders. 
Scot. med, J., 20 (Supp). 81 (1378) 
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Modecate 


(fluphenazine decanoate) 


internationally accepted as the standard depot treatment for schizophrenia 


Full prescribing information is available from: 


Technical Department, E.R. Squibb & Sons Ltd., Regal House, Twickenham. TW1 3QT SQUIBB 
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Bahamas 


Consultant Psychiatrist 


To be based at the Sandilands Rehabilitation Centre (220 bed Psychiatric and 150 bed 
Geriatric) and work as one of a team of three Consultants providing hospital and 
community care, including a weekly out-patient clinic at the local General Hospital. 
Research work is encouraged, and EEG equipment and videotape is available. 

Candidates must hold basic medical qualifications. and bà eligible for registration in 
the UK, Canada, USA or the West indies. They must hold a specialist qualification such 
as MRC(Psych), or the US or Canadian equivalent, and have at least five years 
experience in the specialty. 

The fixed starting salary is equal to £9,198 and attracts a 15% gratuity. There is no 
income tax at present in the Baharnas. 

Benefits include free air passages, generous paid leave, subsidised housing and a car 
loan. 

For further details and application form write to 
| С rown NG ANA @ Appointments Division, 
; Cw 4 Millbank; London SW1P 3JD 

| EP | wee wae 7 quoting reference MX/331/BCS 


The International Journal 
of Psycho-Analysis 


Recent contents include: 
André Green 


Sheldon Bach — — 
Narcissism, continuity and the uncanny 


The analyst, symbolization and absence in the 
analytic setting (on changes in analytic practice 
and analytic experience), Paper to be presented at 
the 28th International Congress 


George L. Engel 
The death of a twin: mourning and anniversary 
reactions. Fragments of 10 years of self-analysis 


Roy ета. А 
Psychoanalysis without pe 


Arnold Н. Modell 
The ego and the id: fifty years later 


Stanley S. Weiss 
The effect on the transference of ‘special events’ 
occurring during psychoanalysis 


Leo Rangell 

Psychoanalysis andthe process of change: an 
essay on the past, present and future. Paper to be 
presented at the 29th International Congress 
Book Reviews 

Letters to the Editor 


140th Bulletin of е International 
Psycho- л евли 


onths e Present Volume 


Published every 
No. 57 e Annual Subscription £12.50 


All subscription enquiries should be addressed 
to Joanna Heathorn 


BAILLIERE fe TINDALL 


7/8 Henrietta Street London WC2E 8QE 
Medical Publishers since 1826 





BRITISH JOURNAL OF PSYCHIATRY, JUNE 1976 ХІ 











Once-a-day 
ranxene 


is the one treatment 





for anxiety that helps 
your patient by keeping 
dosage simple, easy to 
remember, more likely 


to be followed 


Moreover, once-a-day 
Tranxene provides 
effective relief of 
anxiety and perhaps 
wer side effect 
problems than you ve 
ome to expect. When 
omes to choosing a 
treatment for anxiety 
2-a-day Tranxene 
the one to remember 


The most unforgettable 
treatment for anxiety 


Full information on Tranxene (potassium clorazepate) 
is available on request from 
Boehringer Ingelheim Limited, Bracknell, Berkshire. 


Ф) Boehringer p(s 








xii BRITISH JOURNAL OF PSYCHIATRY, JUNE 1976 


Ж Proven effectiveness Ж Rapid onset of action 3 Wide safety margin 
Æ Lack of anticholinergic side-effects : 


BOLVIDON is à most effective antidepressant with a'significant lack of anticholinergic 

side-effects. BOLVIDON has a rapid onset of action and patients will usually 
respond to treatment weil within 10 days, i.e. before their first return consultation. 

BOLVIDON is very well tolerated. Furthermore, «iem c ems 

studies with high doses of BOLVIDON have demonstrated / ; P 
i | | 

No- 

4 “HCI 

; Ai HES 


| g Full prescribing information is. available onveduest 
| C»rganonB Organon Laboratories Ltd. Crown House, Morden, Surrey SMA BOZ 
| Telephone: 01-842:6614 


awide safety margin which means. 





ais 





that you can. use BOLVIDON withconlidence c 
in the treatment of depression; 





| 





BRITISH JOURNAL OF PSYCHIATRY, JUNE 1976 xiii 


EVADYNE 
J Raises the Standards of 
B vere diede Therapy 








[] Effective against both O Provides release from 


reactive and endogenous somatic disorders, such as 

depression. persistent fatigue, lethargy, 

L] Apotent new anti- loss of appetite, and vague 

depressant with anxiolytic gastro-intestinal distress. 

properties. [1] Assistance in re-establishing 
sleep patterns. 


ADYNE 


iButriptyline Hydrochloride) 


For further technical information please contact: 
Ayerst Laboratories Limited, invincible Road, Farnborough, Hants. GU14 7QH. 
Telephone: Farnborough 511981 (STD 0252) 
*Evadyne is a Registered Trade Mark. 


p 
i 


n i i К 


MMASRMBMEBMBARMEMNNEBBRMNERMBMMBRMBREBRERMENMEMMBMENMEMEEMEMMEMEMMMMEMNEMEMESESESSSSMUVNMMWVI 


"Current Views on Depression’ | | 


V3 2 83 EE RH P d gd GP dod a P gd 3 S 3 3 E Eg d oW dod UO d NON PO P3 Gd d COH od d gd EORR E d GN NN P GN Eod Gg ord 























In common with other aspects of psychiatric ! ccn Е К | 
medicine, a somatic basis for depression has 1 To: Marketing Services Department. ! 
long been sought іп the hope that, once identi- ! CIBA Laboratories. Horsham. West Susse y 
fied, the abnormality could be corrected. l , 

‘Current Views on Depression’ is the title і Please arrange for me to вее ! 
of а 20-minute filmstrip reviewing the latest i ‘Current Views on Depression’ i 
opinions in this field of medicine. i Н 

Showings of the filmstrips will be arranged i Nam 1 
upon request (see opposite). 1 Address 1 

2 H (block capitals) : 
(denotes registered trademark Ц а 





BRITISH JOU 


THE 


RNAL OF PSYCHIATRY 


(THE JOURNAL OF MENTAL SCIENCE) 


Published by Authority of the Royal College of Psychiatrists 








© 1976 


Vol 128 JUNE 1976 
EDITOR 
Edward Hare 
ASSOCIATE EDITORS 
Alexander Walk Martin Roth 
ASSISTANT EDITORS 
Alan Kerr Richard Mayou Michael Pritchard Brian Barraclough 
BOARD. OF ASSESSORS 
С.В. Bagley "K. L. Granville-Grossman Alan Norton 
T.H; J. Bancroft Steven Greer lan Oswald 
*H.R. Beech. john Gunn E. 8. Paykel 
JL. T. Birley Max Harper Jj. P. N. Phillips 
P. K. Bridges Dorothy H. Heard Malcolm Piercy 


George W. Brown 

Peter Bryant 

H. C. Cameron 
*R. H. Cawley 

John Cooper 

А. J. Coppen 
*Valerie Cowie 
John Crammer 
^8. Crown 

B. S. Everitt 

G. W. Fenton 

А. D. Forrest 
"Fay Fransella 

Hugh Freeman 

C.D. Frith... 
David Goldberg 

Р. J. Graham 


W. Alan Heaton-Ward 
Oscar W. Hill 
J. Hoenig 
B. D. Hore 
R. P. Hullin 
*H. Hunter 
J б. Ingham 
І. М, Ingram 
Н. Смуппе Јопеѕ 
В.Е. Kendell 
Israel Kolvin 
R. Kumar 
J P. Leff 
Raymond Levy 
D. М. Liddell 
C. J. Lucas 
C. McCance 
P. G. McGrath 
B. M. Mandelbrote 


* Also members of Journal Committee 


Publishers 


*F. Post 
R. T. C. Pratt 
Anthony Ryle 
Peter Н. Schurr 
C. P. Seager 
J. Shields 
Patrick Slater 
Alwyn Smith 
E. В. О, Smith 
*R. P. Snaith 
J. Stern: 
Anthony Storr 
F. Kraupl Taylor 
Gavin Tennent 
Peter Н. Venables 
A. Wakeling 
Sula Wolff 
J. P. А. Young 


HEADLEY BROTHERS LTD, Ashford, Kent TN24 8HH 






























































































































































Brit. 7. Psychiat. (1976), 128, 513-22 


Psychiatric Priorities in Developing Countries 


By R. GIEL and T. W. HARDING 


Summary. Many psychiatrists assert that an expansion of mental health 
services in the developing countries is overdue. This will only take place if: (i) the 
tasks of mental health care are undertaken by a wide range of non-specialist 
health workers, including those responsible for primary health care; and (ii) 
services are directed initially at a very limited range of priority conditions. The 
method of priority selection is discussed, and the process required for translation 
of priority decisions into health action is exemplified by two illustrations. 


INTRODUCTION 

When in 1972—73 Leon (1972), German 
(1972) and Neki (1973) wrote their reviews 
on psychiatry in developing countries, com- 
menting on the nature and prevalence of 
mental disorders in Latin America, Sub- 
Saharan Africa and South-East Asia respectively, 
they left us in no doubt about the importance of 
mental health problems in their respective 
regions. They summarized the evidence indi- 
cating that mental disorders were not less 
common than in the so-called developed world. 
The consequences of our growing knowledge 
regarding the epidemiology of mental illness in 
the Third World had already led such leading 
psychiatrists as Baan (1968), Baasher (1972), 
Carstairs (1973) and Collomb (1973) to stress 
the need for training mental health workers 
and planning services in the developing coun- 
tries. Their views have been endorsed by a 
number of authoritative reports (Common- 
wealth Fund, 1974; Diop, 1974; World Health 
Organization, 1975). The purpose of this paper 
is to discuss some of the practical issues involved 
in introducing mental health care in such 
countries: in particular, the need to define 
priorities from the whole range of psychiatric 
problems, the limitations imposed by the 
scarcity of available resources and the implica- 
tions for the training of health workers. 

There have already been a number of 
encouraging examples of innovative approaches 
to mental health care in developing countries, 
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and in most cases the key to such efforts has 
been to include in the care of the mentally ill 
people who were previously not involved—for 
example, hospital assistants in Sarawak 
(Schmidt, 1967), medical assistants in Zambia 
and Uganda (Egdell, 1970), public health 
nurses in Colombia (Argandona and Kiev, 
1972) and relatives and the community in 
general in the Aro village system in Nigeria 
(Lambo, 1966). These successful innovations 
and the apparent consensus of opinion among 
experts should not be allowed to disguise the 
fact that the great majority of the mentally ill 
in developing countries have no access to any 
kind of modern, effective mental health care 
and there are therefore today many millions of 
people suffering from untreated mental dis- 
orders. The failure to make significant progress 
in this field is, of course, part of a much wider 
failure to provide basic health services to the 
people of developing countries (World Health 
Organization, 1974). Nevertheless, there does 
seem to be a particular inertia in the field of 
mental health and a lack of recognition of its 
importance by health planners. 
Epidemiological research carried out in 
developing countries has provided impressive 
evidence of the overall magnitude of mental 
health problems and some indication of their 
nature. Health planners, however, are faced 
with a wide range of pressing needs (for example, 
for clean water, sanitation, maternity services 
and immunization). The inherent difficulties 
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and limitations of epidemiological surveys do not 
allow us to use the results for the purposes that 
are needed, namely: (a) to decide on priorities 
in relation to the overall mental health needs of 
the population; (b) to define the tasks involved 
in meeting priority needs; and (c) to establish 
the kinds of health workers needed and the 
training necessary. It is indeed evident that 
community surveys per se would never be able 
to provide such answers, since the definition of 
priority needs clearly involves a value judgement 
(Draper, 1973) and there will be considerable 
variation between communities concerning what 
is defined as a ‘psychiatric’ problem and in the 
relative importance given to different types of 
mental disorder. For example, the development 
of education services is now given high priority 
in many developing countries and this has led 
to a marked increase in the awareness of child- 
hood psychiatric problems as a source of 
educational failure. 

In our view, therefore, the association between 
prevalence rates of mental illness in a population 
and its need for psychiatric services is too 
complex and indirect to justify costly epidemio- 
logical surveys for purposes of planning. On the 
other hand, it is clear that very little is known 
with regard to developing countries as to: (a) the 
extent and duration of disability resulting from 
mental disorder; (b) the burden the mentally 
disordered place on their immediate environ- 
ment; and (c) the problems created by those 
with psychiatric illness in terms of frequency of 
attendance at health services and reduced work- 
ing efficiency (in farming, child rearing, etc). 
Epidemiological skills and resources would be 
better deployed in seeking this kind of informa- 
tion. The example of Winslow’s (1951) studies 
in relation to developed countries would suggest 
that such information might be more useful 
(and convincing) to planners. 

The pattern and utilization of existing services 
may also be misleading in defining needs. Studies 
in the developed countries have shown that the 
‘need’ for particular types of service, as indi- 
cated by admission or out-patient attendance 
rates, usually increases with their growing 
availability and may decrease when it becomes 
apparent that specialists are of little help 
(Dewez and Giel, 1973; Giel, 1974). Existing 
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psychiatric services in developing countries are 
often poorly integrated into general health 
services, wasteful of resources and, in some 
cases, counter-therapeutic. Where resources are 
severely limited, the proposition that ‘nervous 
and mental diseases constitute a public health 
problem far too great to be handled by the 
psychiatrist alone’ (Lancet, 1974) gains particular 
force, and the choice of a public health approach 
stressing the integration of mental health care 
into general health services seems unavoidable. 


Tue Scope or PSYOHIATRIO PROBLEMS 

Despite the reservations expressed above, we 
will use the results of two series of epidemio- 
logical studies carried out in Iran and Ethiopia 
as a starting point for a review of the relative 
importance of various categories of mental 
illness. These studies sought to establish point 
prevalence rates of mental disorders in rural and 
urban areas. In the case of Iran, the rural 
population was in the province of Khuzestan 
and the urban area (Shiraz) is a large, well- 
established town. In Ethiopia, the rural popula- 
tion was in the province of Kafa and the urban 
area is a small roadside town. Data are also 
presented from a religious community in Addis 
Ababa. 

The data from these surveys can be used to 
provide an overall view of the psychiatric 
problems facing communities in developing 
countries only if such limited information on 
disability and social consequences of the various 
disorders as is available is also used. This has 
been done under four broad headings below. 

One important group which must be men- 
tioned in addition is that of the acute and sub- 
acute organic psychoses, which are relatively 
common in developing countries (German, 
1972), mainly because of the high prevalence of 
infectious diseases such as malaria, viral 
encephalitis, trypanosomiasis and typhoid fever. 


I. Psychoneuroses and personality disorders 

These conditions, many of which may present 
with somatic symptoms, make up the bulk of 
mental disorder both in rural and in urban 
communities. Yet they are by no means as 
conspicuous as in developed countries because 
people tend not to perceive themselves as men- 
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'TABLE І 
Point prevalence rates of mental illness in defined rural and urban areas of Iran and Ethiopia 








Iran Ethiopia 
Religious community+4 

Rural! Urban? Rural3 Urban3 
Sample size (482) (928) (370) (384) (48) 
All psychiatric morbidity - 14:9% 16-6% 9:196 8-6% 12°5% 
Functional psychosis 0:29, 0:496 — 0:396 2:176 
сү: oe and defect 5:296 5:296 1:395 1.39% 4°2% 

0:296 0:696 0-5% 0.5% — 
Гое АР E disorder 9:596 11:09 7.8% 7:096 6:3% 





1 Total population, aged 6 years or more, of 5 small villages in Khuzestan. 

з Household sample, all members aged 6 years or more, of Shiraz. 

3 Household samples, all ages, of village and town in Kafa province. 

4 Every second person present at a church yard in Addis Ababa. 

The table is based on surveys made by Bash and Bash-Leichti (1969 and 1974) in Iran and Giel and 


van Luijk (1969 and 1970) and Giel et al (1974). 


tally disturbed, nor does their environment 
consider them. to be so. Nevertheless, they do 
suffer, as is demonstrated by the fact that many 
regularly consult traditional healers or religious 
shrines. The work of Field in Ghana (1960) and 
Maclean in Nigeria (1971) has shown that many 
sufferers are relieved by such help and that 
healers are able to use placebos and techniques 
of suggestion and reassurance extremely effect- 
ively. Surprisingly large numbers are also 
hidden amongst the masses attending general 
out-patient services (German, 1972; Harding, 
1973b; Dormaar et al, 1974), where prevalence 
rates as high as 20 per cent have been found. 
The main importance of this group of disorders, 
therefore, is that as primary health services are 
developed increasing numbers of patients suffer- 
ing from neuroses or personality disorders are 
likely to seek help in health centres, dispensaries 
and other clinics. Unless health workers are 
appropriately trained such patients will be mis- 
diagnosed and mismanaged—expensive (and 
sometimes dangerous) drugs will be used, un- 
necessary investigations will be carried out and 
frequent, unnecessary and wasteful attendances 
will result. 


2. Chronic mental handicaps 

The second largest category is that of chronic 
psychoses and defects, which in the table 
includes mental retardation, addiction and 
dementia. The main problem is more or less 


permanently disturbing and socially unaccept- 
able behaviour such as: self-neglect, social 
inadequacy and dependence, profound loss of 
working efficiency and unpredictable, antisocial 
behaviour. Not only do such people need 
constant care and supervision but their problems 
often implicate their families. They have to 
make great economic sacrifices which threaten 
the existence of the whole kin group, and in a 
number of cases the whole extended family may 
be ostracized by the community. In other cases 
the affected individual may be expelled from his 
or her social group to become vagrant and un- 
settled. As a result, this category of mentally 
disturbed people can be found at traditional 
healing places, amongst beggars in the major 
urban centres, in prisons and in some cases in 
one of the few available mental hospitals. 
Because they bave become marginal people 
they rarely attend health services. Tt is difficult 
to locate such patients, to provide treatment or 
to follow them up. There is no doubt that this 
group of patients is highly susceptible to many 
physical diseases and has a high death rate. 


3. Epilepsy , 

Epilepsy is considered separately because of 
its special features. In many cases it is a fear- 
some disease, attacking young people, out of 
the blue, gradually crippling them physically 
(burns), mentally (dementia) and socially (as 
outcasts). With a prevalence rate of less than 
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I per cent it may not appear an important 
disease, but counted as a number of attacks or 
in patient-years it is a severely disabling condi- 
tion. Unfortunately, although patients are able 
to function normally between attacks, they are 
soon considered disabled for every minute of 
their life. Their medical problem is apparent in 
almost every general hospital, where one can 
always find a few patients who have been 
admitted for extensive burns after falling into 
the open fire during a fit. They are rarely 
treated with anti-epileptic drugs on a regular 
basis, and so they gradually become demented, 
showing behavioural disturbances of an im- 
pulsive and aggressive nature. Affected children 
are usually excluded from school and, in the 
long run, are rejected by their families; they 
finally become vagrants. Early recognition, 
including the sometimes difficult differentiation 
from possession states or hysterical fits, and 
regular treatment can prevent most of these 
complications and consequences. 


4. Functional psychoses 

The functional psychoses, which include 
schizophrenia, manic-depressive and reactive 
psychosis, have the lowest prevalence, and this 
illustrates the fallacy of the use of prevalence 
or incidence rates alone to determine priorities. 
In the few mental hospitals of developing 
countries the life-long sufferers from schizophrenia 
make up two-thirds to three-quarters of the 
population, and thus a large proportion of the 
limited resources available may be devoted to 
these patients. This group has some degree of 
overlap with the group of ‘chronic mental 
handicaps’, since many chronic schizophrenics 
would eventually fall into this category. We will 
therefore focus on the problem of patients with 
active psychotic symptoms: acute, subacute or 
episodic. Acute psychosis, with its rapid onset of 
confusion, aggression, paranoid symptoms, in- 
appropriate behaviour or withdrawal, has a 
dramatic and damaging effect on the local 
environment. Family disruption and neglect of 
children frequently result. The effect of such an 
illness in lactating mothers on a young child is 
particularly harmful. Patients are frequently 
restrained with shackles, chains or ropes, or 
they may be stoned and expelled from a com- 
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munity; the police may detain patients with 
unnecessary violence. Such unnecessary mea- 
sures frequently increase or provoke a patient's 
aggression. Although such management is 
widespread in developing countries, it should 
be noted that some traditional healers are 
capable of humane and effective care of 
psychotic patients, making use of tranquillizing 
herbs and a graded programme of rehabilita- 
tion (Harding, 19732). In urban conditions such 
patients are more readily taken to a general 
hospital, where the hospital staff rarely know 
how to handle them properly and regular 
treatment cannot be given. 


Tue Socrar BACKGROUND, MANPOWER AND 
RESOURCES 

The great majority of the population of 
developing countries live in rural areas (in 
some countries, such as Indonesia, Tanzania or 
Niger, the proportion is as high as go per cent). 
Nevertheless the social and demographic pattern 
of such populations is by no means uniform. 
Some rural populations are widely dispersed 
and relatively inaccessible, while in others the 
population density is relatively high (for 
example, on the island of Java or in the coastal 
areas of Bangladesh). More characteristic of 
such populations than their distribution is their 
overwhelming economic reliance on agriculture, 
their lack of amenities such as piped water, 
sanitation, electricity, their high rates of infant 
and child mortality and the low life expectancy. 
The people are remote from any psychiatric 
clinics or hospitals and it is doubtful whether 
many would seek such help if access were 
available. 

Several of these characteristics are shared by 
rapidly growing, sprawling urban areas, with 
densely populated shanty-towns. The mental 
health problems in such urban areas are parti- 
cularly acute because the support of the ex- 
tended family is to some extent lost and there is 
a concentration of social isolates of various kinds, 
including ‘vagrant’ psychotics and alcoholics. 
There is therefore a large pool of mentally ill 
individuals who are not inclined to seek treat- 
ment in busy, understaffed clinics and therefore 
remain hidden in the vast urban crowds. As a 
result, they are a potential danger because they 
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harbour all kinds of untreated disease (Giel and 
van Luijk, 1967). 

In the developed countries the respective 
roles of general practitioners, social workers, 
psychiatrists and other mental health pro- 
fessionals in the delivery of mental health care 
might be an issue. In many of the countries of 
the Third World, where even the most basic 
health services are provided to not more than 
‚15 per cent of the population, this can hardly 
be a matter for debate. If there is less than one 
psychiatrist and. one psychiatric nurse per one 
million of the population (World Health 
Organization, 1975), and the few available 
physicians are employed mainly in general 
hospitals, the focus of health care will have to 
shift to the community through the use of new 
kinds of health workers. The implications of this 
situation have recently been outlined in a 
publication entitled Health by the People (Newell, 
1975), in which a number of striking solutions 
to the problems of health care in the Third 
World are described. Faced with these examples 
it is difficult to avoid the conclusion that health 
care must be seen in the context of overall socio- 
economic development and that increased 
coverage can only be achieved through a 
considerable degree of community involvement 
and responsibility. It is clear that specialist 
services per se in developing countries are an 
anachronism. The traditional medical pyramid 
must be inverted. The main responsibility and 
function of the trained professional health 
worker is to support and stimulate primary 
health care. The principal agent of health care 
will be the village health worker, dresser, dis- 
penser or health assistant whose training may 
consist of only a few months to a year following 
two to three years of secondary education. The 
choice is between no mental health care at all 
or some limited and defined tasks for basic 
health workers who will have many other tasks 
of high priority. 

There are several other limitations which 
have to be considered. One is the supply and 
availability of psychotropic drugs. Drug treat- 
ment is one of the most effective means in the 
control and treatment of’ mental disorders. 
Drugs must often be administered for long 
periods and they are relatively expensive. 
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Shortages and interruptions of supply are 
common and constitute a serious problem in 
most developing countries. The range of 
available psychotropic drugs is large and the 
advice of Attisso (1972) that ‘restrictive lists of 
pharmaceuticals considered indispensable in 
government health units’ should be drawn up 
in each country is highly relevant. It seems likely 
that outside specialist units a range of only 7 or 
8 psychotropic drugs would be sufficient to cover 
the majority of essential needs and that at 
peripheral level perhaps only two drugs, 
chlorpromazine and phenobarbitone, should be 
available. The advantages of such a system in 
terms of bulk purchase, local tablet preparation, 
regularity of supply and rationalization of 
training would be enormous. For example, 
maintenance therapy with chlorpromazine 
tablets (1,500 50 mg tablets per patient per 
year) from outside commercial sources would 
cost ten dollars per patient per year or more. 
Savings by bulk purchase of the chemical and 
local preparation of tablets could perhaps reduce 
the cost to less than three dollars per patient per 
year. In the case of anticonvulsant therapy with 
phenobarbitone, the cost might be reduced to 
approximately one dollar per patient per year. 

A second limitation is the need for a system 
for referral. If the primary health worker has 
absolutely no access to higher echelons of 
services and to consultation he would be starting 
a job which he would not be able to complete, 
and he would soon become frustrated. Support 
from the health centre, general hospital and 
ultimately the mental hospital is a requirement 
for the development of such a system of primary 
health care. 

A third limitation is the need for feedback 
on the operation of the services, which requires 
the development of a simple information system. 
Such a system should be part of the existing 
system of health statistical reporting, involve no 
significant extra costs and be operated by the 
available personnel with some additional short- 
term training. This could be done by recording 
relevant information on a standard personal 
general health card which should be designed for 
all categories of patients likely to need repeated 
contacts with services over extended periods of 
time (e.g. patients with tuberculosis, leprosy or 
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chronic mental disorder). There should also be 
record linkage at the level of the local clinic 
which would require simple rules for informa- 
tion flow between different health agencies 
serving an area and, in particular, referral 
return rules. Such a system could provide 
readily available information to planners and 


decision-makers at all levels. 


SELECTING PRioRITIES 

Having outlined the scope of psychiatric 
problems and indicated some of the constraints, 
we can approach the question of selecting priori- 
ties for action. Morley (1973) has suggested four 
criteria for priority selection in developing 
countries: point prevalence rate, evidence of 
community concern, seriousness and suscepti- 
bility to management. Clearly, specific priorities 
will have to relate to the particular conditions of 
a country or region, and the discussion here is 
meant to illustrate the general approach rather 
than provide a definitive set of priorities for all 
situations. 

The high prevalence of psychoneuroses and 
personality disorders might suggest that they 
should be considered as a priority. Their 
management, however, requires complex train- 
ing, and traditional forms of care are frequently 
effective. The main priority in this area should, 
therefore, be that health workers should be 
able to recognize a large proportion of patients 
attending curative services with physical symp- 
toms without an organic basis. The main reason 
would be to limit further inappropriate treat- 
ment or investigation. The overall approach 
would be designed to limit unnecessary ‘illness 
behaviour’ on the part of the patient and 
unjustified ‘medicalization’ by the health worker. 
In addition, primary health workers should be 
trained in the rational use of cheap, innocuous 
substances such as placebos. Morley (1966) has 
provided a convincing argument for the ‘welfare 
mixture’ used in this way based on his extensive 
experience of ‘under-fives clinics’ in developing 
countries. 

The chronic mental handicaps are responsible 
for a considerable degree of social disability. 
Institutional care is both costly and potentially 
counter-therapeutic. In the long term, it would 
be hoped that early detection and active treat- 
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ment would limit the scope of this problem. 
In coping with the problem as it exists now in 
most developing countries, the priority aim 
should be to make use of a wide range of local 
community agents (development workers, teach- 
ers, police, religious leaders, community 
leaders), as well as peripheral health workers. 
Their tasks would include providing social 
support to patients and their families, en- 
couraging their participation in community 
activities and finding them suitable work. 
Psychotropic drugs may be useful for some 
patients in this group (as has been shown by 
Mahy (1975) in Grenada), but the serious side 
effects, problems of long term administration 
and limited efficacy in most chronically handi- 
capped patients makes it doubtful whether 
providing such long-term pharmacological 
treatment to this group of patients should be 
regarded as a high priority. 

Epilepsy should be selected as a priority for 
active intervention because it usually affects 
individuals at a young age, leading to a wide 
range of physical and psychological impairments 
(progressive brain damage with dementia, 
injuries and burns, death) and social dis- 
abilities (educational failure, social rejection, 
work handicap), and effective, relatively cheap 
interventions are available. For some, the 
inclusion of epilepsy in a list of psychiatric 
priorities may require some justification. The 
paucity of neurologists is even greater than that 
of psychiatrists in most developing countries. 
Any debate about the respective roles of 
‘neurology’ and ‘psychiatry’ at community level 
is irrelevant. Epileptic individuals face many of 
the same problems as the mentally ill, and in 
operational terms (i.e. training, planning of 
services, drug supplies) it is useful to group 
them together as a ‘neuropsychiatric’ problem. 
The choice of epilepsy as a priority condition 
meets at least three of Morley’s (1973) criteria: 
community concern, seriousness and suscepti- 
bility to management. Although its point 
prevalence is relatively low, the Duden in 
‘patient years’ is high. 

Acute and subacute functional sexi can 
also be considered as priority conditions. 
Although their incidence alone cannot be taken 
as a justification, the harmful consequences are 
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considerable. Simple; humane, non-coercive 
management, differentiation between organic 
and non-organic psychoses (to allow treatment 
of underlying conditions) and treatment with 
phenothiazines are all relatively simple methods 
of intervention with a substantial beneficial 
effect on outcome. 


Implications for training 
Priority selection is only the first step in a 
series, if effective management is to be provided 
at community level. Once priorities have been 
clearly defined: 
(1) a detailed ‘problem outline’ should be 
prepared for each priority condition; 
(2) the tasks necessary must be described and 
assigned to appropriate health workers; 
(3) education objectives must be set; 
(4) teaching methods must be designed (and 
supplemented by a practical manual); and 
(5) a system of referral and supervision must 
be set up. 
To illustrate briefly, we may consider the 
problem outline, the tasks necessary and educa- 
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tional objectives in the case of two priority 
conditions defined above: epilepsy and acute 
and subacute functional psychoses. 


Epilepsy 

1. The problem can be outlined as follows: 
episodic and unpredictable sudden loss of 
consciousness with tonic and clonic spasms, 
bloody froth in the mouth, passing of urine, 
lasting several minutes. 

2. The tasks necessary can be expressed in a 
‘flow diagram’ (this has been simplified for 
presentation here). 

g. Educational objectives for the primary 
health worker could therefore be defined as: 

(a) ability to recognize grand mal fit on sight; 

(b) ability to take a history from relatives or 

bystanders inquiring for relevant features; 

(c) understanding and ability to differentiate 

grand mal epilepsy from atypical epilepsy and 

non-epileptic fits (hysterical, trance states, 
еіс); 

(9) ability to undertake steps to differentiate 

symptomatic epilepsy due to infections from 


Somebody has a ‘fit’ 


Take to a safe place 


History from witnesses to differentiate 


| 
epileptic fits 


take tem ture 





with fever 


give aspirin, chloroquine 
and phenobarbitone 


physical examination 





positive findings no positive findings 
treat and refer 
no er fits further fits 


discl arge 


reier 





non-epileptic fits 





or 2x fits 
refer 
no La 
| 
one fit only more than one fit 
no further action treat with 
phenobarbitone 
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idiopathic epilepsy (taking temperature, 
simple physical examination) ; 

(e) knowledge of basic rules for administration 
of phenobarbitone (Giel, 1968); 

(f) ability to follow up a patient and assess the 
effect of phenobarbitone on the occurrence of 
his fits; 

(g) understanding of social reactions towards 
epilepsy and ability to discuss these with 
patients’ relatives. 


Acute and subacute psychoses 
1. The problem can be outlined as: over a 
period of days or weeks an individual becomes 
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confused, aggressive, incoherent, withdrawn or 
self-neglectful. 

2. The tasks necessary can again be expressed. 
in a ‘flow diagram’ (also in an abbreviated 
form). 

3. Educational objectives could be defined as: 

(a) ability to recognize the symptoms and 

signs listed above; 

(b) ability to use chlorpromazine and pheno- 

barbitone (if necessary, by intramuscular in- 

jection); 

(c) knowledge of common causes of febrile 

delirium; 


Confusion 


Strange behaviour 


Anger 
Talking strangely or not at all 
Calm the patient; remove from danger 


Take temperature 























Fever No fever 
| BR | 
Sleepy Stiff neck one or more not sleepy 
fits no stiff neck 
| no fits 
refer at once treat as 
epilepsy treat as fever 
no improvement - 
after one day 
refer 
С е | 
no injury to head injury to head 
in past few days 


т. treat with chlorpromazine (and phenobarbitone, 
if necessary) 


2. reassure the family 


3. make sure patient eats and drinks 





| f 
improved after two days 


sec again in one week refer 


refer at once 


not improved after two days 
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(d) ability to reassure relatives and promote 
tolerance of mental illness. 


It will be obvious that the selection of 
priorities, problem outlines and educational 
objectives need further elaboration in a given 
situation. It is the task of local psychiatrists to 
carry out this process so that mental health care 
can be made more widely available and more 
effective than at present. With regard to training 
programmes, we would stress the importance of 
practice, in-service training and the use of simple 
illustrated manuals. Continuous and sym- 
pathetic supervision and support of primary 
health workers will be vital if they are to carry 
out this work and this implies a major role for 
the mental health professional. 
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A Clinical Evaluation of Depressives Found in a 
Rural Survey in India 


By D. N. NANDI, s. AJMANY, H. GANGULI, G. BANERJEE, 
G. C. BORAL, A. GHOSH and S. SARKAR 


Summary. Those who were labelled as depressives in a rural survey were 
randomly divided into a Medicine group (who received antidepressive drug 
treatment), a Placebo group (who received placebo) and a Natural Process 
group (who received no treatment). The depth of their depression was assessed 
by Hamilton's Depressive Rating Scale before the beginning of the trial, on the 
14th day and on the 28th day of trial. They were compared with a matched group 
of healthy controls and again with a matched group of depressives who attended 


an urban clinic for treatment. 


The results indicate that the rural depressives who never sought treatment 
voluntarily were not different from those who sought treatment in clinics, so far 
as their response to treatment is concerned. 


INTRODUCTION 


In 1972 we undertook a door-to-door survey 
of the prevalence of mental illness in a small 
rural community of West Bengal. The findings 
were quite startling in that (apart from the 
generally high rate of prevalence of mental 
illness in the community) the prevalence of 
depression in that rural community was re- 
markably higher than that reported by any 
author from anywhere in India or abroad. 

In India, Carstairs (1958) made a survey in 
Rajasthan and reported the prevalence of 
depression as being as low as o-4 per thousand. 
Dube (1964) found the prevalence in rural and 
semi-rural areas around Agra to be o:9 per 
thousand. Sethi eż al (1970) conducted a survey 
in and near Lucknow and reported 1:5 per 
thousand in the rural and 6:1 per thousand in 
the urban population. 

In African countries the prevalence of de- 
pression as reported by Laubscher (1937) and 
Carothers (1951) was almost insignificant. In 
Britain, Taylor (1964) estimated the prevalence 
of depression at 0-9 per thousand from referrals 
to psychiatrists and at 0:5 per thousand from 
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hospital admissions. By a careful study of family 
practice, Shepherd et al (1966) estimated the 
period prevalence rate per annum for affective 
psychosis at 2*4 per thousand. 

These reports show quite low rates of preva- 
lence of depression, compared to our finding of 
38 per thousand of population. None of our 
cases had ever sought any treatment. So we 
asked ourselves whether these people constitute 
a group of treatable depressives in our popula- 
tion which we were failing to reach. 

This question stimulated us to look twice into 
the problem. We made a fresh survey of the 
mental morbidity of the population one year 
after the first survey (awaiting publication) and 
isolated the cases of depression for the present 
study. Both the surveys were conducted by the 
same team of workers, consisting of four 
psychiatrists, one clinical psychologist and two 
post-graduate students of psychiatry. It was a 
house-to-house inquiry of each family and of 
each individual, based on three structured 
schedules. As a preliminary measure, thorough 
rapport was established with each person 
investigated. The isolation of a ‘case’ from the 
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normal population was made according to an 
operational definition of a ‘case’ (see Appendix), 
and the labelling of a case with an appropriate 
diagnosis was done on the basis of a diagnostic 
criterion accepted for each diagnostic entity 
(see Appendix for the diagnostic criterion of 
depression). For this exercise, each probable 
case was examined by the two most senior 
psychiatrists of the team separately, and deci- 
sions were taken independently. In the event of 
divergence of opinion between them, the issue 
was discussed, the case was re-examined and an 
agreed decision was taken. Such divergence was 
rare, as the inter-rater reliability was very high. 
The prevalence of depression in the second 
survey was 41 in a total population of 1,078 in 
the village (rate per thousand 38). To find an 
answer to the question, whether all of those who 
were labelled as depressives in this door-to-door 
study were treatable depressives as compared 
to those who sought treatment in clinics, a 
clinical trial with the following design was 
undertaken. 


DESIGN oF STUDY 


Ali the cases of depression (41 patients) were 
personally contacted and the nature of the trial 
was explained to them, emphasizing the fact 
that the drugs to be administered were well 
known and widely used ones and would not do 
them any harm. This was done to obtain their 
consent and co-operation. The patients were 
thoroughly examined and all were found to be 
free from any physical illness. They were 
randomly divided into four groups. Three of 
these groups had 10 patients each and the 
fourth group had 11 patients. Two of them were 
randomly chosen and merged together which 
consisted of 20 patients. This group was assigned 
to standard antidepressive drug treatment for 
four weeks; the group will be called the Medi- 
cine group hereafter. One patient belonging to 
the Medicine group refused to be included in 
the trial and another patient fell physically ill 
just before the beginning of the trial and had to 
be excluded; so the strength of the group 
dropped to 18. The drugs were used in the 
following manner: Imipramine, one 25 mg 
tablet twice daily for 2 days, then two tablets 
twice daily to continue for the remaining 26 
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. days; time of administration being n 


afternoon after some meal. One ‹ 
patients was not available for assess: 
first day of the trial, so he had to] 
from the trial. One patient showed 
after two weeks’ treatment and | 
imipramine was reduced to one t 
daily. 

The second group, consisting of 
was given placebo and will be 
Placebo group. The placebo used 
in the form of tablets, which were a 
in exactly the same manner as the 
scribed in the Medicine group. T 
tablets and the drugs used in th 
group did not look alike, but this « 
was not a source of bias, as neither 
nor the raters knew who were give: 

The third group, consisting of : 
was given no treatment (and ғ 
nature for any change that might | 
in them after a given interval of tim 
them, however, could not be tracec 
persons (were taken) in the group. 
will be called the Natural Pro 
These three sub-groups constituted 
mental group. 

The depth of depression of each 
assessed according to Hamilton's 
Rating Scale before the trial began, a 
the 14th and on the 28th day of tria 
group of healthy persons of the sa 
matched for age, sex and socio-econ. 
were also assessed for depth of depre 
the trial began. The depth of depre 
Medicine group as assessed before a: 
trial was compared with that of 
group of depressives who were tr 
private urban clinic with the same di 
for the same length of time. All the 
were made by two raters and 
agreement was found to be high 
raters worked independently, and t 
their ratings was taken in each case. 


RESULTS AND DISGUSSION 

The mean of the Experimental 
Hamilton's Depressive Rating Sc: 
before the beginning of the trial < 
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the Clinic-Treated group prior to treatment 
showed that initially they were very close to 
each other in depth of depression. But both 
the groups appeared to be different from the 
_ Control group (Table I). From the changes 
brought about by treatment given to these 
groups it could be seen that the Medicine and 
Clinic-Treated groups showed remarkable im- 
provement as assessed on the 28th day of treat- 
ment. The response of the Medicine group to 
treatment appeared to be similar to that of 
the Clinic-Treated group. This finding was 
further strengthened by the observation that 
the Placebo and Natural Process groups, whose 
initial standings were very close to that of the 
Medicine group, did not show much change in 
their mean score on the Depressive Rating 
Scale when assessed after an equal period of 
time (Table I). 

The response to treatment of the Experi- 
mental group might be better assessed by the 
comparison of the initial scores of each of its 
sub-groups with those obtained by the same 
sub-group on the 14th and 28th days respect- 
ively. For this comparison, the Wilcoxon 
Matched-Pairs Signed-Ranks test was used, as 
the data were obtained from the same subjects 
in three conditions (Siegel, 1956). The results 
as indicated by the obtained T-values show that 
in the Medicine group the differences are highly 


significant (Р < -or) between the initial scores 
and those obtained on the 14th and the 28th 
day respectively (Т = o, N = 17 in both the 
cases). The depth of depression also changed 
significantly (Р < -or) from the 14th to 28th 
day of treatment (Т = 10:5, № = 16). Most 
interestingly, it was found that the Placebo 
group responded to placebo tablets and showed 
improvement as indicated by the significant 
difference (Р < +05) between the initial scores 
and those obtained on the 14th day (Т = 1:0, 
N = 8). The change, of course, was not as 
great as was found in the Medicine group. 
The picture of depression in the Placebo group 
on the 28th day, however, appeared to differ 
significantly (Р < +05) from that on the 14th 
day (Т = о, N = 7); but in this case the 
direction of change was just the opposite, i.e. 
the condition deteriorated and the patients 
went back more or less to the depth of de- 
pression found before the administration of the 
placebo; the difference between the rst and 


28th day was found to be insignificant. The 


benefit from placebo in the first stage of treat- 
ment may be due to the suggestive effect of the 
treatment procedure; the effect, however, could 
not proceed in the same direction any further 
in the latter part of the treatment. In the 
Natural Process group, no significant change 
was observed from initial scores to those 


TABLE І 


Showing means (М) and standard deviations (SD) of the scores obtained by different groups on Hamilton's Depressive 
Rating Scale 























Group 
Experimental 

Day Statistic Natural Combined Clinic Healthy 
Medicine Placebo process experimental treated control 
(№ = 17) (N=10)  (N—8) (=з) (Noa) (N= 16) 

1st M 60-8 570 58:8 59:3 56:4 9°3 

SD II'O 7:0 5'2 9:2 7:8 5:4 

14th M 374 43:0 573 = = =? 

f SD 16:2 13:3 3:3 — LI m 

28th M 25:5 53° 57:5 == 21:7 
SD 24'0 11-2 13:8 — 20°9 — 
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obtained on the 14th and 28th day respectively. 
Thus, on the basis of the above discussion, it 
appears that the patients of the Medicine group 
improved significantly in the first two weeks 
and continued to improve steadily during the 
next two weeks, The difference is highly signi- 
ficant (P < o-1) between the degree of improve- 
ment observed on the 14th day and that on 
28th day (T = 10:5, N == 16). The improve- 
ment could be attributed to the potency of the 
drugs used. 

An attempt was also made to test the effect of 
drugs on the Medicine group by comparing the 
initial scores and those recorded after a given 
interval of the three groups amongst themselves. 
Here the significance of difference was tested 
with the help of the Mann-Whitney U-test, as it 
involved independent groups (Siegel, 1956). It 
was found that the differences between the 
Medicine and Natural Process groups were 
significant (Р < -o1) on both the 14th (u = 
19:0) and 28th day (U = 23:5) respectively. 
The comparison between Placebo and Natural 
Process groups did not yield a significant result 
on the 28th day. The difference between these 
two groups on the 14th day seemed to be 
considerably high, though it did not reach 
statistically significant level (U = 18:5). Thus 
it may be stated that the change seen in the 
Medicine group was definitely different from 
those observed in the Placebo and Natural 
Process groups. 

It is interesting to note that the change seen 
in the Medicine group after 28 days of treat- 
ment was similar to that seen in a group of 
depressives treated by the same method for the 
same period of time in a private urban clinic. 
The difference between these two groups, viz. 
Medicine and Clinic-Treated, is insignificant in 
respect of scores as obtained on the ist (и = 
156-0) as well as on the 28th day (u = 169-0). 
In other words, the response to antidepressive 
drug therapy of the Experimental group is 
similar to that of a matched group of depressives 
—treated in an urban clinic. 

‘Thus we may say that the rural population 
who were labelled as depressives were not 
different from those who attended clinics and 
hospitals and sought treatment, so far as their 
response to treatment is concerned. 
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APPENDIX 


OPERATIONAL DEFINITION OF A ‘Case’ 

‘A manifest disturbance of mental functioning, specific 
enough in clinical character to be consistently recog- 
nizable as conforming to a clearly defined standard 
pattern and severe enough to cause at least partial loss of 
working or social capacity or both of a degree which can 
be specified in terms of decrease in quality and/or quantity 
of work or of the taking of legal or other social action.’ 


DIAGNOSTIC CRITERION or DEPRESSION 


An affective disorder characterized essentially by 
morbid changes of mood in the form of depression which 
is unprovoked by any physical or environmental cause, 
and expressed the feeling of misery, gloom and wretched- 
ness often tinged with anxiety. Self-reproach, moral 
worthlessness (guilt feeling), and suicidal tendency, are 
quite common. When occurring for the first time in late 
forties, strong paranoid component may be present. 
Hypochondriacal ideas which in extreme cases may be 
nihilistic and bizarre, are frequent. The mood tends to be 
worse in the morning. Biological symptoms like distur- 
bances of sleep pattern, early morning waking being the 
rule, loss of weight, appetite and libido are almost in- 
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variably present. There is retardation of thinking and Endogenous Depression, depressed type of МОР, 
action which may proceed to the level of stupor. This Reactive Depression and Involutional Depression have all 
psychotic state has a tendency to recur and is often been included. But Neurotic Depression must be classified 
self-limiting. separately, 
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Attempted Suicide Among Asian Immigrants in Birmingham 


By AGGREY W. BURKE 


Summary. This retrospective study describes the epidemiology of attempted 
suicide among Asian (Bangladesh, India and Pakistan) immigrants in Birming- 
ham during the period 1969-1972. 

The hypothesis of no difference in the distribution of attempted suicide among 
native and immigrant groups was not upheld. The immigrant group was under- 
represented among all the admissions to Birmingham’s hospitals. It is estimated 
that the crude adjusted rates for attempted suicide among the male and female 
Asian immigrants aged 15-64 years are 57 and 126 per 100,000 population per 
annum respectively. These are lower than the rates found among natives in 
Britain, but the female immigrant rate is higher than that found in India. 

Asian patients who attempt suicide in India and Birmingham are younger than 
45 years of age, rarely abuse drugs and alcohol, and make repeated attempts 
infrequently. In Birmingham, however, immigrants and native patients swallow 
similar, mostly psychotropic, tablets and not insecticides as in India. It is note- 
worthy that an interpersonal dispute precedes attempted suicide more frequently 


among immigrant patients than among native ones in either area. 


The aim of this paper is to investigate, retro- 
spectively, the prevalence of attempted suicide 
among those people who were born in Bangla- 
desh, India and Pakistan and now live in 
Birmingham. 

Previous workers have made reference to 
immigrant status in reports on attempted 
suicide, but this aspect of the subject has not 
hitherto been studied. The study in Birmingham 
therefore represents an attempt to fill a signi- 
ficant gap in the literature. The present paper 
is the first part of the report on our findings. 

There is evidence which suggests that immi- 
grant rather than non-immigrant populations 
may be more predisposed to attempt suicide. 
Thus immigrant children who come from 
broken homes (Bruhn, 1962), which result from 
the prior immigration of their parents, may be 
more likely to attempt suicide than those from 
homes in which there was no such break (White, 
1974). Moreover, patients who attempt suicide 
tend to have a history of greater residential 
(Bruhn, 1962) and geographical (Pokorny, 1966) 
mobility than other medical patients. 
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Social stress may also be important in 
attempted suicide among immigrants (Bagley 
and Greer, 1972). These workers found a 
difference in the age-group distribution, but 
none in the rates of attempted suicide between 
the coloured (Asian, West Indian and African) 
immigrants and natives in one part of London. 
In contrast, immigrants from Europe and 
Australia, many of whom were ‘travelling’ 
women and only temporary residents, may have 
been over-represented among attempted suicide 
cases in a more residential part of London 
(George, 1969). 

Admission for attempted suicide was not 
associated with immigrant status among male 
and female patients in Malaya (Simons and 
Sarbadhikary, 1972), female ones in Brisbane 
(Whitlock and Edwards, 1968) and male ones 
in Victoria, Australia (Krupinski et al, 1966). 
Nevertheless, in Victoria the prevalence of 
attempted suicide among female immigrants 
from non-British countries was higher than that 
among British and Australian women who had 
similar rates. Henderson and co-workers (1972) 
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made no mention of immigrant status in their 
comparison of attempted suicide rates in Hobart, 
Australia, and Edinburgh, Scotland. It is of 
some interest, however, that the attempted 
. suicide rate among women was higher in 
Edinburgh, whereas the rates among men in 
the two places were similar. 

Immigrants in Birmingham live in the central 
areas of the city, where social disorganization is 
high (Davies and Newton, 1972) and suicidal 
behaviour thus likely to be more prevalent than 
elsewhere (McCulloch et al, 1967; Bagley et al, 
1973). Furthermore, White (1971) suggested 
that Asian-born immigrants may be over- 
represented among patients admitted for 
attempted suicide at one of the city’s five 
general hospitals. In the present study the 
hypothesis of no difference in the prevalence 
of attempted suicide among Asian immigrants 
and British natives is investigated. 


METHOD 


About 5 per cent of the population aged 
15-64 years in Birmingham were born in the 
Asian countries of India, Pakistan and Bangla- 
desh (Registrar General, 19714, b). i 
heterogeneous immigrant group consists of 
more males (19,420; 6 per cent) than females 
(9,590; 3 per cent). Their age distribution is: 
at 15-24, 3,260 female, 5,650 male; at 25-44, 
4,985 female, 9,980 male; and at 45-64, 1,345 
female, 3,790 male. Few Asian immigrants 
(6,390) are younger than 15 or older than 64. 

During the four-year period 1 January 1969 
to 31 December 1972, 4,770 admissions (3,080 
female, 1,690 male) for iatrogenic, accidental 
and self-induced poisoning were made to the 
in-patient wards of the general and special 
hospitals in Birmingham. All were older than 
15 years. The place of birth was recorded in 
2,695 cases. From the remaining 2,075 cases for 
whom no place of birth was recorded initially, 
a 10 per cent random sample (204) was selected 
and their case notes were examined by the 
author. The seven cases older than 64 years 
were excluded; among the remaining 197 cases 
(124 female, 73 male) the examination showed 
that five (two female, three male) were Asian 
immigrants. This represents 2-5 per cent of the 
random sample. 
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'The patients for the study were taken from 
those (1,785 female, g10 male) for whom a 
place of birth was initially known. Those (103 
female, 38 male) who were older than 64 were 
excluded. The remaining patients (1,682 female, 
872 male) aged 15-64 represent 57 per cent 
(58 per cent female, 54 per cent male) of all 
those aged 15-64 and are similarly distributed 
by sex as those r97 in the random sample 
(x? == 0:677). An Asian birthplace was indi- 
cated for 68 (2:5 per cent) admissions, and of 
these 32 (2 per cent) were female and 36 (4 per 
cent) male. This distribution is similar to that 
found in the random sample. 

The case-notes of these 68 admissions were 
examined by the author. Those 16 cases (4 
female, r2 male) which had resulted from 
accidental or iatrogenic causes of poisoning 
were excluded. The other 52 cases for whom a 
diagnosis of attempted suicide by self-poisoning 
was made, were studied. The data used were 
obtained from case-notes at the admitting units 
and from psychiatric facilities in the area to 
which any patient had been admitted. 


RESULTS 

The most noteworthy feature of our findings 
is that the distribution of Asians among ad- 
missions for poisoning is less than that expected 
from their distribution in the population at 
large. Thus the 68 cases (32 female, 36 male) 
cases that were found represent only about 
6o per cent of the 108 (54 female, 54 male) that 
would have been expected. 

At the time of the study most (63 per cent) 
male and female patients who attempted suicide 
were married. Table I shows the age distribu- 
tion among the 52 admissions. The greater 
number of female cases aged 15-24 contrasts with 
the predominance of male subjects at a later age 
(x? = 2:00, ns). The similar distribution of 
East Indian cases among those admissions with 
a known place of birth and those for whom 
place of birth was not known, which has been 
described earlier, allows us to calculate the 
crude adjusted rates of attempted suicide per 
100,000 population per annum for all probable 
cases. When these rates are considered it is 
evident that the prevalence of attempted 
suicide among women is more than double that 
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ТАВІЕ I 
Distribution of attempted suicide among Asians in Birmingham: Age and sex 
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Age Female (9j) Rate* 
15-24 ba 16 {37} © 219 
25-44 e її 39) 95 
45-94 ә 1 (4) 32 
Totals 28 (100) 126 


Male (%) Rate Total (%) Rate 
9 (37) 14 25 (48) 123 
15 (63) 70 26 (50) 66 
o (o) o I (2) 9 
24 (100) 57 52 (100) 79 


* Crude adjusted rates per 100,000 per annum—all cases during period. 


among men. Furthermore, female patients aged 
15-24 are distinguished from those aged 25-44 
and from males of these age groups by an 
attempted suicide rate which is 2-3 times 
greater than theirs. Among both sexes it is 
worthy of note that few patients older than 44 
attempt suicide and reach hospital. 

Male and female patients employed similar 
methods in making their attempts. Most 
patients (64 per cent) swallowed psychotropic 
tablets rather than domestic substances. Among 
those 19 patients who used a domestic substance, 
two inhaled coal gas, four swallowed a house- 
hold substance (e.g. bleach), i: swallowed 
analgesic tablets and two swallowed other 
tablets. One female (4 per cent) and seven 
male (29 per cent) patients admitted to drinking 
alcohol at the time of or just before making the 
attempt. None were thought to have been 
addicted to drugs or alcohol. 

The reasons which patients gave for attemp- 
ted suicide are shown in Table II. An inter- 
personal dispute preceded the attempt in more 
female than male cases (xy? = 2:575, ns), 
there were more male cases in which no reason 
was mentioned. The presence of a physical 
disorder was recorded in six (25 per cent) male 


'Tasrs П 
Reasons given for attempting suicide 


Female (%) Male (%) Total( 96) 


Interpersonal 
dispute .. 19(68)  11(46) © зо(58) 
Health problems о » 4 (17) 4 (17) 
Other reasons 4 (4 I (4) 5 и 
No reason 5 (28) 8 (33) 13 (25) 
28 24 52 


and four (14 per cent) female cases ( x? == 0°40), 
and three other female (patients (11 per cent) 
had recently given birth. In spite of these 
similar findings, it was male patients (Table П) 
who were most concerned about their health. 

Formal psychiatric diagnosis—depression 
(12), schizophrenia (2), psychoneurosis (1) 
and personality disorder (2)—was made in 
17 cases (33 per cent), of which 9 were female 
and 8 male. It is of interest that formal diagnosis 
was made among 12 patients older than 25 
(44 per cent), but only among 5 of the younger 
ones (20 per cent). This difference, however, 
fails to reach statistical significance (x? = 
2:495). 

Following in-patient care in the general 
hospital, one male patient died, 9 (4 female, 
5 male) were transferred to a mental hospital 
and 42 (81 per cent) went home. Among those 
who went home one had a history of previous 
in-patient care in a mental hospital. Thus in 
this sample there were то patients who at some 
time had received mental hospital care. It is 
of interest that during the four-year period of 
the study three patients (all male) made a 
second unsuccessful attempt at suicide. No 
patient had made an attempt leading to 
hospital admission prior to the study. 


DrsausstoN 


The number of Asian patients who attempt 
suicide resulting in admission to Birmingham's 
hospitals is smaller than that expected from the 
distribution of Asians in the population. These 
patients were younger than 45 years of age, 
few made repeated attempted suicides and few 
were thought to be sociopathic. In other com- 
parisons, however, they were similar to native 
British patients. 
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The present study has certain limitations. 
The data were obtained retrospectively and are 
therefore likely to give lower rates of attempted 
suicide than that found in prospective hospital 
studies and community studies (Whitehead et al, 

' 1973). In Birmingham most cases of attempted 
suicide admissions to hospital are made through 
the casualty department of the five large general 
hospitals and the special accident hospital there, 
but a few are admitted to smaller hospitals. Vital 
information was often not recorded although 
requested, and there was no consistency in the 
method and extent of recording in the various 
facilities. There may have been significant 
differences in the proportion of attempted 
suicide cases admitted to hospital from those 
attending the various casualty departments. 
Furthermore, in spite of the policy of admitting 
to in-patient care all cases of attempted suicide 
in the area, bed availability may have led to 
irregularities in this practice during the four- 
year period. Whether resistance to admission 
is more prevalent among certain ethnic groups 
is not known. 

There was no indication in this study that the 
failure of admission clerks to record place of 
birth was associated with the immigrant status 
of patients. There may have been a number of 
admissions for attempted suicide in private 
facilities in Birmingham and to other hospitals 
outside the area. These numbers are likely to 
be small and are unlikely to include immigrant 
patients, who are from lower socio-economic 
groups and live in the central parts of the city. 
Though immigrant and native patients in these 
areas are unlikely to use general practitioner 
and hospital services in a similar manner, this 
factor may not be important among cases need- 
ing hospital care. However, among other cases 
a greater reluctance to attend hospital is more 
likely to be present among Asians, who came 
from societies prohibiting this behaviour (Rao, 
1965) than British natives. The evidence re- 
garding repeated attempts, and the abuse of 
drugs and alcohol shows that these things are 
infrequently performed by immigrant and 
native Ásians (Rao, 1965) but more frequently 
by British ones. These factors are likely to 
have contributed to the lower prevalence of 
attempted suicide among immigrants than 
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among natives in Birmingham and are a 
sufficient explanation for the relative utilization 
of hospital services by these groups. 

Another shortcoming of the study concerns 
the census data used in the analyses. As it is 
likely that the Asian population was under- 
enumerated (Peach, 1968) the prevalence of 
attempted suicide among them is an over- 
estimate. Furthermore, the census indicates that 
more Asian immigrants than natives in Bir- 
mingham are of a lower socio-economic status 
(Registrar General, 1971). As attempted 
suicide is associated with this factor (McCulloch 
et al, 1967), it is necessary to make appropriate 
adjustments if valid comparisons are to be made. 
Any such procedures would, however, reduce 
the prevalence of attempted suicide among 
Asian immigrants and increase that among 
natives of Birmingham. 

There are significant differences in the 
epidemiology of attempted suicide among immi- 
grants and natives in India and Britain (Table 
IIT). Kreitman (1972) believed that his findings 
in Edinburgh may be typical of those elsewhere 
in Britain where recording facilities are less 
efficient. Attempted suicide is more prevalent 
among British than among Asian subjects. It is 
noteworthy, however, that in Britain more 
female than male subjects attempt suicide, 
whereas this is not so in India. Closer inspection 
of the data indicates that following immigration 
there is a marked increase in attempted suicide 
among women, in contrast to the absence of any 
real change among men. This finding is similar 
to that found among non-British immigrants in 
Australia (Krupinski et al, 1966) and suggests 
that language difficulties may be an important 


Taste ПІ 
Attempted suicide among natives and immigrants in India 
and Britain: Crude adjusted rates* 


Natives in Immigrantsin Natives in 


India! Birmingham Edinburgh 
(all ages) (15-64) (15+)? 
Female .. 43 125 243 
Male .. 43 57 180 





* Per 100,000 per annum. 
т From Rao (1965). 
2 From Kreitman (1972). 
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factor in the adjustment of female immigrants in 
foreign environments. 

The higher native than immigrant rates in 
Britain are evident among all age groups for 
male and female patients (Kreitman, 1972). 
This is most marked after the age of 44. In the 
present study there was only one patient among 
52 attempted suicide admissions who was older 
than 44 years of age. This absence of older 
Asian patients in Birmingham confirms earlier 
studies in India (Rao, 1965) and in Trinidad 
and Tobago (Burke, 1974). Indeed, this indi- 
cates that certain aspects of the sociocultural 
organization of Asian societies protect older 
people from attempting suicide. That these 
protective factors continue to operate following 
immigration suggests that social change was not 
disruptive in this respect. 

Social stress may explain the higher rates of 
attempted suicide among girls and women 
aged 15-24 than among other patients. Thus 
young people are exposed to the values of the 
host society during school attendance and in the 
employment situation. This may cause culture 
conflict which may be more marked among 
young women who would be well protected 
from such social stresses when in Asia, but not 
in Birmingham. Furthermore, it is more likely 
that the imitative aspect of suicidal behaviour 
(Forbes, 1840) among the young women may 
have been facilitated by the greater female than 
male rate of attempts among British young 
people. Moreover, it is of interest that the Asian 
patients in this study swallowed tablets com- 
monly used by others in Birmingham (White, 
1971) and not those substances used by young 
people in India (Rao and Chinnian, 1972). 

After immigration there is some evidence 
that social stress may derive from altered inter- 
personal relationships. In Birmingham’s popula- 
tion not only are there twice as many male as 
female Asian immigrants but the men have often 
migrated at an earlier period than the women. 
Greater association with the native population 
by male rather than female immigrants may 
therefore have occurred. It is perhaps significant 
that the sexes were not distinguished by a 
history of an interpersonal dispute precipitating 
attempted suicide (Table II). However, this 
reason is more frequently noted among immi- 
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grants than natives in India (Rao, 1965) or 
in Birmingham (White, 1971). This higher 
prevalence of the object-loss pattern of attemp- 
ted suicide (Farberow and McEvoy, 1966) 
among immigrants suggests that an increase in. 
the stress which may be related to the migration 
process may affect interpersonal relationships. 
The evidence indicates that young immigrant 
women are more likely to respond to this stress 
by suicidal attempts. 
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Attempted Suicide Among the Irish-Born Population in 
Birmingham 


By AGGREY W. BURKE 


Summary. The epidemiology of attempted suicide among Irish i 


i ts in 


Birmingham is described from data concerning 352 (138 male, 214 female) 
hospital admissions made during the period 1969 to 1972. 

Admissions from the Irish Republic and from Northern Ireland were similarly 
distributed, but were both grossly over-represented. The average annual rate of 
admission (222 male, 362 female) was probably higher than the rates in Dublin, 
Belfast and Edinburgh. The female patient rate (286) was greater than that of 
Edinburgh, but the male rate (143) was not. Fewer Irish than British admissions 
gave a history of previous attempted suicide or repeated this attempt. Indices of 
stress among immigrants were, however, greater. The importance of socio- 


cultural factors is discussed. 


INTRODUCTION 

It is hypothesized that there is no difference 
in the distribution of attempted suicide between 
immigrants from the Irish Republic and Nor- 
thern Ireland, natives in Ireland and natives in 
Britain. Although attempted suicide may be 
less frequent among natives in Dublin 
(McCarthy and Walsh, 1965) and Belfast 
(Lions and Sharma, 1972; O’Malley, 1972) 
than among natives of Britain (Kessel, 1965), 
this may not be true for Irish immigrants in 
Britain (White, 1971). 

In Australia, Irish and native attempted 
suicide rates have been found to be similar 
(Krupinski et al, 1966). However, suicide 
(Whitlock, 1971), violent deaths (Burvill et al, 
1973) and alcoholism both in Australia (Kru- 
pinski and Stoller, 1965) and in London (Clare, 
1972) appear to be more prevalent among 
immigrants. 


SUBJECTS AND METHODS 
This study is part of a retrospective investiga- 
tion of selfpoisoning among immigrants in 
Birmingham. The methods have been described 
previously (Burke, 1976a, b). During the period 
1 January 1969 to 31 December 1972 there were 


4,770 general hospital admissions of persons 
aged 15 years or more resulting from poisoning. 
Appropriate recording of birthplace occurred 
in 57 per cent—54 per cent of males (910) and 
58 per cent of females (1,785). From the 
remaining 2,075 casenotes a IO per cent 
random sample (204) was selected and studied. 
The birthplace was determined in 73 per cent 
(53 male, 95 female), and this was Ireland in 
19 (13 per cent total; 11 per cent male, 14 per 
cent female). Among the 2,695 cases for study 
the distribution was 14 per cent (male 151, 
17 per cent; females 225, 13 per cent) and 
similar to the random sample. 

The case-notes of all but two were found and 
examined. Twenty-two (13 male, 9 female) 
had resulted from iatrogenic or accidental 
causes of poisoning, and these were excluded. 
Data concerning the remaining 352 were 
obtained and analysed. Census data indicate 
that there were 42,975 (22,635 male, 20,340 
female) immigrants from the Irish Republic 
aged 15 years or more. The age distribution is: 
15-24, 2,490 male, 2,875 female; 25~44, 10,980 
male, 9,790 female; 45-64, 8,170 male, 6,455 
female; and 65 and over, 995 male, 1,220 female 
(Registrar General, 1971a, b). Similar data 
were not available for Northern Ireland persons. 
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RESULTS 
Attempted suicides from both parts of Ireland 
are markedly over-represented among ad- 
missions for all types of poisoning to Bir- 
Jmingham's hospitals (Table I). There is no 





Tase I 
Distribution of Irish-born among admissions for poisoning 
and Birmingham’s population*** 
Poison- Total 
ings (%) population (%) 
Irish Republic 278 (10)* 44,865 + 
Northern Ireland 74 gy 11,375 (1)#** 
Other 2,343 (87) 958,430 (95) 
Totals 2,695 (100) 1,014,670 (тоо) 


* Attempted suicide cases only. 
** From Registrar General (19712). 
W** p < «oor. 


difference in the distribution of cases from 
these countries ( x^ = 0-198). The sex distribu- 
tion of admissions (Table IT) shows that the 
male-female ratio is 2 : 3 among both Irish 
groups (x? = 1:795) and is the same in 
Edinburgh. Most admissions belonged to the 
Roman Catholic church, but 21 (28 per cent) 
of those from Northern Ireland and five (2 per 
cent) of those from the Irish Republic were 
Protestants. 
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Among the 258 patients, 65 (25 per cent) 
were aged 15-24, 149 (58 per cent) married 
when first admitted to study, 35 (14 per cent) 
had previously attempted suicide and had been 
admitted to hospital for that reason, 40 (15 per 
cent) made repeated attempts during the study, 
17 (7 per cent) were addicted to drugs (7 male, 
4 female) or alcohol (6 male), and 93 (36 per 
cent) had been at some time admitted to a 
mental hospital. The nativity groups are 
similarly distributed in Table IIT, and the age 
and sex distribution found in British populations 
is confirmed. 

A preceding interpersonal dispute was re- 
corded among 159 (45 per cent) of 352 ad- 
missions, and of these the majority were aged 
15-24. In contrast, there were more older 
patients among the 73 (21 per cent) who drank 
alcohol at the attempt, 253 (72 per cent) who 
swallowed psychotropic tablets, 41 (12 per cent) 
with a physical disorder, 72 (20 per cent) 
transferred to a mental hospital and 161 (46 per 
cent) formally diagnosed at the general hospital. 
Depressive illness (87, 25 per cent) was diag- 
nosed more frequently than personality disorder 
(46, 13 per cent) or any other disorder (28, 
8 per cent). It is of interest that among the 
older admissions more of those from Northern 
Ireland had swallowed psychotropic tablets (51 
of 55; cf Irish Republic, 157 of 221, y? = 





























'TABLE II 
Age-sex distribution of attempted suicide admissions (1969-1972) 
Male Female Total 
Irish Republic 

No. Rate* No. Rate No. Rate 
I5-24 .. la T 14 260 43 645 57 186 
25—44 ++ e 72 30 103 453 175 370 
45-64 .. a ss 17 9 25 167 42 126 
65+  .. et Ее I 5 3 ІІ 4 8 
Total Irish Republic (15+) 104 213 174 369 278 ө 
Northern Ireland (all ages) 34 253 40 336 74 2 
Totals* .. 138 222 214 362 352 284 
Edinburgh’s (1970)** .. 177 279 








* Average per 100,000 per annum for all probable cases of self-poisoning during period. 'Total calculated 
using Northern Ireland (all ages) and Irish Republic (154-) populations. 


** From Kennedy and Kreitman (1973). 
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'ТАвгЕ ПТ 
Age-sex distribution of attempted suicide patients (1969-1972) 
Male Female Total 
Trish Republic 
ў No. Rate No. Rate No. Rate 

15-24 .. e m 13 242 37 555 50 164 
25-44 .. ii ne 42 177 82 361 124 262 

5-64 .. bie m IO 57 22 147 32 96 

5+ .. ni ‘a I 5 2 7 3 6 
Total Irish Republic (15+) 66 135 143 303 209 213 
Northern Ireland (all ages) 23 171 26 218 49 189 
Totals .. is р 89 143 169 286 258 208 
Edinburgh (1970)* 155 221 





* From Kennedy and Kreitman (1973). 


11:0556, р < :oor) but fewer drank alcohol 
(male—N.I. 5, Irish R. 40, x? = 4-4138, 
P < :05; female—N.I. 2, Irish R. 17, x? = 
0:993). 


Discussion 

Retrospective data in Birmingham show no 
marked differences in the distribution of 
hospital admission for attempted suicide be- 
tween persons from the Irish Republic and 
Northern Ireland, but these groups are grossly 
over-represented among all such admissions. 
The clinical characteristics among these Irish 
attempted suicides are similar to those among 
native British patients, but not to those found 
in Dublin. Other evidence indicates that the 
immigrant rates are higher than those among 
natives both in Ireland and in Britain. Thus the 
rate is lower in Edinburgh (Tables II and IIT). 
Furthermore, earlier findings were of lower rates 
in Ireland than in Britain, and a marked 
increase since then has taken place only in 
the disturbed areas (O’Malley, 1972), suggesting 
that native rates there are also lower than ours. 

Inaccurate data may have been used. Birth- 
place had not been appropriately recorded 
among two-fifths (2,075) of all cases, but was 
determined in 73 per cent of a 10 per cent 
sample. Known birthplace was thus probable 
in 1,515 of these and in 4,210 (88 per cent) of 
the total sample. It is unlikely that Irish cases 
among the remaining 560 would significantly 





alter the distribution. However, the study did 
not include cases not admitted to hospital. As 
Birmingham’s general practitioners may not 
have treated as many cases without referring 
them to hospital as those in Edinburgh (Ken- 
nedy and Kreitman, 1973), comparison of that 
study with the present one must be made with 
caution. Denominator accuracy is also question- 
able. The constant movement between Ireland 
and Britain, however, involves small numbers 
of immigrants (Jackson, 1963). 

The rate for attempted suicide among 
immigrants is about 30 per cent greater than 
that in Edinburgh (Table II). Furthermore, 
age-specific rates indicate that Irish excess 
numbers are most marked among those aged 
25-44 as well as among younger females. 
Among patients a higher rate is upheld for 
females only (Table ITI). This may be related 
to the vulnerability to stress to which young 
immigrant women seem predisposed (Burke, 
1976a, b). In the last-mentioned studies other 
immigrant rates were less than those for native 
British in Birmingham, but greater than native 
ones in Asia and the West Indies respectively. 
The higher Irish rate thus supports the view 
that ethnic origin and immigrant status are 
important (Burke, 1976b). 

Social selection may be less important than 
stress (Ødegaard, 1932) in the present study. 
The age distribution in Dublin (McCarthy and 
Walsh, 1965) and that of previous suicidal 
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behaviour there and in Belfast (Lyons and 
Sharma, 1972) is similar to our findings. In 
Birmingham, however, more patients were 
female, married, more attempts followed an 
interpersonal dispute, and more patients 
“swallowed tablets; but fewer had addiction 
problems or physical disorder, or were trans- 
ferred to a psychiatric facility. Furthermore, 
although the present study confirms clinical 
characteristics of attempted suicide in Britain 
(Jacobson and Tribe, 1972) it is noteworthy 
that fewer immigrants had made previous 
attempts or repeated this (Buglass and Mc- 
Culloch, 1970). 

Socio-cultural factors may also be important 
(Burke, 1974). Here, greater urbanization 
among Northern Ireland patients may pre- 
dispose to their taking psychotropic tablets 
rather than analgesics or alcohol, which were 
preferred by the Irish Republic's more rural 
population. In Northern Ireland the distribution 
of Roman Catholics among attempted suicides is 
less (Lukianowicz, 1972), but here it was greater 
than expected (Registrar General, 1961). It is 
most probable that immigrant status leads to 
inferior living environments. These factors may 
have contributed to the higher immigrant rates 
of attempted suicide which we have found. 
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The Reasons People Give for Taking Overdoses 


By J. Н. J. BANCROFT, A. М. SKRIMSHIRE and 8. SIMKIN 


Summary. This study investigates the reasons people give for taking overdoses 
of drugs. A representative sample of 128 subjects were interviewed immediately 
after their recovery from an overdose. During the interview they were given 
alternative reasons for taking overdoses and asked to choose any that applied to 
them. Spontaneous comments about suicidal intent were also recorded. 

Of the subjects, 44 per cent indicated that they had wanted to die. On the basis 
of their choices 33 per cent were ‘seeking help’, 42 per cent ‘escaping from the 
situation’, 52 per cent ‘obtaining relief from a terrible state of mind’ and 1g per 
cent ‘trying to influence someone’. 

The association between these various reasons and other expected effects or 
feelings associated with the act were examined by means of multidimensional 
scaling analysis. In addition, the characteristics of those expressing suicidal 
intent and other reasons were studied, together with such consequences as toxic 
effects and psychiatric after-care. The possibility is discussed that a large propor- 
tion of those indicating suicidal intent do so either to gain social acceptability for 


their act or to influence helping agencies. 


INTRODUCTION 

Self-poisoning is a deliberate act which has 
assumed epidemic proportions. In Oxford the 
incidence has quadrupled in ten years (Bancroft, 
Skrimshire, Reynolds, Simkin and Smith, 1975). 
Nearly goo cases are seen in the casualty depart- 
ment in one year and approximately 8o per cent 
of these are admitted to the medical wards before 
returning home. There are three important 
reasons for understanding why people take 
overdoses. First, in order to introduce a rational 
plan of prevention; for example, to what extent 
is this behaviour a ‘cry for help’ which could be 
prevented by providing more accessible or more 
appropriate help? Secondly, understanding the 
particular act may influence the type of help we 
offer after the act; if, for example, an overdose 
is seen primarily as a desperate method of 
communicating distress from one person to 
another, help might focus more on the com- 
munication problems between those two persons. 
Thirdly, the effect the act has on ‘significant 
others’ may influence the likelihood of the act 
being repeated. It may be that more attention 


should be given to the meaning of the act as 
understood by the patient and the ‘significant 
others’. Psychiatrists tend to pay relatively little 
attention to this aspect tending to concentrate 
on the problems preceding the overdose in 
judging the help that is required. 

The important differences other than death, 
between suicide and the majority of self- 
poisoning and self-injuring acts is now well 
accepted (Ovenstone and Kreitman, 1974). 
The need to distinguish between them has led 
to avoidance of the term ‘attempted suicide’ 
by many workers. Kessel (1965) introduced a 
merely descriptive term—‘self-poisoning’, while 
Kreitman and his colleagues (Kreitman, Philip, 
Greer and Bagley, 1969) have introduced 
‘parasuicide’, a term which implies that the 
behaviour is something akin to suicide but not 
the same thing. Birtchnell and Alarcon (1971) 
described this relationship as follows: 

“The attempt is more an enactment of dying 

which carries with it the discharge of some of 

the emotion appropriate to the actual event.’ 
The ‘appeal’ effect of the act has been stressed 
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6 Haloperidol appeared to be 
much more rapid than 
chlorpromazine 
in controlling several of 
the more disruptive symptoms; 
where rapid control is 
desired, (Haldol) haloperidol 
would be the preferred 
drug.99 ' 


66 Haloperidol was effective 
in controlling assaultive 
and psychotic behaviour 
even in individuals 
resistant to maximal doses 
of phenothiazines.99 2 


66 As a hospital treatment 
for acute excitement, 
haloperidol in high dosage 
is probably the quickest, 
safest and surest method 
of control and is one in which 
every General Hospital 
Psychiatric Department 
should be skilled.9* з 


66 The wide safety margin 
of this drug enabled such 
doses (20-30mg) to be given 
(intramuscularly), and if 
necessary to be increased . 
without fear of 
adverse effects. 99 + 


66 Lack of hypotensive 
side-effects made this drug 
(Haldol) an especially 
useful agent in the 
older age group. 99 5 
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by many writers, e.g. Stengel. (1960). and has 
been incorporated into the ‘cry for help’ 
explanation which is now widely accepted. 
Other writers have stressed the hostility in- 
volved (e.g. Moss and Hamilton, 1956; Whitlock 
‘and Shapiro, 1967). The interruption of 
consciousness as distinct from cessation or death 
has been emphasized by Shneidman (1963). 
These views have been lárgely impressionistic, 
and there has been a lack of any systematic 


investigation. Studies by Birtchnell and Alarcon ` 


(1971) and by Beck, Schuyler and Hermann 
(1974) have been exceptions. , 

This dearth probably reflects the conceptual 
and methodological difficulties involved. We are 
concerned with an individual and seemingly 
deliberate act—an overdose of tablets, rather 
than an illness, a mental state or a personality 
trait. No doubt such acts are associated with 
considerable emotion, but they are too complex 
and too coordinated to be explained on the basis 
of disorganized or disrupted behaviour. The 
determinants of such an act may be as varied 
as specific genetic predisposition, mediating 
affective states and the individual’s conditioning 
history. Most of these factors, or at least their 
relevance to causal explanation, are inaccessible. 
Even if they were not, it is only a theoretical 
possibility that they would be sufficient to explain 
the act. There is another level of explanation 
which involves either the anticipated conse- 
quences of the act (ic. ‘If I take an overdose, 
the result may be . . ^) or the act's considered 
appropriateness in a given situation (i.e. 'the 
thing to do in such a situation is to take an 
overdose’). Peters (1958) would include this 
under the heading of ‘reasons for acting’. The 
relationship between this level of explanation 
and the earlier causal explanation is complex, 
and it is discussed more fully by Peters (1958). 
Such ‘reasons for acting’, however, can be 
manifested in the verbal behaviour of the 
individual and are thus relatively accessible. 

This study, which is the first in a series aimed 
at increasing our understanding of this beha- 
viour, examines such ‘reasons for acting’. There 
are obvious difficulties in interpreting such 
evidence, as it is likely in many cases that the 
patient’s account will be largely determined by 
his need to justify or excuse his behaviour 
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(Scott and Lyman, 1968). Nevertheless, this is 
the most directly relevant evidence and deserves 
careful and systematic consideration. 

The objectives of this study are therefore as 
follows: 

(a) To replicate the study carried out by 
Birtchnell and Alarcon (1971) in which the 
patient was asked to choose reasons, effects and 
associated feelings from given alternatives. In 
this study further alternatives have been added. 

(b) To examine the association between the 
chosen alternatives, i.e. are there particular 
groupings of chosen alternatives which would 
warrant further study. 

(c) To examine the association between those 
chosen alternatives and other circumstantial 
evidence, such as the events immediately pre- 
ceding the overdose, the nature of the overdose 
and its toxic effects, and the consequent help 
provided. | | 


METHOD 

The evidence presented here was obtained as part 
of a wider interview study ‹ of self-poisoning and self- 
injury. Full details of the interview procedure will be 
reported separately, but. a brief description will be 
provided here. 

The interview lasted E 1} and 14 hours and 
was carried out as soon as possible after the patient’s 
recovery from the overdose, and preceding the 
normal clinical psychiatric assessment. The interview 
was postponed whilst there was any evidence of 
drug-induced impairment of attention, but it was 
difficult to exclude potential and more long-term 
pharmacological effects of the overdose on the 
subject's mood. 

The interviewer started by asking for an account 
of what led up to admission to hospital, whether 
there were any precipitating events (i.e. ‘final straw’) 
and what other problems in the patient's view had 
contributed to the crisis. This ‘open ended’ section 
was followed by a series of factual questions about 
marriage, family, domestic circumstances, employ- 
ment, financial and legal problems, physical and 
mental health, social isolation, previous episodes of 
self-poisoning, help sought before the recent over- 
dose, attitudes towards various types of helping 
agency, and the circumstances of the overdose. Direct 
questions about *reasons' for the overdose were almost 
the last of the interview. 

Most of the interview was semi-structured, with 
standardized lead questions followed as necessary by 
clarifying probe questions. The questions concerning 


540 


‘reasons’ for the overdose were the only structured 
ones in the interview. They are given below. 

The three interviewers were female members of 
the research team, two social workers, one a psychia- 
trist. They had been trained in the interview pro- 
cedure by means of a series of tape-recorded pilot 
interviews in order to achieve reasonable similarity of 
approach. With a few exceptions the extent to which 
specific iterns of information were recorded was 
similar for the three interviewers, making major 
interviewer effects on the data unlikely. There were 
some differences in relation to the data obtained, 
which will be presented in the results. 

The interviewers explained to the patient that they 
were members of a research team, but indicated that 
they would pass on relevant information to the 
clinical team. In this way neither the patient nor the 
interviewer needed to feel that the interview was 
irrelevant to the patient’s management. 

The relevant part of the interview was as follows: 


(1) Feelings 
Interviewers: ‘I would like to ask you some ques- 
tions about how you were feeling at the time you 
actually ... (took the pills). I am going to show 
you a list of five different feelings and ask you if 
you felt any of these at the time. You may have 
felt more than one, or gone of them.’ 
The patient was then shown a list as follows: 
(a) worried about the future 
(Ъ) angry with someone 
(c) feeling lonely or unwanted 
(d) sorry or ashamed of something 
(е) feeling you had failed in life 
Each item was read out by the interviewer before 
the patient made his choice. 


(2) Reasons 
Interviewer: ‘There are various reasons why people 
... (take overdoses). I have a list of four common 
reasons. Looking back now on what happened to 
you, which of these reasons do you think apply 
to you? You... (took the pills) because you 
wanted to: 
(a) seck help from someone 
(b) escape for a while from an impossible situa- 
tion 
(c) get relief from a terrible state of mind 
(d) try to influence some particular person. or 
get them to change their mind.’ 


(3) Expected effects 
Interviewer: ‘Now I would like to ask you what at 


the time you thought the effect of . . . (taking the 
pills) would be on other people. Let me again 
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show you a list and see if any of them apply to 

you. Did you feel that by (taking the pills) you 

would: 

(a) show how much you loved someone 

(b) make things easier for others 

(c) make people sorry for the way they have. 
treated you 

(d) frighten or get your own back on someone.' 


(4) Wish to die 
After a further series of questions about the 
overdose and precautions for or against discovery, 
the following question was asked: 
*At the time that you (took the tablets) did you 
really want to die or was it that you didn't mind 
whether you lived or died?' 
Answers were categorized as either ‘didn’t want to 
die’, ‘didn’t mind’, ‘really wanted to die’, ‘other’. 
In addition to the answers to these direct 
questions, any comment earlier in the interview 
about wanting to die or not wanting to die was 
recorded as ‘spontaneous comment’. 
The various ‘feelings’ and ‘expected effects’ 
offered to the subject were the same as those used 
by Birtchnell and Alarcon (1971). 


Subjects 

The 143 subjects represented a 50 per cent random 
sample of all cases of self-poisoning or self-injury 
referred to the study from a defined study area. Six 
patients refused to be interviewed, and in nine other 
cases interviews were unobtainable or incomplete, 
usually because the patient was untraceable or too ill 
and confused. One hundred and twenty-eight subjects 
were successfully interviewed, 89 women and 59 men. 
Data on some individual items were missing or un- 
classifiable for several of these. (Unless otherwise 
stated, the base of each percentage shown is the 
number with complete information.) 


RESULTS 

The wish to die 

The numbers who spontaneously commented 
that they wanted to die at the time of the attempt 
are shown at Table I. The number who indi- 
cated a wish to die on direct questioning are 
shown in Table II. The differences between 
men and women in the case of ‘spontaneous 
comments’ was statistically ‘significant’ at the 
5 per cent level. 

Of the 125 with complete information, 29 © 
(23 per cent, 11 men, 18 women) indicated they 
wanted to die both spontancously and on direct 
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TABLE I 
Spontaneous comments about dying 
Death not Death not Wanted Unsure or Total == 
intended mentioned to die confused 100% 
` Меп No. 4 18 17 о 39 
% 10 46 44 о 100 
Women No. 14 51 2I 3 89 
96 16 57 24 3 100 
Total No. 18 69 38 3 128 
% 14 54 30 2 100 
Тав1ів П 
Answer to direct quastions about wanting to die 
Did not 
Wanted mind whether Did not Total = 
to die lived or died мапі to die 100% 
Men No. 17 15 7 39 
% 44 58:5 18 100 
Women No. 29 26 29 88* 

% 33 29°5 33 100 

Total No. 46 41 36 127 

% 36 32 28 100 


* Four cases were unclassifiable. 


questioning. Nine (7 per cent, 6 men and 3 
women) indicated ‘wish to die’ spontaneously 
but on direct questioning ‘didn’t mind’; and 17 
(14 per cent, 6 men, її women) made no 
spontaneous comment but ‘wanted to die’ on 
direct questioning. Thus, combining sponta- 
neous comments and answers to direct questions, 


55 (44 per cent) at some stage in the interview 
indicated that they wanted to die. 


Other reasons for the act 

The numbers choosing the ‘reasons’ are 
shown in Table IIT. More than one reason could 
be chosen. Thirteen subjects (10:5 per cent of 


Taste II 
Choice of reasons other than ‘wish to die’ 


Seek Escape 
help situation 
Men No. II I5 
% 28 38:5 
Women Мо, 30 38 
% 35 44 
Total No. 41 53 
76 33 42 


Relief from Influence None Base 
state of mind someone of these == 100% 
18 6 9 39 
46 15 23 100 
48 18 18 86 
55 21 15 100 
66 24 22 125 
52 19 18 100 
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those answering all items; 15 per cent men, 
8 per cent women) said they калша їо йе апа 
chose no other reason. 


Feelings at time of attempt 

The feelings chosen are shown in Table IV. 
Nine per cent chose none of the feelings 
suggested. 


Expected effects 
The proportions chosen are shown in Table V; 
42 per cent chose none of these effects. 


Effects of interviewer on choice of reasons, feelings 
and effects 

Although the questions about reasons, feelings 
and effects were the most structured part of the 
interview, it was anticipated that the patient's 


THE REASONS PEOPLE GIVE FOR TAKING OVERDOSES 


choice would be influenced to some extent by 
how they perceived the interviewer, particularly 
where a choice might imply social acceptability 
or desirability. The proportions choosing each 
of the reasons, feelings and effects for each of 
the three interviewers were therefore examined. 
There were statistically significant differences 
between interviewers in the proportions choosing 
‘help’ as a reason and ‘make easy for others’ as 
an effect. Choice of ‘lonely’ and ‘relief from state 
of mind’ also showed differences significant at 
the ro per cent level. The remainder (including 
‘wish to die’) showed no significant differences. 


The association between reasons, feelings and 
effects 

We were interested in whether the choice of 
‘wish to die’ would be predictably associated 






































ТАВІЕ IV 
Choice of ‘feelings at time of attempt? 
No. of 
Worried Angry Lonely Sorry Failed None of cases with 
these information 
Men No. 19 — 13 26 13 24 2 39 
% 49 33 67 33 61:5 5 100 
Women No. 40 28 48 22 42 9 89 
% 45 31:5 54 25 47 10 100 
Total No. 59 41 74 35 66 II 128 
96 45 32 58 27 52 9 100 
Taste V 
Choice of ‘expected effects of attempt" 
Show Make 
someone things Make Frighten No. of 
how much easier people or get None of cases with 
you love for sorry your own these information 
them others back 
Men No. 10 15 2 2 15 39 
% 26 38-5 5 5 38:5 100 
Women No. 15 18 17 5 37 85 
% 18 21 20 6 43'5 100 
Total No. 25 33 19 7 52 124 
% 20 27 15 6 42 100 
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with the choice of other reasons, feelings or 
effects within the same individual, and whether 
particular groups of alternatives emerged asso- 
ciated with e.g. seeking help or influencing 
someone. If such groups were recognizable and 
replicable, it might be possible in later studies 
to distinguish those associated with high suicide 
risk or sevére depression from those determined 
more by the need to make an impact on signi- 
ficant others or to gain social acceptability for 
the act. For this purpose we required a non- 
parametric method of multivariate analysis. 
Multidimensional scaling analysis (Shephard, 
Romney and Nerlove, 1973) was therefore 
carried out using Goodman and Kruskal’s 
(1954) gamma coefficient as a measure of 
proximity between items. The gamma co- 
efficient is a measure of association between two 
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categorized variables whose categories can be 
ordered. ‘Gamma tells us how much more 
probable it is to get like than unlike orders in 
the two classifications, when two individuals are 
chosen at random from the population’ (Good- 
man and Kruskal, 1954). The gamma values 
for each individual association are shown in 
Table VI. Several groupings emerged; the 
description of these and of the relationships 
between them provides a convenient summary of 
the associations among the individual items: 


Group Ar—worried about the future, sorry or 
ashamed of something, failed in life, relief from 
state of mind. 

Group A2—angry with someone, seek help, 
escape from impossible situation, feeling lonely 
or unwanted, 


Taste VI 


Association of reasons, feelings and effects 
(Goodman and Kruskal’s Gamma coefficients) 














Escape situation| - 
Lonely 


Influence 








Макс sorry 





Frighten 
Show love 


Make саѕу 








Show love 


Wish to die 











3 
E 
| 


Wish to dic 











Gamma significant at 10 per cent level recorded in full. 
Gamma Z 07 10 but not significant represented by sign. 


Gamma > 0:10 left blank. 
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Group B—influence someone, make others 
sorry, frighten or get your own back on some- 
one, show how much you love someone. 

Group C—make things easy for others, wanted 
to die. 

Group Ат and Ag are closely related, though 
Group Ат is near to С and Ag nearer to В. 

‘Feeling lonely or unwanted’ is closely related 
to both Groups A2 and B. ‘Show how much you 
love someone’ is closely related to both Groups 
В and С. 

This analysis was carried out separately for 
men and women and also for the two principal 
interviewers. The patterns of relationship re- 
mained relatively constant, with no significant 
associations falling outside the pattern as a 
whole. Group Ar is both self-referring and 
‘depressive’ in content. Group В is 'other- 
referring’. Group Аз comes between the two, 
being both 'self-referring! and ‘other-referring’ 
and without depressive content. It is of interest 
that ‘wish to die’ is only weakly associated with 
the ‘depressive’ grouping (A1), is negatively 
associated with ‘anger’ and ‘escape’, and is 
most strongly associated with “make easy for 
others’ and ‘show how much you love some- 
one’ both ‘effects’ which are likely to be aimed 
at gaining social acceptability. This suggests 
that ‘wish to die’ was commonly used by this 
group to gain social acceptability. 

When the characteristics of those choosing 
Group Ат, A2, В or G motives were examined, 
there was some evidence that those choosing 
exclusively from Group Ат were characterized 
by previous and subsequent attempts, a history 
of psychiatric treatment, and no current rela- 
tionship. T'hose choosing Group B, on the other 
hand, were more often first attempters, with 
current and problematic relationships. Further 
attempts to replicate these ‘patterns’ and the 
association with mental state and patient 
characteristics would be worthwhile. 


Characteristics of those ‘wanting to die’ 

Association between characteristics of patients, 
circumstances of the act and motives are shown 
in Table УП. In the following comments only 
those associations that were significant at either 
the 5 per cent or то per cent level are mentioned, 
unless otherwise stated. 
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It was predicted that those ‘wanting to die’ 
would be more like the ‘suicide’ population 
than the ‘parasuicide’ population. The two 
most obvious differences between these two 
groups are in sex and age; the suicide population 
is predominantly male and elderly, the para. 
suicide population predominantly female and 
young. Significantly more men than women 
said spontaneously that they wanted to die. The 
difference between them in the answers to 
direct questioning was not statistically signi- 
ficant. Among the 13 who ‘only wanted to die’ 
(i.e. chose no other reason) men are relatively 
highly represented (15 per cent of men, 8 per 
cent of women). Noticeably higher proportions 
of women said they did not want to die. There is 
thus limited evidence to support the prediction 
that ‘wanting to die’ is more likely among 
males. 

The association between ‘wanting to die’ and 
age is more complex. A high proportion (42 per 
cent) of the very young (i.e. 16-20 years) said 
in answer to the direct question that they did 
not want to die. This conforms with the predic- 
tion. In contrast a relatively high proportion of 
those aged 36 and over made the same comment 
spontaneously (see Discussion). 

There was a positive association. between 
‘wanting to die’ and both accommodation 
problems and needing help with money or 
material goods. 

There was a negative association between 
‘wanting to die’ and ‘wanting someone to talk 
to before the attempt’, and no relationship with 
‘contact with helping agencies’ prior to the 
attempt. There was no clear association between 
‘wanting to die’ and evidence of premeditation. 
A high proportion of those who spontaneously 
said they wanted to die made the attempt out of 
doors, but of those who said they wanted to die 
on direct questioning 25:6 per cent made the 
attempt in front of someone, and in a further 
32:6 per cent there was someone in the building 
at the time, e.g. in another room. On the other 
hand 50 per cent of those who only wanted to die 
did not expect anyone within six hours of the 
attempt, compared with 8 per cent of the rest 
of the sample.* It is thus likely that those who 

* Z = 1:71, p < o-o5 in a'one-tail test associated with 
Kendall's tau в. 
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Tasrz VII 
Characteristics associated with the wish to die and choice of other reasons 
(response as % of persons having each characteristic) 


Age groups: 

16—20 

21-35 T 

36 and over .. Ў 
Previous attempt in past year. 
Marriage: 

Couple living together 

Couple living apart . 

Problem in non-marital relation- 
ship . 

Accommodation problems 

Money or work problems 

Events in past week: 

A row (mostly in past 2 days) 
Event not involving a key person 
Previous psychiatric treatment: 

None .. В ; 

Out-/Day-patient only 

In-patient  .. 

No accessible confidant- 

No relative or friend outside 
household contacted in past 
week . 

Contact with GP or psychiatrist 
in past week . s 

Attempt to make contacts for 
help before the attempt 

Type of help wanted: 

Someone to talk to .. 

Money or material goods .. 
Attempt said to be саа 

tated . 

Attempt made out of doors 

No one expected within 6 hours 


** D < 0:05, * 0-10 > p > 0:05 (Kendall’s tau в). 














Wish to die Other reasons 
n = 100% 
approx. Sponta- Relief 
neous Direct Seck Escape from state Influence 

comment question help situation of mind someone 
26 27 35 46 46 38:5 85 
59 35 38 29 41 53 12+ 88 
40 24 34 80 42:5 бо 20 
84 41 38 56§§ 44 56 26-5 
52 26 34 23 36:5 50 13:5 
17 41 53 35 35 65 23'5 
33 35 38 39 51*5 56 3388 
39 34 50** 44 288 46 I 
40 30 40 37°5 2588 55 12:5 
58 32 42 19 §§ 38 51 22 
25 19 24 5288 44 58 12 
60 24 3I 30 43 43 22 
20 35 35 35 40 707 § 20 
45 35 44 36 42 58 16 
52 38-5 43* 35 33$ 52 15 
19 25 47 42 26 58 5 
55 30 37°5 34°5 42 54°5 13 
87 33 38 36 46 6088. 23 
59 23 27 47:588 548 6588 2958 
12 50 75** 25 33 25$ 17 
36 24 38 14 22 53 8 
12 67* 42 33 42 50 17 
14 57 64 14 36 36 o 


88 p < 0:05, § 0:10 > p > 0:05 (chi squared). 
T The base of the % in any one row is the number of persons known to have the relevant characteristics 
who also responded to the motivation items. This number varied by 2 or 3 cases for some items. 


were prepared to take more risk were more 
likely to choose only ‘wish to die’ as a reason. 


Characteristics associated with other reasons (see 


Table VIT) 


The choice of ‘help’ as a reason was made 
more often by those who had made a previous 
attempt in the past year. There was also a 
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positive association with events occurring in the 
week before the overdose not involving a key 
person (e.g. accidents, loss of job) and impend- 
ing events (e.g. court cases). There was a 
negative association between ‘help’ and a ‘row’ 
preceding the overdose. 

Not surprisingly those indicating earlier in 
the interview that they wanted to help chose 


546 


‘help’ more often, but the association between 
choosing ‘help’ and attempting to get help 
before the overdose was slight. There were 
negative associations between ‘escape from an 
impossible situation’ and the presence of accom- 
modation, employment and financial problems 
and relative social isolation (i.e no contact 
with any relative or friend outside the house- 
hold in the past week). These rather surprising 
negative associations suggest that the concept 
of ‘escape’ in this context may be used more to 
describe escape from people than from situations. 

The choice of ‘relief from a state of mind’ was 
positively associated with attempting to get 
help before the overdose and also with previous 
psychiatric treatment. 

‘Influence someone’ was more likely to be 
chosen by those under 21 and by those whose 
overdose had been preceded by problems in a 
non-marital relationship. These two associations 
are probably related and reflect the threatened 
break-up of an adolescent relationship where the 
overdose is often clearly and explicitly an 
attempt to ‘win back’ the other person. 


Association between motives and medical effects of 
poisoning 

There was no positive association between 
wanting to die and the use of any particular class 
of drug inf the overdose. 

Those who were unconscious at some stage 
during admission were more likely to indicate 
that they wanted to die. Of those ‘wanting to 
die’ 58 per cent were unconscious compared 
with 25 per cent of those who ‘didn’t mind’ and 
17 per cent of those who ‘did not want to die’. 


The association between motives and psychiatric 
aftercare 


Seventy per cent of those who said they 
wanted to die and 70 per cent of those who said 
they didn’t mind were referred to psychiatric 
care of some kind on discharge, compared with 
50 per cent of those who said they did not want 
to die. 

There were no significant associations be- 
tween other reasons and psychiatric disposal, 
except that people choosing ‘relief from state of 
mind’ were more likely to be given further 
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psychiatric care, no doubt a further example of 
the association previously mentioned. 


Discussion 

This study is a preliminary exploration of an 
extremely complex area. Our main source of 
information about ‘reasons’ is from the patient’s 
account. The problem in interpreting such 
evidence lies in distinguishing between a ‘valid’ 
motivational account, an account which is 
designed to produce the intended effect on 
‘significant others’ (e.g. to make them feel 
guilty or sympathetic), and an account which 
is aimed mainly at presenting a socially accept- 
able front to the person carrying out the 
interview. 

When compared with the earlier study of 
Birtchnell and Alarcon, these findings are 
strikingly similar. In their study 46 per cent 
chose ‘wish to die’, 37 per cent ‘not to die’. 
These are slightly higher proportions than in 
this study, but this may reflect differences in 
the intermediate category; in their study it was 
‘uncertain’, in our study ‘didn’t mind’, which 
may be a better way of indicating ambivalence 
and hence more likely to be chosen by some 
patients. When spontaneous comments are 
included, our proportion ‘wanting to die’ 
becomes very similar at 44 per cent. In addition, 
the male : female ratio for ‘wanting to die’ is 
almost identical in the two studies. 

A high and identical proportion (92 per cent) 
chose at least one of the ‘feelings’ in both 
studies. The proportions for each feeling in the 
other study were as follows: ‘worried’ 40 per 
cent; ‘angry’ 30 per cent; ‘lonely’ 53 per cent; 
‘sorry’ 26 per cent; ‘failed’ 32 per cent; all 
remarkably similar to ours (see Table IV). 

For the ‘expected effects’, a higher proportion 
in our study (42 per cent compared with 33 per 
cent) chose none, and not surprisingly the level 
of agreement was less for those who did choose 
an ‘effect’. The proportions in the other study 
were: ‘show love’ 35 per cent; ‘make easy’ 
12 per cent; ‘frighten’ 10 per cent (for compari- 
son see Table V). Nevertheless the degree of 
similarity between the two studies suggests a 
consistency between different populations of 
self-poisoners that is worth pursuing. If this 
method of inquiry is to be used, however, more 
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consideration should be given to ‘interviewer’ 
effects, in particular to differences between 
‘doctor’-type and ‘layman’-type interviewers, 
and also to possible variations in the meaning 
to the subjects of concepts used. These results 
suggest, for example, that ‘lonely’ may be used 
differently by men and women in this context, 
whereas ‘escape’ may be more relevant to 
relationships than to situations. 

An alternative to this type of inquiry is the 
content analysis of the accounts given sponta- 
neously by patients following overdoses, to 
identify patterns of accounting which may be 
related to motivation. Further research using 
this approach is currently in progress. 

There are a number of pointers in these 
results suggesting that ‘wish to die’ is used by 
a proportion of patients as a means of gaining 
social acceptability after the event. The associa- 
tion with other ‘socially acceptable’ motives 
has already been mentioned. There is also a 
surprising negative association between ‘wish 
to die’ and ‘escape from an impossible situation’. 
Whilst logically these should be closely asso- 
ciated, the motive of ‘temporary escape’ may 
be regarded as less acceptable socially. In a 
recent study of nurses’ and doctors’ attitudes to 
self-poisoning, ‘wish to die’ was the most 
acceptable motive, particularly for doctors, who 
discriminated against other more ‘manipulative’ 
motives (Ramon, Bancroft and Skrimshire, 
1975). 

The ‘wish to die’ motive, when it does not 
indicate suicidal intent, may also be used to 
facilitate an appeal for help to professional 
agencies, and indeed considerable risk may be 
taken to enhance this effect. This may be 
reflected in the association between ‘wish to die’ 
and the presence of practical problems such as 
accommodation or financial problems. The 
‘suicidal message’ in such cases may be aimed 
at the helping agencies. The effect of the same 
message when aimed at ‘significant others’ such 
as the spouse might be different. These are 
questions which warrant further research. 

The acceptability of the ‘wish to die’ motive 
may also vary with age and subcultural factors. 
It is noticeable that it is in the middle age range 
that patients are most likely to express sponta- 
neously a ‘wish to die’. Perhaps the stigma 
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attached to suicidal motives is greater for the 
older age group than for the population in 
general (c.f. Birtchnell and Alarcon, 1971). 
The under-20s, on the other hand, are more 
likely to choose ‘unacceptable’ motives such 
as ‘to influence someone’; it is possible that 
different criteria of acceptability influence their 
accounts. 

One other hypothesis suggested by these 
findings deserves comment; this relates to 
possible differences between ‘first timers’ and 
‘repeaters’. The tendency for the former to 
choose Group B motives (Le. other-referring) 
and the latter to choose Group Ar (i.e. self- 
referring) has already been mentioned. ‘Seeking 
help’ was chosen more often by those who had 
made a previous attempt in the past year, and 
less often in cases where a row preceded the 
overdose. Other findings in the interview study 
(in preparation) show that ‘rows’ more com- 
monly precede first attempts. First attempts, it 
seems, are often precipitated by emotional 
crises in close relationships, and such acts may 
be best understood as attempts to influence the 
other person or express anger. The practical 
consequences of the first overdose, such as 
contact with the hospital and professional 
agencies, are perhaps of little relevance in 
determining that first episode. Once those 
consequences have been experienced, however, 
they may increase the likelihood of the overdose 
being repeated in order to reproduce those 
consequences. This would explain the associa- 
tion between the choice of ‘seeking help’ as a 
reason and previous attempts. 

At this stage in the research we can do little 
more than generate hypotheses for further 
testing. A number have been presented in this 
paper and work is in progress to explore them 
further. 
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How Common is Anorexia Nervosa? A Prevalence Study 


_ By A. Н. CRISP, R. L. PALMER and К. 5. KALUCY 


Summary. During 1972-74 nine populations of schoolgirls were surveyed in 
respect of the occurrence of anorexia nervosa. As well as the current school year, 
previous years (going back variously 3-6 years) were also carefully studied within 
seven of the schools. Anorexia nervosa was only identified as present or having 
been present if the diagnosis was unequivocal: for instance, seemingly evident 
and severe cases which could not be traced were excluded. 

The condition in severe form was found to be relatively common in the inde- 
pendent sector of education, probably implying a social class factor. In all such 
schools, the prevalence was one severe case in approximately every 200 girls. In 
those aged 16 and over it amounted to one severe case in about every 100 girls. 
Overall, these schools encountered one ‘new’ severe case in every 250 pupils 
aged 16 years and over. 

The condition is likely to be even more common than this study allows because 
of the stringent limits set here on inclusion of cases and the age-band studied. It is 
concluded that severe anorexia nervosa is a common condition and is probably 


getting more common. 


INTRODUCTION 

It is beginning to seem that primary anorexia 
nervosa is becoming more common, even taking 
into account the greater medical awareness of 
the condition today. In the last few years, case 
register studies (Theander, 1970; Kendell et al, 
1973) have revealed an increased incidence 
within clinic populations, but this method of 
data colection is probably only revealing a 
minority of cases. Thus, although it is a crippling 
disorder with a significant mortality from 
inanition or suicide, the differential diagnosis is 
particularly complicated, and several authors 
have recently described numbers of cases of 
patients actually with anorexia nervosa but who 
were being investigated for such apparently 
isolated problems as drug dependence, epilepsy, 
unexplained diarrhoea or vomiting, periodic 
oedema, polydipsia, amenorrhea, ritualistic 
behaviour or depression. These individuals will 
conceal their underlying needs concerning low 
body weight, and often also other aspects of 
related behaviour, with the determination of 
an addict. They usually deny that they are ill 


and that they have what others call anorexia 
nervosa. 

Several more penetrating population surveys 
have now also been reported. In Sweden, 
Nylander (1971) has concluded that the dis- 
order is present in quite definite and severe 
form to the extent of one in every 150 adolescent 
girls. He studied such morbidity against the 
background of a dietary and attitudinal survey 
within the adolescent population of Umea. He 
found, as have others in the USA (Hueneman 
ef al, 1966),.that dieting is commonplace 
amongst adolescent girls, with a peak in the 
17—18-year-old bracket; this being in contrast 
to adolescent male, behaviour. Meanwhile, 
Crisp and Toms (1972) have asserted that only 
about one in r5 cases of primary anorexia 
nervosa is male; furthermore that the prevalence 
of the condition amongst schoolgirls aged 16-18 
is probably of the order of one in 100. This latter 
figure was derived from careful questioning over 
the years of approximately 200 subjects with the 
condition. They were asked, at a stage when 
they were more than usually motivated to seck 
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help themselves, how many other girls at school 
they knew who quite obviously had the same 
condition. Such ‘soft’ information is clearly 
unsatisfactory, and the present study was 
designed to rectify this as far as possible by 
careful, direct investigation of a number of 
schoolgirl populations. 


METHOD 

In the first instance six girls’ schools—five 
independent (variously private, public, grant- 
aided) and опе comprehensive—were 
approached on the basis that one or more 
pupils from the school had over the previous 
five years been referred with the condition to 
the clinic. Five other independent schools were 
also approached, having been chosen randomly 
from within sub-groups of such schools identified 
in the Public Schools Handbook as comparable 
in each instance in terms of geographical loca- 
tion and day/boarding characteristics with the 
first five independent schools; also another large 
local mixed-sex comprehensive school which 
had not been associated with cases referred in 
the past. 

In every instance it was explained that the 
wish was to study the prevalence of anorexia 
nervosa in these schools and also to explore 
this against a background of other information 
concerning growth, diet and relevant attitudinal 
characteristics of the pupils. All but one of the 
head teachers agreed to meet separately with 
two or more of the authors for preliminary 
discussions. It was immediately clear that all 
the independent schools were very familiar 
with the problem and often at a loss to know 
how to help their pupils afflicted with the 
disorder. In this early part of the study many 
problems of an ethical and administrative kind 
arose, and although all the schools continued 
to be as co-operative as they could in the end 
it was possible for only nine of them (four of 
the original independent schools, three of their 
matched counterparts and both comprehensives) 
to pursue the study with us to its conclusion. 

Data concerning the growth, dietary and 
related psychological characteristics of these 
school populations will be reported elsewhere. 
This report concerns only the investigation of 
the prevalence of unequivocal cases of primary 
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anorexia nervosa in these schoolgirls. The 
criteria for diagnosis of this condition were 
therefore those which have been clearly and 
strictly laid down in recent years (Crisp, 1967; 
Russell, 1967; Dally, 1969; Theander, 1970),, 
and from the start it was decided to include 
only cases that could be personally confirmed 
as definite. 

The next step then involved a meeting with 
the head teacher and usually the majority of 
the other teachers in any one school. After an 
introductory explanation this meeting com- 
prised a joint preliminary exercise in identifying 
current cases, and also previous ones over the 
past three to six years within the school. 
Teachers concerned with physical training and, 
when in post, the matrons were among those 
often particularly aware of the presence of the 
disorder; but usually a number of other teachers 
were also clearly sensitive to the existence of 
this kind of disturbance amongst their pupils. 
Usually a second similar meeting was held, 
followed by, or concurrent with, meetings with 
the school medical officer(s) and related staff. 
It was at this stage that two schools were 
advised by their Parents’ Associations or 
Boards of Governors not to proceed further; 
the other schools were given permission to 
allow us to proceed and the 'case-spotting' 
exercise was then completed. This initially 
involved studying the school medical records of 
each subject and further discussions with the 
staff. In almost every clear-cut case thus 
identified the girl had been referred for con- 
sultant medical opinion, sometimes privately; 
the consultants in question were contacted 
and asked about their diagnosis. Most of the 
cases had been referred to just a few consultant 
psychiatrists and physicians well-known for 
their knowledge of and interest in this condi- 
tion. In some of the schools it was also possible 
where some doubt about the diagnosis existed 
to conduct personal clinical interviews with the 
girls. It was only when cases were unequivocally 
confirmed in these ways that they were included. 


RESULTS 


As indicated above, it proved possible to 
survey adequately seven independent schools 
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and two comprehensive schools. The latter 
schools were very large, containing between 
them 2,786 female pupils, and it was consi- 
dered possible only to obtain access to reason- 
ably accurate information about the pupils in 
the current school year (1972-73). The inde- 
pendent schools were smaller and by their 
nature (e.g. as boarding schools) had more 
detailed information on health matters; indeed, 
the health records in these schools were in- 
variably detailed and complete, and were always 
complemented by a wealth of information con- 
cerning such characteristics as weight and 
menstrual patterns. These schools were studied 
in terms of both the current school year 
(usually 1972—73 but in two instances 1973-74) 
and previous years, thereby providing an overall 
population of 12,391 pupil years for initial 
screening. Subsequent follow-up and identifica- 
tion of suspected cases has taken a further two 
years. 

It was inevitable that severity of the disorder 
would be one factor governing inclusion, and in 
fact all subjects included were characterized by 
the severity of their illness. All had lost at least 
30 per cent of their body weight in conjunction 
with the illness, and also in association with 
protracted amenorrhoea and bizarre dietary 
attitudes and behaviour related to a wish to 
lose weight and sustain low weight over many 
months or years. 

Table I shows the number of girls surveyed 
expressed in terms of girl-years investigated; 
also the number of cases of primary anorexia 
nervosa detected, together with the total 
number of years that these cases continued 
within the school, a figure which is expressed in 
terms of anorexia nervosa girl-years. From this, 
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the number of cases presenting in the school for 
the first time per 1,000 girl-years has also been 
calculated; also the number of cases per 1,000 
girl-years (a measure of prevalence). These 
figure are broken down in relation to girls 
under 16 years of age and those aged 16 years 
and over. 

It can be seen that there is a considerable 
variation in the number of cases between the 
schools. A total of 27 cases was identified. 
The overall prevalence in the independent 
school sector (Table IT) was 4-6 per thousand, 
i.e. approximately one girl in every 200. Under 
the age of 16 this amounted to a prevalence of 
1:7 per thousand, whilst amongst the 4,000 or 
so girls aged 16 years and over the prevalence 
was 10:5 per thousand. 

Thus overall, amongst every hundred girls 
aged 16 and over in these independent schools 
the survey found there to be one with anorexia 
nervosa. In the two comprehensive schools 
surveyed over the one-year period there was 
only one case identified, and that one was 
within the 16 years and over age group. 

The experience of the study, however, em- 
phasized the number of girls who, while not 
suffering from severe and clear-cut primary 
anorexia nervosa, nevertheless went through 
times when their behaviour in some ways 
resembled the condition. For instance, an 18- 
year-old girl interviewed at one school had 
developed a fairly clear weight phobia, had 
sought to reduce her weight by dieting and by 
self-induced vomiting after meals she felt unable 
to avoid, and had lost nearly one stone in weight. 
However, the episode had not come to be 
associated with loss of menstruation and had 
passed off after about two months. 


"TABLE I 
Total number of cases and overall prevalence data (independent schools) 


15 years 16 years 
All ages and under and over 





Total number of girl-years surveyed 


Total number of cases (by age of presentation v within the school 


Total number of anorexia nervosa girl-years .. 
Number of presenting cases per 1,000 girl-years 


Number of anorexia nervosa years per 1,000 girl-years (prevalence) . 


12,391 8,274 4107 
27 II 16 
57 14 43 
2°2 1:8 3:9 
4:6 1:7 10:5 












































552 HOW COMMON IS ANOREXIA NERVOSA? A PREVALENCE STUDY 
ТАВІЕ II 
Details of prevalence by school (independent and comprehensive) 
Two 
Seven girls’ private/public/independent/grant-aided comprehensive 
schools schools 
Schools 
All 
I 2 3 4 5 6 7 girls Mixed 
I 2 
No. of school years surveyed 5 5 5 3 5 6 5 I I 
No. of girl-years surveyed 2,435 2,342 592 428 1,113 3,120 2,351 2,011 775 
АП Мо. оЃсавез І 6. 3 I 2 9 5 I о 
ages 
No. of anorexia nervosa 
girl-years 2 8 3 2 2 27 13 I o 
Anorexia nervosa girl-years 
per 1,000 girl-years o:8 34 5'I 4*7 1:8 8:7 5:5 0*5 о 
Aged No. ofgirl-years surveyed 1,892 1,472 460 376 703 1,890 1,481 1,681 550 
15 
years No. of anorexia nervosa 
and girl-years I 2 1 о 2 4 4 о о 
urn- 
der Anorexia nervosa girl-years 
per 1,000 girl-years 0:5 1'4 2-2 о 2°8 2:1 2:7 о о 
No. of girl-yearssurveyed — 543 870 142 52 410 1,230 870 330 225 
Aged 
16 Мо, of anorexia nervosa 
years girl-years I 6 2 2 о 23 9 1 о 
and 
over Anorexia nervosa girl-years 
per 1,000 girl-years 1:8 6:9 15:2 38:5 о 18:7 10:3 3:0 о 
Disaussion many senses—may have slipped through the 


Painstaking efforts have been made in this 
study to identify cases. Only those thereafter 
vetted either through personal interview and/or 
by detailed confirmation by a consultant 
psychiatrist or physician specializing in this 
condition have been finally included. The 
exceptionally low prevalence found in the 
comprehensive schools probably reflects these 
stringent requirements for inclusion of cases. 
In these schools in. particular, containing very 
large numbers of local day pupils, some subjects 
with the disorder—which is an elusive one in 


net despite the generally evident high quality 
of the teaching and supervisory staff. Indeed it 
is our experience in the clinic that approxi- 
mately 15 per cent of patients referred to it, 
and still at school at the time, are attending 
comprehensive schools. 

It is likely, therefore, that there does remain 
a major discrepancy in the number of cases 
arising and existing in the two types of school- 
girl population. In our view this reflects several 
influences. There is almost certainly a social 
class factor in the disorder among females; it 
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being more common amongst Social Classes I 
and П (Registrar General, 1960). This link із. 
less evident among males (Crisp and Toms, 
1972). Possible psychosocial reasons for this 
have been touched on elsewhere (Crisp, 1965; 
Crisp, 1970). Such a link contrasts with the 
association between obesity and a Social Class 
III, IV о: V background (Silverstone, 1968), 
especially in women albeit somewhat older than 
our present population. 

Adolescents from such middle-class back- 
grounds are likely to be over-represented in the 
independent school system. Moreover, subjects 
with anorexia nervosa and their families may 
be advised (mistakenly) that they should go 
away to boarding school as a form of treatment, 
irrespective to some extent of social class back- 
ground. The disorder is indeed by no means 
confined to middle-class families, as our out- 
patient experience shows, but the association is 
a strong one. 

There have been many recent opinions ex- 
pressed to the effect that the condition is getting 
more common. Certainly we have found it to be 
common, and this is in accord with the findings 
of Nylander’s Scandinavian study (1971) re- 
ferred to earlier. Our finding that it is more 
common among girls aged 16 years and over is 
in accord with published clinical data, e.g. a 
study of 86 patients among whom the mean 
age of onset of severe dieting behaviour was 
17°6+5:1 years and the mean age of cessation 
of menstruation was 18:35 :1 years (Crisp and 
Stonehill, 1971). Indeed, if this latter peak age 
of onset is paralleled in the general population 
we might well have found a greater prevalence 
still had we studied a slightly older age group. 
It is in fact our impression that the disorder is 
even more common amongst university under- 
graduates and. others of like age. Meanwhile, 
some of the teachers to whom we spoke have 
recognized the condition as being fairly common 
in their midst for several decades. However, our 
overall impressions, like that of others, is one 
of increasing incidence and prevalence of the 
disorder. 

It has been suggested elsewhere that this, and 
also the remarkable differential sex incidence 
in the disorder, are related to several factors: 
(а) our affluent and over-nourished society; 
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(b) the rapid biological growth through puberty 
which the latter promotes, especially amongst 
females, who thereby especially come to asso- 
ciate their mounting fatness with their adolescent 
self-consciousness and turmoil (Crisp, 1965; 
Crisp, 1970); (c) the associated propensity for 
almost universal attempts at dieting among 
female adolescents (Hueneman et al, 1966; 
Crisp, 1967) in which respect they are singularly 
different from the majority of adolescent males; 
(d) the particular psychological problems of an 
existential kind, for adolescents today, which are 
of a different order from those which have 
confronted previous generations in recent times. 
It is concluded that anorexia nervosa is a 
common and serious disease of our times. 
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Anorexia Nervosa After the Menopause 


By J. KELLETT, M. TRIMBLE and A. THORLEY 


Summary. A patient is described who developed the classical syndrome of 
anorexia nervosa at the age of 52. Her illness occurred in relation to the marriages 
of her daughters and showed an extreme preoccupatiun with her body shape and 
a determination to slim by diet, purging and vomiting, and the hiding of food to 
` the extent of rendering herself too weak to cope with the demands of her life. 

It is suggested that anorexia nervosa, though predominantly a disease of onset 
in adolescence, may present at any age and should be considered in the 
differential diagnosis of anorexia in patients over the age of 50. 


Anorexia nervosa is generally considered as 
an illness affecting young people. While debate 
still continues about its aetiology, it is charac- 
teristically reported in young females who have 
weight loss and amenorrhoea without signs of 
any somatic causal factor. Some authors make 
a diagnosis primarily on psychological grounds. 
Thus, Bruch (1965) refers to а ‘. . . relentless 
pursuit of thinness . . . and Crisp (1972) 
associates the disorder with *. . . a resistance to 
eating fattening foods, often arising from an 
established fear of fatness, but always linked 
with a progressively single-minded pursuit of 
thinness . . .’. Russell (1970) also identifies the 
condition by ‘. . . behaviour leading to a 
considerable weight loss . . . and a psycho- 
pathology characterized by a morbid fear of 
fatness’. Others, seeking less equivocal grounds 
for diagnosis, limit the conclusion to a certain 
clustering of clinical signs and symptoms. 
Feighner (1972) lays down five necessary 
conditions for the diagnosis, including onset 
before the age of 25. King (1963) separated a 
group with primary anorexia nervosa according 
to the criterion that ‘food refusal was in itself a 
source of pleasure indulged in for its own sake’. 
Clustering with this syndrome were many 
aspects of natural history, including an onset of 
anorexic illness within the first seven years after 
puberty. Others also limit the criteria to involve 
an age factor. For example, Dally (1969) limits 
his series to patients under the age of 35. 


Indeed, most published series suggest a mean 
age of onset for the disorder of about 17 years. 
However, the possibility of diagnosis of the 
condition in middle-aged, post-menopausal 
females need not be ruled out if psychopatho- 
logical rather than strict ‘operational’ criteria 
are used. While cases of anorexia nervosa have 
been recorded in the literature in females up to 
the age of 94, the criteria for diagnosis are not 
explicit, and they may represent secondary 
forms of the disorder as defined by King (1963). 
The following case report represents the first 
published description of unequivocal anorexia 
nervosa with onset after the menopause. 


Case REPORT 

The patient, a 54-year-old widow, was referred by 
her С.Р. to the Maudsley Hospital out-patients in 
November 1972 with a three-year history of in- 
creasing loss of weight totalling 17 kg., the avoidance 
of carbohydrate foods (sugar, bread and potatoes) 
and self-medication with slimming tablets and 
purgatives. She had been seen by her daughters to 
make herself vomit, and she constantly complained 
of getting too fat. 

She was treated with imipramine without response, 
and was admitted to Bethlem Hospital on 17 January 
1979. At that stage she had. been noted to be falling 
about at home and sitting so close to an electric fire 
that it was burning her clothes. She weighed 32.5 kg 
(ideal weight 48.5 kg), her height was 155 cm, and 
she was generally thin and weak. She had mild 
oedema of her ankles, severe myopia and bilateral 
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detached retinae, the latter having been present 
since childhood. Physical examination was in other res- 
pects normal. Serum gonadotrophins were reduced 
(F.S.H. 0.8 m.I.U./ml) (normal range 43-180); 
L.H. 0.4 m.LU./ml (normal range 17.5-45.0); 
and there was a loss of diurnal drop in cortisol secre- 
tion (plasma cortisol 9.00 a.m. 150 ng/ml, 130 
ng/ml at 11.00 p.m.). 

Her mental state hardly changed throughout her 
stay in hospital. She was constantly evasive in attitude, 
with a marked suspicion that doctors and relatives 
were only concerned to make her fat. Her conversa- 
tion was entirely taken up with the theme of losing 
her femininity through obesity and her dislike of 
carbohydrate foods. A counter-theme, to which she 
always returned, was the loss of her husband in 
1964. She experienced her body as being fat, and 
stubbornly disregarded any suggestions to the 
contrary. 

Soon after admission her physical condition im- 
proved, and the oedema disappeared. Other physical 
and laboratory investigations revealed no abnor- 
malities. A cautious diagnosis of anorexia nervosa 
was made, and she was encouraged to eat appro- 
priately and achieve a mutually agreed target weight 
of 47.5 kg. No one on the staff was able to get close 
to her as a person, and it was several weeks before it 
was discovered that she was secretly controlling her 
weight by throwing food out of the window of her 
room, taking proprietary purgatives (Senokot) and 
inducing vomiting with a finger. She gained weight 
with great reluctance only when closely supervised 
on a high calorie diet. When she spent weekends with 
her married daughters she would gorge herself with 
cakes and fattening foods, thus satisfying their concern 
and would then vomit and purge herself . before 
returning to the ward, invariably losing weight after 
a weekend with her elder daughter. She refused all 
forms of medication, and when her weight reached 
43.6 kg at the end of May, she suddenly discharged 
herself. 

For three montbs she attended out-patients but 
continued to lose weight, and when she reached 
38.1 kg she was readmitted. This time she agreed 
to take part in an operant behavioural programme 
which rewarded weight gain with social contact 
and weekends at home. She responded slowly to this, 
and eventually by January 1974 she had reached 
44.4 kg. She then failed to maintain any further 
increase in weight, ceased co-operating in the pro- 
gramme and was subsequently discharged. Since 
then she has continued gradually to lose weight in 
out-patients, There has been no emergence of a 
depressive illness, and no change in her fundamental 
attitudes and psychopathology. 
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Personal and family history 

The patient was born at home prematurely (at 33 
weeks, weight 1,880 grams) and was not expected to 
survive. She was breast and bottle fed and eventually 
became a fat baby, later developing into a normally 
proportioned child. She was an average pupil and 
left school at 14, doing unskilled factory work until 
she married. 

She was the eldest of five siblings. Her mother was 
a warm but nervous woman in whom it was difficult 
to confide. Her father, a bus driver, was a solid, 
dependable man who disappointed her by favouring 
her younger sister. She reacted to this by forming a 
warm and close relationship with her mother’s 
stepfather, a baker. There were no other notable 
rivalries with her younger brother and three younger 
sisters. All have married and have been free 
of psychiatric illness except the youngest sister who 
has remained single and in 1954 briefly received out- 
patient treatment at the Maudsley Hospital for 
personality difficulties. Her parents appear to have 
had a stable relationship, and there is no evidence of 
any abnormal attitudes to food or weight. 

Reference to sexual matters was strictly outlawed 
at home, and the patient reflects this in having felt a 
disgust of physical sexual relations throughout her 
life. This strict attitude did not prevent her from 
having boyfriends in her teenage years, but she 
remained totally unaware of the nature of sexual 
intercourse until ber marriage. Overt sexuality was 
always a threat to her and intercourse with her 
husband a revolting duty. She appears to have had a 
normal adolescence without any alteration in men- 
struation, fluctuation in weight or abnormal attitudes 
to food. Her menarche was at 15, and until her 
menopause at 48, apart from the exception referred 
to below, her periods were always present and 
regular. During the war she met and married her 
husband who, like her father, became a bus driver, 
and had a similar personality. In the post-war years 
the patient was to become very close to and de- 
pendent on both of them. Photographs taken when 
she was in her twenties show her to be have been 
a feminine and attractive young woman. Her weight 
was always steady at about 54 kg but on both 
occasions when she was pregnant with her two 
daughters (born 1946 and 1948), she displayed 
bulimia, and her weight rose in excess of 86 kg. In 


, between these episodes her attitude to food was 


completely normal, and by the time her younger 
daughter was three years old she had stabilized at 
57 kg. 

In 1953, after the death of her father she became 
depressed, hypochondriacal and lost weight. By 1958, 
however, when she briefly attended the Maudsley for 
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reactive depression, she showed no signs of morbid 
attitudes to food and had regained her weight. 

Following this, she entered into what she describes 
as the best years of her married life. As her daughters 
entered adolescence she became uncomfortably 
aware of the way in which they increasingly diverted 
' and absorbed her husband's sexual interest. In 1961, 
at the time of her younger daughter's menarche, she 
herself had three months’ amenorrhoea, but after- 
wards resumed regular menstruation. At about the 
same time she openly began to encourage her husband 
to put on weight and at meals to eat up everyone 
else’s leftovers, especially her own. He rapidly became 
overweight but her own weight remained steady and 
her attitude to her body image remained normal. 

In 1964 the patient’s husband died suddenly 
from а myocardial infarction whilst on a summer 
holiday, at a time when she felt particularly irritated 
by his attentions to her elder daughter. At the funeral, 
and for some time afterwards, she was unable to 
register the loss emotionally and went on to develop 
an abnormal grief reaction—for instance, at home 
she continued to put out four place settings at meals 
for many months. She began having regular dreams, 
which continue to the present day, in which her 
husband is in some way sexually involved with 
another woman. For the first time in her life her 
periods became irregular, and with a small weight 
gain she fancied she was pregnant and developed a 
pseudocyesis. A few months’ later she developed 
pains in the back ‘like a heart attack’ and a convic- 
tion that her prolapsed haemorrhoids were deve- 
loping into male genitalia, a distortion of her body 
image through which she identified with her lost 
husband. In the next two years she was to experience 
further personal losses, She had two operations for a 
detached retina which left her partially sighted, and 
in early 1966 her older daughter married and 
left home. In late 1966 the patient ceased 
menstruating. 

In November 1966 she was again referred to 
psychiatric out-patients by her general practitioner. 
She complained that her muscles were getting bigger 
and that she was frightened of becoming fat and 
losing her femininity. There was no evidence of 
significant weight loss, and her appetite was good 
though selective. The impression was that she had 
an agitated depression with somatic and hypo- 
zhondriacal symptoms. She responded to tricyclic 
antidepressants, but a year later her somatic sensations 
weie unchanged. In 1967 she weighed 48 kg, and 
throughout the treatment she remained preoccupied 
with the loss of her husband. Her weight remained 
steady and she was discharged back to her general 
practitioner in 1968. 
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Four years later, in 1972, her younger daughter 
left home, and for the first time in her life she was 
completely alone. Without appearing to be de- 
pressed she began to lose weight rapidly and con- 
tinued to deteriorate physically until her hospital 
admission in 1973. 


Discussion 


To establish the diagnosis of anorexia nervosa 
in this patient, we need to examine in the light 
of her history the psychopathological criteria 
which have been attached to the diagnosis. 

Bruch (1962) distinguishes three criteria, the 
first being a distortion of body image Slade 
and Russell (1973) were able to confirm such 
distortion of perception in anorexia nervosa, 
and regard it as possibly a fundamental part of 
the psychopathology of the disorder. The patient 
frequently complained of being fat, as when at 
36 kg. she complained of excessive fat around 
her shoulders, hips and abdomen, and would 
also complain of muscular arms which were in 
reality wasted and bony. Bruch’s second criterion 
was the distortion of diet to slim, with the 
addition of purging, vomiting, the hiding of food, 
etc. The patient showed all these features, and it 
was also clear that her refusal of food did not 
reflect a loss of appetite, but simply a desire to 
lose weight, a feature which Bruch considers 
essential in distinguishing true anorexia ner- 
vosa. Crisp (1967) has also emphasized that the 
central feature of this condition is a phobia of 
normal weight, and Crisp (1973) agreed that the 
patient showed many of the characteristics of 
classical anorexia nervosa when he interviewed 
her in October 1973. The third criterion is a 
sense of personal ineffectiveness, with the forma- 
tion of a dependent, but negativistic, relation- 
ship. Whilst the patient certainly showed herself 
to be dependent on her husband and daughters, 
at other times she would refuse help and 
insist that she was well, despite fainting on 
exertion. She was thus able, like so many 
patients with anorexia nervosa, to maintain her 
dependence while protesting the opposite. 
Symptom rating scales also suppport the diag- 
nosis of anorexia nervosa. She never scored 
above 11 on the Hamilton Scale (1960) for 
depression, and scored 22 on the anorexic 
behaviour scale (Slade, 1973) in which a score 
above 12 is considered diagnostic The physical 
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features of anorexia nervosa are largely the 
result of the weight loss. It is interesting to 
note that her gonadotrophin levels, which are 
normally increased in the post-menopausal 
period, were markedly reduced. 

Alternative diagnoses include a depressive or 
a schizophrenic illness with delusions related to 
food. Neither of these diagnoses seems likely in 
this patient. While she is described as having 
had an agitated depression in the past, she has 
constantly denied depression during the current 
illness, especially when her weight was at its 
lowest. She showed no diurnal variation of 
mood, and her avoidance of food was always 
motivated by fear of gaining weight rather than 
by loss of appetite. Indeed, before her ad- 
mission she was taking tablets to reduce her 
appetite. Furthermore, she failed to respond to 
treatment for depression. There was no evidence 
of schizophrenia or dementia. Since her first 
presentation in 1972 up to the time of writing 
in March 1975, she has remained underweight 
and her attitude to her weight has not changed. 
Such a prolonged course is unusual in de- 
pression, but is typical of anorexia nervosa of 
late onset (Theander, 1970). 

Whilst patients who develop anorexia nervosa 
at puberty may retain the trait and present ina 
similar condition later in life, few patients are 
described in whom the anorexia has b 
after the menopause. Ryle (1936) mentions 13 
out of his series of 51 who presented over the 
age of 30, including one at the age of 59. Не 
considered their outcome very similar to that of 
the younger age groups, but unfortunately gives 
little information to establish the diagnosis. 
Bernstein (1972) records a lady of 94 who 
stopped eating, but her prompt recovery with 
ECT throws doubt on the diagnosis: It is, of 
course, possible that the preconception of 
anorexia nervosa as a disease of adolescence 
has led to an under-reporting of subjects of a 
later age of onset, and if so the publication of 
this case may help to redress the balance. 


ANOREXIA NERVOSA AFTER THE MENOPAUSE 
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Anxiety and Depression After Infectious Mononucleosis 


By M. CADIE, F. J. NYE and PETER STOREY 


Summary. Thirty-six patients who had had infectious mononucleosis (IM) 
were followed up a year later and assessed by the Middlesex Hospital Question- 
naire and by interview or (in five cases) by postal questionnaire. The results 
support the view that IM leads to depression in a considerable number of cases, 
but in this series only women were so affected. 


There is a widespread clinical impression 
that infectious mononucleosis (IM) is often 
followed by prolonged states of anxiety and/or 
depression; and patients quite often attribute 
psychological malaise to the illness. However, 
little has been published on the subject. Green- 
field et al (1959) claimed that recovery from 
infectious mononucleosis is delayed in those 
with weaker ego strength, rather than the 
illness being a cause of depression in the direct 
sense. 

Peszke and Mason (1969) took an opposite 
view, having studied the psychiatric consulta- 
tion rate at a university mental hygiene clinic 
and found that those with heterophile antibody 
titres of 1/96 or more were rather more likely 
to seek psychiatric help than those with values 
below 1/96. Moreover, Cornel! Medical In- 
ventory scores obtained when they began at 
college showed that those who sought help 
after IM did not have such high scores (and 
therefore presumably such low ego strength) as 
other students attending the clinic. 

We decided to study the problem by a com- 
bination of personal follow-up and the Middle- 
sex Hospital Questionnaire (MHQ). 


MATERIAL 


Our 36 patients were taken from a series of 
147 patients who had been seen by one of us 
(F.J.N.) as part of a wider survey of the sero- 
epidemiology of the Epstein-Barr virus (Nye and 
Lambert, 1973). We wished to follow-up 
patients at a standard interval of one year, 
which gave a possible total of 43 patients. 


Five could not be contacted, a few refused. 
We ended with 36 who filled in the МНО, 
(some returned by post), 31 who were seen at 
home by M.C., and 5 who sent sufficient detail 
by post for us to rate them. In the original series 
of 147 there was no selection leading to over- 
representation of the psychiatrically unwell, and 
case-finding had been as complete as possible. 
The МНО is a brief self-rating inventory in- 
tended to cover the full clinical range of neurotic 
illness, and its use has been reported in numerous 
publications (see Crisp and Priest, 1971). It 
takes about 7 to 10 minutes to complete and a 
few minutes to score. It provides scores on six 
scales: anxiety, phobic, obsessional, somatic, 
depression, and hysteria. The last scale has 
never been properly validated, but the other 
five can be taken as reflecting the patient’s 
clinical state in symptomatic terms. 

A personal follow-up was conducted by M.C., 
who visited 31 patients at home. Two refused 
to be seen. In addition to the MHQ, a semi- 
structured interview technique was also used 
to inquire about the presence of psychiatric 
symptoms before and after the IM, and also 
about the patient’s state of mind and awareness 
of unusual stress in the three months before the 
onset of the illness. 

The results of the interviews and the postal 
replies were rated by М.С. for depression and 
for anxiety or phobic symptoms in the three 
months before and the twelve months after the 
first diagnosis of IM; and they were later rated 
independently by P.S. Four-point scales were 
used as follows: 
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Depression Phobic| Anxiety 
о Absent Absent 
I Mild Mild 
2 Moderate Moderate 
3 Severe Severe 


The ratings were made before the results of 
the MHQ were known. Where the two raters 
differed the lower rating was used; this pro- 
cedure minimizes psychiatric morbidity both 
before and after the IM. There was complete 
agreement in 31 out of 36 ratings. Attempts to 
rate for the presence of unusual emotional stress 
before the IM were abandoned, as no useful 
agreement could be reached. 


TABLE I 
Middlesex Hospital Questionnaire results after infectious 
mononucleosis and in controls. Mean scores (and standard 


























deviations) 
Men 
IM patients Controls 
= I (N = 82) 
t 

Mean Mean 
Anx. 3°5 (3'1) 3'1 (2:9) 0:47 
Pho. 3:8 (2:2) 2:7 (1:9) 0:95 
Obs. 6:4 (4:2) EAT 1:49 
Som. 3:6 (2:1) 3:3 (2:8) 0°34 
Dep. 2:2 (2:4) 2:2 (2:5) 0-00 
Hys. 4'9 (3:5) 4:8 (3:7) 0:10 

Women 
IM patients Controls 
(N == 20) (N = 26) 
t 
Mean Mean 

Арх. 6:3 (3:6) 3°5 (371) 2:73* 
Pho. 4 28 3:9 (1:9) 1:28 
Obs. 4'9 E 5:2 (2-3) 0:40 
Som. ae 2:3 (1:7) 2:79* 
Dep. 3'7 (2°9) 1+9 (1-6) 2:49* 
Hys. 5:9(3:2) 5:3 (471) 0:55 





Notes: The control samples were taken from the 
General Practice population aged 20 to 24; signifi- 
cance levels are based on a two-tailed test. 

*p < 0:02. 


ANXIETY AND DEPRESSION AFTER INFECTIOUS MONONUCLEOSIS 


RESULTS 

1. Middlesex Hospital Questionnaire 

Thirty-six patients completed the MHQ, 20 
women and 16 men. The mean age of the women 
was 24 years, of the men 23 (SD 7 and 5 respect- 
ively). As there were no exact controls available, ` 
they have been compared with subjects between 
20 to 24 years of age, studied in a rural general 
practice population by Professor Crisp and 
colleagues (not yet published); this population 
was unselected, except by age. Table I shows the 
scores for men and women separately. There are 
only trivial differences between the male patients 
and controls, but the female patients score 
significantly higher on anxiety, somatic symp- 
toms, and depression. 


2. Personal follow-up 

The results of the personal follow-up are 
summarized in Table II. It can be seen that of 
the 16 men two were regarded as somewhat 
depressed before the IM, but none was signi- 
ficantly anxious or phobic. In the year after the 























; Tase II 
Depression and phobic[anxiely before and after infectious 
mononucleosis 
Males (16) 
Pre-infectious Post-infectious 
mononucleosis mononucleosis 
De- Phobic/ De- Phobic/ 
pression anxiety pression anxiety 
Absent | 14 16 13 16 
Mild 2 — 2 — 
Moderate — — I — 
vere — — — — 
Females (20) 
Pre-infectious Post-infectious 
mononucleosis mononucleosis 
De- Phobic/ De- Phobic/ 
pression anxiety pression anxiety 
Absent 16 17 7 16 
Mild 4 2 II I 
Moderate — I 2 3 
Severe — — — — 





OC = 711; p < 01) 
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illness one of these men was distinctly more 
depressed, one was the same, and one more 
developed depression. 

The 20 women had a higher morbidity. 

„ Four were considered mildly depressed before- 
hand, but її were mildly and 2 moderately 
depressed afterwards. There was a worsening 
in the anxiety states of two women, and one 
new case developed. 

Although the numbers are small, taking 
depression in the women alone and considering 
it as absent or present only, there is a significant 
difference before and after IM. 


Disqussion 


This study, although small, does support the 
view that IM is significantly often followed by 
depression, although only in women; and it 
does so by a subjective interview and by an 
objective questionnaire. The sex difference has 
not apparently been raised before, nor appa- 
rently looked for, although the increased 
vulnerability of women to depressive states is 
-well known. 

It is generally accepted clinically that influ- 
enza may precipitate depression, particularly 
when the latter has a pronounced ‘endogenous’ 
pattern of symptoms; and most clinicians take 
account of other physical illnesses when assessing 
the background to a depressive illness. There 
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seems little point in speculating on the possible 
causal link between IM and depression in the 
absence of further information, but a prospective 
study would be possible in which patients 
were studied before and after the development 
of IM. This is because among the contacts of 
known. cases of IM some will develop evidence 
of Epstein-Barr virus infection, and, less com- 
monly, of overt IM (Nye and Lambert, 1973). 
In these circumstances, it would, for example, 
be feasible to study catecholamines before and 
after the illness. 
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Psychiatric Aspects of N arcolepsy 


By ALEC ROY 


Summary. Among twenty patients with narcolepsy intelligence was normal 
and no characteristic personality or psychopathology was found. A family 
history of psychiatric disorder was present in five and a past personal history in 
ten. Eight had a current psychiatric disorder and twelve either a current or past 
psychiatric disorder. Chronic sexual disorder was present in eleven. Arousal 
appeared to be the mechanism by which emotions precipitated symptoms. 
Ten patients were found to have had difficulties at work, in marriage or in 


social life. 


INTRODUCTION 

Gelineau’s syndrome is a tetrad—narcolepsy, 
cataplexy, sleep paralysis and hypnagogic and 
hypnopompic hallucinations. Pond (1952) found 
that ‘narcoleptics have a considerably higher 
intelligence level than normal’. Daniels (1934) 
considered that before the onset of narcolepsy 
patients had shown, ‘neurotic and psychopathic 
tendencies’ in their personality, and that the 
condition led to a change of personality charac- 
terized by ‘sensitivity’, ‘an ‘air of reserve and 
pravity’, and ‘irritability’. Pond (1952), on the 
basis of interview, Rorschach and TAT tests, 
reported a passive personality. Smith (1959) 
found that five of his seven patients had signi- 
ficantly high neuroticism scores on the MPI, 
while on the MMPI the only significant finding 
was high depression scores in five subjects. 
His Rorschach testing revealed no common 
personality profile. Sours’ (1963) impression 
was that the ‘personality configuration was 
predominantly passive-aggressive'. 

Among the до cases reported by Adie (1926), 
Wilson (1928) and Levin (1929), none had a 
personal history of psychiatric disorder. Daniels 
(1934) reported 147 cases and concluded that 
‘although patients become discouraged, real 
attacks of depression are exceptional’, Smith 
(1959) found no formal psychiatric disorder 
among his seven cases. Of Sours’ (1963) 75 
cases, he reported a diagnosis of depression in 
15, ОЁ schizophrenic ‘reaction’ in то, and 
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‘anxiety, schizoid and paranoid reactions’ in a 
further 25. Thus two thirds had a psychiatric 
diagnosis but, as Cooper, Kendell e al, (1972) 
have shown, different diagnostic habits in the 
United States may partly account for this. 

There have been many reports of schizo- 
phrenia-like psychosis associated with nar- 
colepsy (Dods Brown, 1908; Young and 
Scoville, 1938; Brock and Wiesel, 1941; Smith, 
1958). After Connell’s monograph (1958), many 
of these later reports may be reformulated as 
amphetamine psychoses secondary to the stim- 
ulant medication. Sours (1963) claimed that 10 
of his 75 patients ‘developed frank schizophrenic 
reactions which required prolonged hospitali- 
zation’ and that in only 3 could this be attrib- 
uted to stimulants. 

Daniels (1934) found impaired sexual function 
in 15 of his 97 men but in only one of his 
women patients. Of Sours’ (1963) 75 ‘primary’ 
narcoleptics 45 were men, and impotence 
occurred in-5 of them. Four of his 75 patients 
were homosexual. Pond (1952) reported all his 
seven male patients ‘suffered from ejaculatio 
praecox at some stage of their illness’. The one 
woman was frigid. He explained this is terms of 
unresolved Oedipal problems. There have been 
reports of cataplexy provoked by anger (Levin, 
1935, 1963; Barker, 1948; Smith, 1958) and 
by orgasm (Langworthy and Betz, 1944; 
Sleep paralysis precipitated by fearful dreams 
and nightmares has been reported (Daniels, 
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1934; Brock and Wiesel, 1941; Dement, 1966). 
The present study aimed to examine these psy- 
chiatric aspects. 


> METHOD 

` ‘Twenty patients with Gelineau's syndrome 
were seen. There were three diagnostic criteria: 
the presence of narcolepsy and cataplexy, and 
the absence of organic cerebral pathology. 
Eighteen of the twenty were drawn randomly 
from the neurological clinic of a general teaching 
hospital. Sixteen were seen as out-patients and 
two as in-patients. Two of the ten males were 
drawn from the out-patients of a psychiatric 
teaching hospital. The average age of onset was 
Ig years, and the average age of the patients 
when seen was 40 years. 

All the patents were given a psychiatric 

interview, an intelligence test and. a personality 

` questionnaire, and their neurological case notes 
were examined. 


RESULTS 
Intelligence 
Intelligence was measured by the Mill Hill 
Vocabulary Scale—Set A and Set B. The 
highest score was 126 and the lowest 77; the 
mean IQ was 96-4. 


Personality and psychopathology 

The Eysenck Personality Questionnaire was 
used. The results are presented in Table I. 
The scores in brackets are those for normals 
(Eysenck, S., 1974). 

Four women and eight men were taking 
prescribed stimulant drugs when seen. In 
Table II the scores for these patients are 
compared with those not taking stimulants. 
The results show that the neuroticism and 
extraversion scores of all these different groups 
are within the normal range. 


Family history of psychiatric disorder 

The definition of a psychiatric case used was 
that suggested by Shepherd (1973). A current 
psychiatric evaluation was made and where 
possible any psychiatric notes were examined. 
A family history was found in five cases. The 
diagnosis was depressive neurosis in two first- 
degree relatives and sexual deviation in the 
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TABLE I 
Eysenck Personality Questionnaire scores in narcoleptic 
patients (scores for normal population in brackets) 





Mean Mean 
neuroticism  extraversion 
score score 


Females (N = 10) .. 15:8 13:3 
(12°7+5°1) (13:047) 





Males (N — 10) б 10:7 12:7 
(9:7:Е5°1) (13-1+5-0) 





TABLE П 
Effect of stimulants оп personality scores 


Mean N score; Mean E score; 











patients patients 
On Noton On Noton 
stimu- stimu- stimu- stimu- 
lants lants lants lants 
Females P 
(N — 10) 145 158 13:3 19:8 
Males 
(N — 10) 10:8 10°5 13°4 10'0 





third. In the two third-degree relatives the 
diagnoses were unknown—one had committed 
suicide and the other was a long-stay mental 
hospital patient. 


Past personal history 

Ten patients had a past personal history of 
psychiatry abnormality. In four, this was a 
depressive neurosis, in one an anxiety neurosis, 
and in one an obsessive-compulsive neurosis. 
In two, the diagnosis was personality disorder, 
in one a marital problem, and in one a psychosis. 


Current psychiatric disorder 

Eight of the twenty were diagnosed as having 
a current disorder. In five, this was a personality 
disorder, in one a depressive neurosis, in 
another a schizophreniform psychoses with 
Schneiderian first-rank symptoms, and in the 
last a marital problem. Four of the ten with past 
personal disorder were found to have no current 
abnormality. Two of the eight with current 
disorder had no past personal history. Among 
the six with a past history, the diagnosis re- 
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mained the same in four; in two this was 
personality disorder, in one a marital problem, 
and in one, psychosis. Thus a diagnosis of 
psychiatric disorder—either past or current— 
was found in twelve of the twenty. Ten of the 
twenty—five with and five without any psy- 
chiatric disorder—had had difficulties at work, 
in marriage and in their social life. 


Sexual disorder 


Sexual disorder was only counted if it had 
persisted for at least one year. 'l'wo of the ten 
men gave a history of sexual dysfunction. One 
had a long-lasting history of premature ejacu- 
lation; the other had been impotent for the 
last ten years but during that time he had also 
had a post-traumatic syndrome. Nine of the 
ten women had been frigid for many years and 
the tenth had had two periods of frigidity 
lasting three years each. In all ten the frigidity 
was anorgasmia. 


Influence of emotions 

All twenty patients reported that laughter 
provoked cataplexy; five of the twenty recog- 
nized that anger provoked cataplexy, and two 
reported orgasmic cataplexy. Sleep paralysis 
occurred in thirteen; in four the preceding 
affect was fear associated with a dream, and 
another three described their affective state at 
the time as ‘frightened’. 


Discussion 


The group suffered from the condition for, 
on average, 21 years. Pond (1952) reported 
high intelligence in his narcoleptics seen at a 
teaching hospital. The patients here were seen 
in a similar setting, but the mean IQ was 
within the normal range, at 96-4. The Eysenck 
Personality Questionnaire mean scores fell 
within the normal range for both neuroticism 
and extraversion, and at interview no specific 
personality traits were noted. The personality 
findings of Smith (1959) and Pond (1952) were 
not found. No specific dynamic psychopathology 
or family constellation was found; rather, it 
seemed that each individual was unique in 
background, personality and psychopathology, 
and Sours’ (1963) observations about individual 
ways of coping and adapting seemed appro- 


priate. Eysenck (1964) suggested the action of 
amphetamines on the reticular formation as a 
possible means of treatment, by facilitating 
social conditioning and learning of some 
criminal psychopaths. However, there was no 
significant difference in either the neuroticism ` 
or extraversion scores between them and those 

not being treated with amphetamines. 

Among the five patients who had a family 
history of psychiatric disorder, two had no 
past or current psychiatric disorder, and in 
the remaining three cases there was no con- 
cordance of diagnosis between the patient and 
relative. Nine of Sours' (1963) 75 patients had 
a family history, but there was no concordance 
of diagnosis between any case with disorder 
and any relative with disorder. Davison and 
Bagley (1969) found 18 case reports of schizo- 
phrenia-like psychosis, and in only one was 
there a family history of schizophrenia. It 
seems unlikely that narcolepsy, which may be 
familial, should be associated with any psychia- 
tric disorder in which there is a marked genetic 
factor. Five of the eight patients found to have 
a current psychiatric disorder had a personality 
disorder. 

Gelineau's syndrome begins in early adult life, 
and the symptoms occur at inappropriate times, 
causing distress and difficulties at home, at 
work and in relationships. As with epilepsy, 
distorted self-image, social withdrawal, exclu- 
sion by peer groups, difficulties in maintaining 
employment and heterosexual contacts may 
lead to the development of a personality dis- 
order. Ten of the twenty patients had a past 
personal history of psychiatric disorder. In 
five, this had been an affective disorder and 
two of these had a current diagnosis of per- 
sonality disorder. The affective disorder may 
be seen as reaction to the subject's personality 
or life difficulties or it may be that disorder of 
the arousal system plays a part in the patho- 
genesis. The relationship to schizophrenia-like 
psychosis may have been overstated. The 
patient with such a psychosis, unrelated to 
stimulant medication, also had a familial 
tremor—and there have been reports of. 
schizophrenia-like psychosis related to this 
condition. Co-existing personality disorder, 
organic cerebral disorder or amphetamine 
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intoxication are often present in the reported 
cases with schizophrenia-like psychosis. 
The anorgasmia found in all ten women may 
be a chance finding. All ten were married, on 
, average for 18 years, and all had regular sexual 
intercourse. Some had had intercourse with 
other men before or during marriage, or after 
divorce, and had been anorgasmic with them 
also. Personality and selection factors relating 
to women who seck referral to a physician with 
a special interest in their condition might be 
relevant. Only five of the ten had a past or 
current history of psychiatric disorder. None 
of them had been taking any drugs, let alone 
the same drug, for the duration of their symp- 
toms, and none thought that drugs had played 
a part. There may be a yet unrecognized neuro- 
physiological explanation. Guilleminault (1975) 
has also noted sexual disorder among his 
patients and thinks that this may be due to 
disorder of the neurotransmitters in the brain 
stem. Aversive learning producing a phobia of 
orgasm may be the explanation; orgasm being 
avoided in order to prevent cataplexy (Roy, 
1975). One had cataplexy during her first 
sexual experience and had been anorgasmic 
ever since, and others gave similar histories of 
avoiding and fearing orgasm. Reports of anger 
precipitating cataplexy were confirmed. Seven 
gave a history, similar to previous reports, of 
sleep paralysis associated with fearful affects 
and dreams. All these emotional precipitants 
of cataplexy may have arousal as their common 
pathogenetic mechanism (Roy, 1975). 
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Efficacy and Side Effects of Nitrazepam and Thioridazine 
as Sleeping Aids in Psychogeriatric In-patients 


By M. LINNOILA and M. VIUKARI 


Summary. The efficacy and side effects of 10 mg of nitrazepam and 25 mg of 
thioridazine as sleeping aids were measured in 20 psychogeriatric in-patients 
during the 14th night and morning of drug administration. The trial used a 
double blind, cross-over design. The effect of nitrazepam was slightly faster than 
that of thioridazine. After thioridazine, but not after nitrazepam, the patients 
slept significantly longer than after placebo. Nitrazepam, but not thioridazine, 
significantly impaired patients’ abilities to move and to conduct everyday activ- 
ities. It is concluded that thioridazine is a suitable sleeping aid for psychogeriatric 
patients, but that nitrazepam should be avoided. 


INTRODUCTION 

Nitrazepam, a benzodiazepine derivative 
which is marketed as a sleeping aid, has in 
acute experiments been demonstrated to be 
as effective a sleep medication in a dose of 10 mg 
as 200 mg of amylobarbitone, both in healthy 
volunteers (Morgan, Scott and Joyce, 1970) and 
in elderly psychiatric patients (Haider, 1968). 
In another comparative experiment, 5 mg of 
nitrazepam proved as effective as 100 mg of 
phenobarbitone in inducing sleep (Andersen 
and Lingjaerde, 1969). There have been several 
studies of the drug’s side effects. A single 10 mg 
dose caused EEG changes and impairment of 
performance in young, healthy volunteers in the 
morning after its administration (Malpas, 
Rowan, Joyce and Scott, 1970). Skills related to 
driving were not impaired after 10 mg of 
nitrazepam ingested the night before by 20-year- 
old, healthy volunteers. Forty-year-old police- 
men, however, showed a tendency toward 
deterioration of skills after only 5 mg of the 
drug (Linnoila, 1973). In a two-week study a 
clear impairment of skills on the 14th morning 
became evident even in 20-year-old healthy 
volunteers after 10 mg of nitrazepam taken 
regularly before bedtime (Saario, Linnoila and 
Maki, 1975). 

The present study was conducted in order to 
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measure the efficacy and side effects of nitra- 
zepam and thioridazine as sleep-inducing agents 
in psychogeriatric patients. 


MATERIAL AND METHODS 

Subjects were 20 psychogeriatric patients (7 
males and 13 females) who for two weeks before 
the study had been in the hospital without sleep 
medication. Their mean age was 72-}-6 years. 
АП subjects were able to walk and take care of 
themselves in the hospital; patients who had a 
severe dementia were excluded. The subjects 
needed sleep medication as judged by the 
physician responsible for their treatment. Their 
main difficulty was falling asleep after the 
normal bedtime. All subjects gave informed 
consent for the study; they were told that the 
efficacy and side effects of common sleeping pills 
were to be tested on them. 

The drugs in identical gelatin capsules, were 
administered daily at 8.30 pm for 14 days. 
The total duration of the experiment was six 
weeks, and a cross over took place every two 
weeks. There were no washout periods during 
the study. The administration of the drugs was 
double-blind and the patients were allocated 
to their treatments according to a Latin square 
design. The dose of nitrazepam was 10 mg and 
that of thioridazine was 25 mg. Any psychiatric 
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symptoms needing daytime neuroleptic medica- 
tion during the experiment were treated by 
administration of haloperidol. The drug was 
provided in 1 mg tablets and the number of 
tablets necessary during different treatments was 
recorded. 

Drug effects on three different classes of 
variables were measured at 9.00 am on the 
14th day of each treatment by a psychiatric 
nurse specially trained for the experiment: 


I. Activities related to a patient's ability to care for 
himself were measured by four different scales 
which have been demonstrated. to be useful in 
the evaluation of this ability (Silver, 1972) and 
which were modified for Finland (Ferm, 1974): 


a. Ability to move 

b. Ability to conduct daily activities 
с. Faecal and urinary incontinence 

d. Memory (Isaacs and Walkey, 1964) 


2. Functions probably affected by the drugs adminis- 
tered. Strength of the patient's handgrip was 
measured by a blood-pressure manometer with 
a rubber balloon as its inflating device. The 
highest number the patient could reach and 
hold for five seconds by pumping the balloon 
was recorded in mm of mercury. Tapping 
speed (beats per minute) was measured with a 
device which allowed. the patient to tap with 
the palm of his preferred hand. Co-ordination 
was measured by recording the number of times 
a subject, with open eyes, successfully brought 
together the tips of his index fingers on a hori- 
zontal plane in front of himself. 


3. Efficacy of the drugs as sleeping aids. The 
rapidity of action of the sleep medication was 
measured by recording the number of patients 
who were asleep 30 minutes after its adminis- 
tration. The total amount of sleep was rated by 
a nurse who observed the patients every half 
hour during the 14th night of medication. 


Serum levels of thioridazine were measured 
fluorometrically (West, Rosenblum, Sprince, 
Gold, Boehme and Vogel, 1974) and those of 
nitrazepam by means of electron capture gas 
chromatography (Ehrsson and Tilly, 1973). 
The venous blood samples were drawn between 
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8.00 am and 9.00 am on the 14th morning, : 
immediately before the measurement of per- . 
formance. Statistical treatment of the data was 
conducted according to Wilcoxon’s t-test (Siegel, 
1956). The median ratings of performances 
during the active treatments were compared 
with the placebo. The levels of significance are 
indicated in the text. 


RESULTS 


Ability to move declined drastically in 8 
patients and slightly in 2 during the nitrazepam 
treatment (Fig 1). Thioridazine did not affect 
the ability to move. 

Ability to conduct daily activities was im- 
paired in g patients during the nitrazepam 
administration (p < -o1). Thioridazine slightly 
impaired the performance of 3 patients (n.s.). 

During the nitrazepam treatment, the nurses 
reported urinary incontinence in 5 subjects, 
and both urinary and faecal incontinence in 4 
other subjects. Because of this symptom, nitra- 
zepam treatment was discontinued in two of the 
patients after seven days. One patient showed 
urinary incontinence while on thioridazine. 

Impairment of memory was observed in 12 
patients while they were treated with nitra- 
zepam (p < -05). Two patients performed 


Ability to move 
mean t SD 





N T P 


Group 


Fie :1.— Patients! ability to move during different sleep 
medications. The higher the figure the better the ability 
to move, N = ro mg of nitrazepam, Т = 25 mg of 
thioridazine, P = placebo. 
*** — p> -00L 
** = p > '01 as compared with the placebo group. 
tt = £ > ог as compared with the thioridazine group. 
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better during nitrazepam administration 
than during the administration of placebo. 
Thioridazine slightly impaired the memory of 
8 patients and improved that of 4 as compared 
with placebo treatment (n.s.). 

The strength of handgrip deteriorated in 14 
patients during the nitrazepam treatment; 
strength was gained by 3 patients while on 
nitrazepam. During the thioridazine adminis- 
tration 8 patients lost and 4 gained manual 
strength as compared with placebo (Fig 2). 

Tapping speed was slowed in 15 patients 
during the nitrazepam administration (p < :01). 
Thioridazine caused slow tapping in 8 patients 
(n.s.). 

An impairment of co-ordination was evident 
in g patients during nitrazepam administration 
(p < 01), while thioridazine impaired the co- 
ordination of 5 patients (n.s.). 

The number of haloperidol tablets needed 
during the day did not differ significantly 
between the different treatment periods. The 
average dose was I:5-E2:7 mg. 

The sleep-inducing effect of both nitrazepam 
and thioridazine was significantly faster than 
that of placebo (p < -o1). Thirty minutes after 
the administration of the drugs 12 patients were 
asleep after nitrazepam, 10 after thioridazine, 
and 4 after placebo. The sleep was significantly 


Strength of handgrip 
mean + SD 
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Fia 2.— The strength of patients’ handgrip as measured 
by a blood pressure manometer. For symbols sec Fig 1. 
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longer after thioridazine (84-1 hour) than after 
placebo (6:51 hour, f. < -o1). Nitrazepam 
made the patients sleepy during the daytime as 
well, without affecting the length of their sleep 
during the night. 

More than 15-fold variation between patients 
was found in the serum concentrations of 
thioridazine (1234-157 ng/ml). The serum 
levels did not correlate with the weight or the 
age of the patient. The serum levels of nitra- 
zepam (49°3+28-0 ng/ml) in the morning 
varied from patient to patient more than five- 
fold, and again no correlation between the 
serum level of the drug and either the weight or 
the age of the patient was found. None of the 
performance impairments correlated with the 
respective serum levels of either drug or with 
the diagnostic categories of the patients. 


Discussion 

The results revealed that most of the patients 
obtained sufficient sleep even when administered 
placebo. Thus their problem was mainly the 
correct timing of the sleep period. This problem 
might not become evident to the same degree 
outside the institution because more individual 
schedules of activity could be followed. 

The method of measurement of the patients’ 
behavioural activities in the present study is 
routinely used in Koskela Geriatric Hospital to 
evaluate patients’ capability to get along outside 
the institution. Its reliability and validity have 


‚ been proved good (Ferm, 1974). Thus the 


impairment observed in the majority of subjects 
during nitrazepam administration renders ques- 
tionable the use of this drug as a sleep medication 
in psychogeriatric patients. 

The muscle-relaxing effect of nitrazepam 
became clearly evident in our study. This 
general characteristic of benzodiazepines 
(Randal, Schallek, Scheckel, Bagdon and 
Rieder, 1965) can be particularly deleterious in 
old persons, who often have lost some of their 
physical strength. 

In the present study, nitrazepam itself did 
not accumulate in the bodies of the old patients, 
except in two cases. Generally, the serum levels 
of the agent were below those observed after 
two weeks administration of the drug to young, 
healthy volunteers (Saario et al, 1975). Thus 
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older individuals may be more sensitive than 
younger persons to the deleterious effects of 


-- nitrazepam at any serum level of the drug. 


'This finding parallels Linnoila's earlier obser- 
vation (1973) which demonstrated that middle- 

.aged men were more sensitive than students to 
the central effects of nitrazepam. 

In the present patient population a low dose 
of thioridazine proved effective as a sleep- 
inducing agent. Generally, the phenothiazines 
in low doses are not very toxic compounds, and 
the risk of tardive dyskinesia is also negligible 
if they are used in small doses for night-time 
sedation only (Crane, 1972). After both nitra- 
zepam and thioridazine an enormous variability 
in the blood levels was achieved by the fixed 
dosages in different patients, but the deleterious 
effects could not be accounted for entirely by 
the different serum levels of the drugs. 

It is concluded that nitrazepam should 
probably be avoided in the treatment of 
psychogeriatric patients. A small dose of a 
sedative phenothiazine, like thioridazine, may 
be a more suitable sleeping aid for them. 
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Twenty Rejected Patients: A Four-Year Follow-Up 


By A. J. CHEADLE and R. MORGAN 


In 1970 we studied the phenomenon of 
rejection in two units of a psychiatric rehabilita- 
tion hospital (Morgan and Cheadle, 1972). 
The study concluded that 20 patients out of a 
sample of 110 were rejected to some degree by 
some members of staff. The method employed 
to determine this was to ask all members of 
staff to name the patients who they considered 
fitted into certain categories. Ten of these 
categories indicated desirable behaviour such 
as helpful, co-operative or appreciative; the 
other ten were of an undesirable nature such as 
lazy, untrustworthy or attention seeking. The 
questionnaire used was published as the Appen- 
dix to our previous paper. If a staff member 
placed a patient into more undesirable than 
desirable categories he was considered as reject- 
ing that patient. If more staff rejected a patient 
than accepted him, the patient was considered 
to be a reject. 

We did the previous study because the 
problem of managing difficult patients was 
topical (Stockwell, 1973) and because we had 
earlier noted the good effect of moving certain 
difficult patients to a less demanding environ- 
ment. This is no new discovery, but the present 
study aims to investigate and quantify it by 
following the careers of the 20 identified rejects 
over the subsequent four years. 

To see whether the rejected patients fared 
any worse than the others we compared their 
performance over four years with that of a 
control group of others, matched for Unit, sex, 
age and prognosis (Morgan and Cheadle, 
1974). There was no significant difference 
between the two groups in terms of routinely 
recorded ratings of behaviour (Wing, 1961; 
Cheadle, 1975) or work performance (Cheadle 
and Morgan, 1972) or in terms of the number 
of days outside hospital recorded by those 
patients who achieved discharge. In 1974 
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75 per cent of the rejects were still in hospital 
compared with 45 per cent of the controls, but 
the numbers were too small for this consider- 
able difference to be significant statistically 
(x? = 2:60, NS). There was therefore no 
definite evidence that being the object of 
negative feelings from the staff at an inter- 
mediate state in a rehabilitation course had 
an unfavourable effect on the eventual out- 
come. 

We were particularly interested to test the 
hypothesis that rejection can be alleviated by 
transfer to a less demanding environment. 
This was difficult because we started with small 
numbers and time attenuated these. Of the 10 
patients who had been rejected in the Admission 
Unit in 1970, 5 had been transferred to the 
less demanding environment of the Regressed 
Unit by 1974. When the questionnaire (Morgan 
and Cheadle, 1972, Appendix) was readmini- 
stered in 1974 to the staff of the Regressed 
Unit these 5 patients all escaped rejection. 
By contrast, of the 10 patients rejected in the 
Regressed Unit in 1970, 9 were again rejected 
there in 1974 and only one had by then escaped 
rejection. This difference is statistically signi- 
ficant (р == o-or, Fisher’s exact method). It 
appears, therefore, that rejection can be 
alleviated by moving a patient to a less de- 
manding environment. 

The Regressed Unit's rejects in 1974 num- 
bered 11 out of 80 patients (14 per cent) (com- 
pared with 10 out of 56 patients (18 per cent) 
in 1970). These proportions are very similar, 
and they may indicate that rejection can always 
be found provided one asks the right questions 
to elicit it. Otherwise it is difficult for nurses 
and other professional workers to acknowledge 
their own feelings which may be a ‘guilt-ridden 
process’, as Shoenberg (1972, p. 82) most 
sympathetically points out. 
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The Efficacy of Alcoholics Anonymous: 
The Elusiveness of Hard Data 


By PAUL E. BEBBINGTON 


Summary. The paper is concerned with methodological problems relating to 
the scientific study of the effectiveness of Alcoholics Anonymous (AA). Studies of 
the effectiveness of AA fall into two categories—longitudinal and cross-sectional, 
and may be criticized on the basis of over-simple criteria of success. 

The particular problems of the requirement for control groups in studies of 
effectiveness are pointed out. The problems arising out of the whole process of 
affiliation and disaffiliation and their implications for scientific study are 
discussed. The requirement for sound statistical analysis is stressed, and 
inadequacies in the techniques of follow-up are indicated. 

The studies which have some bearing on AA as a treatment facility are 
reviewed. These include multivariate studies involving AA attendance as one 
factor, studies in which AA was the main variable in a hospital programme, 
and longitudinal studies of AA from within the organization. Particular 
difficulties in using cross-sectional surveys for the purpose of estimating 
efficacy are pointed out. 

The conclusion reached is that because of the methodological difficulties the 
totality of these studies does not add significantly to the knowledge concerning 
AA which we possess from clinical experience. Moreover, without a change in 
the unusual characteristics of AA when considered as a treatment facility it 


seems unlikely to be possible to assess its effectiveness in a scientific manner. 


INTRODUCTION 
The society of Alcoholics Anonymous (AA) 
has generated an enormous amount of literature 
in the medical press, most of it commendatory. 
A wide review of the progress of attitudes 
towards AA is contained in Leach (1973). The 
medical world seems to have been ready to 
accept the claims of AA itself from an early 
date, and in many quarters this has led to an ill- 
considered hyperbole. There have, however, 
been very few studies published that have made 
any attempt to calculate the effectiveness of the 
organization. It is perhaps its special combina- 
tion of reticence and effective publicity that has 
led to this position. In this paper it is the 
author’s intention to review the strength of such 
claims as have been backed by at least an 

attempt at scientific verification. 
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The basic AA book Alcoholics Anonymous (1941) 
claimed ‘at least two out of three alcoholics 
who wished to get well could apparently do so’. 
In 1950, Bill W., co-founder of the society, 
stated that ‘of those alcoholics who wish to get 
well and are emotionally capable of trying our 
methods, 50 per cent recover immediately, 
25 per cent after a few backslides’ but that ‘only 
25 per cent become AA members at first 
contact’. Nevertheless, two out of three of 
those going away ‘return to make good’. It 
would appear that a lower claim is made in 
the early Australian report of Minoguel (1948), 
namely that only ‘10 per cent of alcoholics 
give up alcohol with first contact with AA’, 

Tiebout (1944) and others were ready to 
take up these claims without very much criti- 
cism: this is perhaps an understandable reaction 
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in physicians hard pressed by a refractory 
condition when confronted with a claim for 
therapeusis by a self-help organization. AA in 
addition had a ready explanation for their 
failures—they are those ‘who are constitutionally 
incapable of being honest with themselves’. 
Uncritical medical attitudes to AA continue to 
the extent that authors like Trice and Roman 
(1970) can analyse the process of ‘full-fledged 
affiliation with AA as the criterion of “success”, 
and a recent medical publication directed at 
alcoholics can say ‘Alcoholics Anonymous is the 
most important treatment resource available to 
you’ (Drew et al, 1974). 


METHODOLOGICAL PROBLEMS IN THE 
ASSESSMENT OF AN AA PROGRAMME 

There are a number of ways in which the 
influence of AA has been studied, and these 
yield data of varying value. 

(1) Longitudinal studies. These have been 
conducted from within AA, and also by physi- 
cians from without. They may aim to study the 
effect of the AA programme on its own or this 
may merely be one factor among many under 
scrutiny. 

(2) Cross-sectional studies. In these the per- 
formance of AA members has been assessed by 
questionnaires sent to members at a point in 
time. 

In looking at the usefulness of these studies it 
is apposite to take as a point of departure the 
criteria set up by Lundwall and Baekeland 
(1971) in their stringent review of the literature 
on Antabuse programmes. In so doing we may 
see the peculiar problems besetting any attempt 
at an evaluation of AA as treatment. These 
authors list seven necessary conditions to be met 
by a valid study. 

The first condition is that there should be 
comprehensive and explicit objective criteria 
for rating improvement. To date, virtually all 
studies involving AA use simple abstinence as 
a criterion of success. However, Pattison et al 
(1968) found little difference in functioning 
between alcoholics who had become abstinent 
and those who had returned to normal drinking. 
Moreover, Gerard, Saenger and Wile (1962) 
claimed to have found that of 55 abstinent alco- 
holics 27 were ‘overtly disturbed’ and 12 were 
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possible that their threshold for perceiving 
disturbance was fairly low. Nevertheless, it is 
to be argued that outcome criteria should be 
as widely based as possible, and this has cer- 
tainly not been true of the vast majority of 
studies relating to AA. In addition, quite often 
one finds in studies where global ratings of 
improvement have been used that the criteria 
on which these are based remain private (e.g. 
Mayer and Myerson, 1971). There are, of 
course, particular difficulties in applying such 
criteria for anyone wishing to assess the efficacy 
of a voluntary, unstructured self-help organiza- 
tion like AA; but, until they have been over- 
come the assessment itself must be open to doubt. 

The next four criteria relate to control groups, 
namely: ; 

(2) The patient and control groups should be 
matched on variables known to affect outcome. 

(3) Random assignment to treatment and 
control groups. 

(4) Single blind rating technique such that 
the assessor is ignorant of the actual treatment 
given. 

(5) The treatment and control groups should 
come from similar populations, by which is 
meant that they are matched on demographic 
variables likely to affect outcome. 

It is here that a particular difficulty arises 
because of the nature of AA and the types 
of study which are possible with AA. It is 
apparent that any study mounted from within 
AA itself must do without controls. Such a 
study would run into two further difficulties, 
one practical and one methodological. The 
practical difficulty derives from the anonymous 
nature of the society, where members are not 
known at all by their surnames. That there are 
good reasons for this has been reiterated by 
Leach (1973), who goes on to say 'the nature 
of AA itself may well demand unprecedented 
standards of measurement not appropriate to 
other treatment programmes’ but makes no 
suggestions of what these might be. In the 
context of such anonymity the only members 
who can be followed up are those who are still 
attending, and inferences from the figures 
thus arrived at must at best be weak. In addition, 
even this difficulty is compounded by the 
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practice of not keeping membership lists. There 
are no master lists of AA members’ names and 
addresses and no case histories. Figures, but not 
names, are forwarded to the New York offices 
every year by AA group secretaries, Without 
change in these practices it is impossible to 
mount a longitudinal study of AA from within. 

The methodological difficulty derives from 
the self-selection which establishes one as a 
member of AA. Self-selection must imply at 
least self-recognition of a drinking problem 
and an intention of some degree to remedy it, 
together with some positive initial attitude 
towards АА. Hence it becomes difficult to 
know if what is being measured is the thera- 
peutic efficacy of AA or merely the motivation 
of the members. In this context it is of interest 
that at least three studies (Ritson, 1968; 
Haberman, 1966; Bateman and Peterson, 1971) 
have found that prior (and by implication, 
failed) attendance at AA has been a predictor 
of success for subsequent programmes. Further- 
more, Hoff and McKeown (1953) in evaluating 
a disulfiram regime, showed a worse prognosis 
in those who refused treatment than in those 
who for various reasons were denied it. This 
problem is exaggerated when, as in ВШ C.’s 
(1965) study, membership is arbitrarily defined 
as attendance at ro meetings; this would tend 
to select for still higher motivation. The argu- 
ment for this is that treatment should be given 
a fair trial for its efficacy to be fairly reflected; 
the counter-argument being that treatment 
acceptability should be an integral part of the 
assessment of efficacy. It should be mentioned 
here that the McCances (1969) found that only 
20 per cent of their cohort were still attending 
AA six months after discharge, and Tomsovic 
(1970) found even lower levels. 

The fact of self-selection rules out the possi- 
bility of using what meagre evidence we have 
of the natural history of untreated alcoholics as 
a yardstick, however inadequate (Lemere, 
1953). 

The effectiveness of АА may also be studied 
from without: the problems arising from the 
nature of AA of registering, assessment and 
follow-up may be obviated if the study is in the 
hands of a liaising medical team, anonymity 
secured in confidentiality. This, of course, 
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changes the nature of the population under 
study, as it becomes one whose contact with 
AA postdates contact with a referring physician. 
However, study from without does not help 
much over the vexed question of control groups. 
Physician’s referral to AA is of course an 
informal process; any attempt at formalizing 
referral to such a self-help organization would 
be an infringement of the patient’s liberty of 
action. Hence random allocation would be a 
virtual impossibility. If one were to accept 
the defect of non-random allocation, a no- 
treatment control, as Kendell and Staton (1966) 
emphasize, would remain an ethical impossi- 
bility. Hence the best that can be done is to 
compare groups which receive routine treat- 
ment, differing only on the variable under 
investigation. This may be of considerable 
value where the treatment under study is a 
simple variable like, say, drug administration, 
but is of less worth where the additional 
variable is a complex treatment package as in 
AA attendance. This involves such factors as 
the conversion element proposed by Tiebout 
(1944), social contact and support for absti- 
nence, and rehearsal of the aversive conse- 
quences of uncontrolled drinking. Since some 
of these are likely to be provided by whatever 
basic care is given in addition to the inde- 
pendent variable, differences between the 
groups are likely to become blurred in an 
unpredictable way. Hence Mayer and Myerson 
(1971), in a statistically analysed retrospective 
study of an out-patient regime for alcoholism, 
found that additional attendance at AA was not 
related to reduction in drinking. 

Self-selection is likely to have an additional 
effect on demographic factors which in turn 
influence outcome measures. While self-selection 
is responsible for the initial AA attendance, 
continued attendance is probably the result of a 
reciprocal process between members, of the 
mechanisms of which we have little knowledge. 
They are likely to exaggerate differences be- 
tween attenders and non-attenders. Moreover, 
the powerful sanctions against continued drink- 
ing which operate to make some sober must also 
operate to stop the attendance of others, a 
process which will improve the apparent out- 
come of the AA group. 
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In studies in which AA attendance has been 
analysed as the single variable, there is evidence 
that other factors have not been controlled 
(McMahon, 1942; Smith, 1941). 

One apparent way round the difficulty of 
controlling random variables is the use of multi- 
variate studies. There are a number of studies 
of outcome of treatment in alcoholism in 
which attendance at AA has been a factor 
under investigation; usually these studies involve 
a global approach to treatment, including an 
initial period in hospital, and outcome is 
correlated with psychological, demographic and 
treatment variables. Such studies are relatively 
easy to mount. They would, however, only 
permit of a resolution of the difficulty of the 
effect of the motivational variable on both AA 
attendance and outcome, mentioned above, if 
the former were operationally defined as a 
separate factor; this seems never to have been 
done, although Robson, Paulus and Clark 
(1965) did attempt a simple rating of attitude 
to treatment. Moreover, correlations between 
success and AA attendance are provided in these 
studies, but statistical allowance is not made for 
correlations between AA attendance and other 
variables which consistently reflect good prog- 
nosis (e.g. age, intact family situation and good 
occupational adjustment—e.g. Bateman and 
Peterson, 1971; McCance and McCance, 1969; 
Ritson, 1968). Such intercorrelations are known 
to exist (Edwards, 1967), and with multivariate 
statistical analysis the problem of controlling 
variables could be by-passed. Unfortunately, 
the problem posed by those lapsing membership 
because of continued drinking—what might be 
called the disaffiliation bias—would remain. 

We have been led to the sixth of Lundwall 
and Baekeland’s (1971) requirements: that of 
adequate statistical analysis. In some studies 
results are merely quoted as numbers or 
percentages, from which inferences are drawn 
without reference to the concept of the null 
hypothesis (e.g. Timmens, 1965; Beabrun, 
1968; Marchandise, 1961). In some multi- 
variate studies the assessment of large numbers 
of variables leads to a high probability of false 
rejection of the null hypothesis if less than a 
high level of significance is acceptable; never- 
theless, levels of р < 0-05 are commonly 
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accepted, as in Bateman and Peterson’s (1971) 
study in which they tested 28 variables. The 
extreme of multivariate practice in this field 
appears to be the work of Trice and Roman 
(1968) who investigated 81 predictors. 

The seventh and final requirement of Lund- 
wall and Baekeland is that follow-up should be 
adequate. This requires that it should allow for 
a sufficient lapse of time for conclusions to be 
justified. There are doubts about what this time 
lapse should be. Davies et al (1956), Kessel 
(1958), Gerard and Saenger (1959), and Ritson 
(1968) suggest that follow-up at six months is an 
adequate predictor of subsequent performance. 
McCance and McCance (1969) opine that 
changes in status occur significantly after that 
period, and Fitzgerald et al (1971) claim 
that even one-year follow-up is insufficiently 
predictive. However, the main conclusion from 
these studies is that a follow-up period of less 
than six months is not adequate. This is of 
relevance to the older studies, some of which 
quoted follow-up periods of as little as one 
month (Smith, 1941; McMahon, 1949), 
although the Smith results were quoted with- 
out comment by Leach (1973). 

Two other aspects which require discussion 
are the method of follow-up and the penetra- 
tion. Some studies give no details at all of the 
nature of follow-up (Glatt, 1958; Smith, 1941; 
Bill C., 1965; McMahon, 1942). Many studies 
involve questionnaire follow-up (Rohan, 1970; 
Kish and Hermann, 1971; Bohince and 
Orensteen, 1950; Tomsovic, 1970). 

There is no practicable way of checking the 
reliability and validity of questionnaires in AA 
studies—if one is to accept the data of studies 
based on them one must rely on indirect 
evidence of such work as that of Guze et al 
(1963), who showed that self-report by alco- 
holics about their drinking was more accurate 
than that of their own families. This point 
about reliability and validity applies also to 
interview follow-up, but the method of follow-up 
which is most widely based must be the most 
acceptable, as, for instance, in the work of the 
Sobells (1973). Interview follow-up has been 
used by Oakley and Holden (1971), Pattison 
et al (1968), Robson, Paulus and Clark (1965) 
and the McCances (1969), of those studies which 
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have some relevance to the question of efficacy 
of AA. 

Penetration of follow-up is an aspect which 
has a direct bearing on the inference which can 
be drawn from results. Most questionnaire 
studies show around 50 per cent successfully 
followed-up, e.g. Bohince and Orensteen, 1950 
(40 per cent); Rohan, 1970 (61 per cent); 
Tomsovic, 1970 (60 per cent). Interview follow- 
up can show a higher rate depending on the 
determination and obstinacy of those conduct- 
ing the inquiry, e.g. Pattison et al, 1968 (69 per 
cent); Robson, Paulus and Clark, 1965 (78 
per cent); McCance and McCance, 1969 (97 
per cent). The difficulty of drawing conclusions 
from studies of low penetration has led to 
contorted reasoning from some authors; Efron 
(1953), in reviewing the study of Bohince and 
Orensteen (1950) for the Quarterly Fournal of 
Studies on Alcohol, for which penetration was 
less than 40 per cent, says ‘if the total number of 
582 members is taken as a basis a success rate of 
26 per cent would result. This would represent 
the success rate of the Minneapolis AA from an 
unselected, unscreened sample including tran- 
sients, curiosity seekers, non-alcoholic deviants 
and people totally unsuited for AA’. Bill С. 
(1965) made the assumption that 10 per cent of 
his follow-up failures had remained sober for a 
year and their success could be attributed to AA. 


MULTIVARIATE STUDIES INVOLVING AA 
ATTENDANCE AS ONE FACTOR 

These include the studies of Rohan (1970), 
Tomsovic (1970), Rossi (1970), Kish and 
Hermann (1971), Oakley and Holden (1971), 
McCance and McCance (1969), Pattison ef al 
(1968) and Robson, Paulus and Clark (1965). 
The primary purpose of these studies, apart 
from that of Pattison et al (1968), is the assess- 
ment of rehabilitation programmes, AA attend- 
ance being one variable measured. All are 
subject to the difficulties of interpretation which 
arise because of the effect of differential motiva- 
tion and the results of disaffiliation. 

Rohan (1970) followed-up by questionnaire 
for a mean of one year a cohort who had passed 
through a Veterans Administration (VA) alco- 
holic rehabilitation programme in Massachu- 
setts. He obtained a 61 per cent reply rate and 
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showed a statistically significant relationship 
between abstinence at follow-up and AA 
attendance. Tomsovic (1970) undertook a 
questionnaire assessment of a VA programme 
in Wyoming. This was successfully carried out 
in 60 per cent of patients at 12 months. Marital 
status and AA attendance were both significant 
predictors of success. Rossi (1970) and Kish and 
Hermann (1971) both found that AA attendance 
was prognostic of successful outcome, together 
with employment and marital stability. Rossi’s 
study involved interview follow-up g to 12 
months after a holistic programme of in-patient 
treatment; 73 of 100 patients were successfully 
interviewed. Kish and Hermann (1971) con- 
ducted a questionnaire assessment of a VA 
programme in South Dakota for up to a year. 
Oakley and Holden (1971) interviewed 175 of 
300 alcoholics split between two programmes, 
but were unable to show a difference in AA 
attendance between the good outcome group 
and the total group. Again there was a tendency 
towards good marital and occupational status 
being predictive. The McCances (1969), in a 
follow-up study of six weeks in-patient treatment 
regime in Aberdeen hospitals, compared AA 
attenders and non-attenders and found that the 
former group did no better. The total penetra- 
tion of follow-up, mainly by interview, was 97 
per cent and the demographic characteristics of 
the populations under study were manifest. 
Pattison ef al (1968) did not find any correlation 
of outcome with AA attendance in their study, 
a finding, however, which might be related to 
the fact that the cohort they followed up were 
selected because they were likely to be an 
improved group. 

The energetic study of Robson, Paulus and 
Clark (1965) was a follow-up of a hospital 
programme with explicit and widely based 
criteria of outcome. There was an attempt to 
form a control group by using those who 
decided not to carry on with treatment. Not 
surprisingly, this group differed from the treat- 
ment group in motivation (as assessed by a 
simple measure of attitude to treatment) and 
also on AA contact. Successful follow-up was 
carried out in 155 of 200 and demonstrated a 
20 per cent difference in prognosis between the 
groups. The authors went on to analyse the 
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relationship of AA attendance to improvement 
in each group. They stated: ‘First, it is evident 
that more frequent attendance at AA meetings 
is associated with greater chance of improve- 
ment; those who had attended more than ten 

' meetings have a rate of improvement 14 per cent 
higher (71 per cent versus 57 per cent) in the 
experimental group and 33 percentage points 
higher (7o per cent versus 37 per cent) in the 
control group. Second, the rates of rehabilita- 
tion in those having a fairly long association 
with AA are almost identical between the 
experimental and control groups (71 per cent 
and 70 per cent respectively). Thus, for those 
who received “treatment” from AA, the addi- 
tional treatment received from the Foundation 
does not appear to increase the chances of 
becoming rehabilitated.’ The study is, of course, 
subject to the biases deriving from the process 
of affiliation and disaffiliation and the differen- 
tial effect of motivation, especially as the figures 
quoted relate to AA membership defined by 
ten attendances. 


STUDIES IN WHICH AA WAS THE MAIN 
VARIABLE IN A HOSPITAL PROGRAMME 

There are two early studies to which reference 
has already been made and which involved 
close liaison of hospital with AA, namely those 
of Smith (1941) and McMahon (1942). The 
Smith study is reported in Leach (1973). 

Smith introduced an AA programme to 
alcoholic in-patients; these were selected in an 
unspecifed way and there are no details of 
concurrent treatment. Stay in hospital was for 
many months. He reported follow-up of тїї 
alcoholics but did not give details of follow-up 
method. He implied roo per cent penetration, 
which seems unlikely. He claimed 50-5 per cent 
to be adjusted in the community. His follow-up 
period was as little as one month in some cases, 
but fortunately he gave details of the cases from 
which figures can be calculated on the basis of 
a six months follow-up; the figure then becomes 
40 per cent. 

McMahon (1942) reported on 120 patients 
involved in an AA-based hospital programme. 
Again he gives no details of follow-up method 
and he includes patients discharged for less 
than six months. If due calculation is made for 
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this, then of the 18 who attended AA after 
follow-up 10 had made a good adjustment, 
while of 19 who did not contact AA 4 made a 
good adjustment. This is a significant difference 
at the 5 per cent level. 


LONGITUDINAL STUDIES or AA FROM WITHIN 


To date there have been two of these. The 
earliest is the report of Bohince and Orensteen 
(1950), which was an M.A. thesis presented to 
the University of Minneapolis. It was not 
published, but was abstracted for the Quarterly 
Journal of Studies on Alcohol by Efron (1953). 
A local register system in Minneapolis per- 
mitted questionnaire follow-up of AA members. 
Unfortunately, penetration was only 40 per cent, 
so conclusions can only be tentative. There was 
an attempt to correlate abstinence with occupa- 
tional performance. The success rate was 26 per 
cent of the total and 65 per cent of the respon- 
dents. Age and marital status, but not prior 
occupational status, correlated with success, as 
did sponsorship activity but not commitment 
to the ‘religious’ aspects of AA. 

Bill C. (1965) was able to take advantage of 
the ‘fairly good records’ of a suburban AA group 
in a South-Western city to list those who had 
attended more than ten times. Of 393 members, 
31 per cent had stayed sober for at least a year 
and were still sober, and 12 per cent had stayed 
sober for at least a year but had slipped. To this 
figure of 43 per cent, which Bill C. regarded as 
successful, he added то per cent of the 38 per 
cent whose whereabouts were unknown—a 
modest but hardly justifiable manipulation. 


CROSS-SECTIONAL STUDIES 

These require special mention, as their use 
leads to particular errors. Leach (1973), in his 
review, leans heavily upon them to substantiate 
his conclusion *. . . yes, Alcoholics Anonymous 
really does work’. Leach himself lists many of 
the flaws in the three studies and admits that 
he is using them for purposes for which they 
were not designed; however, in coming to such 
a definite conclusion he is obliged to discount 
these flaws somewhat. Those he lists include 
the concurrent use of alternative treatment 
facilities, the problem of self-selection, covert 
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of reliability and validity of questionnaires. 
The studies in question are well reported in 
Leach (1973) and require only brief recapitula- 
tion here. They include Bailey and Leach 


(1965), Edwards et al (1967) and the Alcoholics , 


Anonymous Survey (1970). The last-named is 
represented in considerable detail in Leach 
(1973). Bailey and Leach (1965) obtained 
questionnaire responses from 1,058 persons in 
73 AA groups in New York City. The question- 
naires were delivered to the group and collected 
by volunteers, usually AA. members, and the 
average number of respondents per group was 
11:4. Of the respondents 37:1 per cent had 
been abstinent for less than one year. Edwards 
et al (1967) enlisted the help of the secretaries 
of 40 AA groups in London to distribute and 
collect questionnaires at mectings held in a 
given week in 1964, and reported on 306 
respondents, of whom 42 per cent had been 
sober less than six months and 52 per cent less 
than one year. The average number of respon- 
dents per group was 7:7. The AA Survey was 
of 11,355 respondents, who represented members 
of randomly selected AA groups from all over 
the U.S. and Canada and who had been given 
their questionnaires by General Service Con- 
ference delegates during one meeting in a given 
month. The average number of respondents per 
group was 23:6, and 38-1 per cent of respon- 
dents had been sober for less than one year. 

The three surveys are of adequately-sized 
populations, and in the AA survey the very 
large numbers were a sample derived from the 
whole of the U.S. and Canada. 'T'here remains 
a question arising from studies located at a 
point in time concerning how representative 
they are of other time points. 

Penetration is, of course, not quantifiable 
when the total population is unknown. Edwards 
et al (1967) acknowledge this, but are sanguine 
about their level of penetration as a basis for 
drawing conclusions. However, it is possible 
that the lower average number of respondents 
in the New York and London studies reflect low 
penetration rather than the existence of smaller 
groups in these localities compared with the 
American average. 

The major difficulty with cross-sectional 
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studies is that they suffer particularly from the 
problems of selection. The success rate is likely 
to be enhanced by the motivation implied in 
self-selection, the possible selection for demo- 
graphic features of good prognostic significance 
resulting from the mutual interaction of member ` 
and group, and the likelihood of disaffiliation 
of the drinking member; but, apart from this, 
the information we require relates to the 
number of people who enter AA and become 
sober. This is not reflected in the percentage 
of people who are sober at any one meeting, 
since we do not know the proportion of people 
at a given meeting who are drinking and 
whether these persons remain affiliated. If a 
number of people enter AA, stay drinking and 
then drop out after a short time, they will be 
under-represented in any point study. Indeed, 
in the absence of a steady-state situation in an 
AA. group, this factor is unknowable for a cross- 
sectional survey. We can get no idea even of 
the approximate importance of this factor from 
the three studies, although Edwards et al (1967) 
do imply that the figures for members of less 
than one month are available to them. None of 
the studies breaks down further the duration of 
abstinence of those sober for less than six months 
(Edwards et al, 1967) or for one year (Bailey 
and Leach, 1965; the AA Survey, 1970). Hence 
we cannot know the weighting which might be 
appropriate for under-representation in this 
way. 'This point appears to have escaped Leach 
(1973), who is inclined to maximize the reported 
figures with a fair point: ‘Evidence that meeting 
attendance frequency goes down after members 
have attained some years of sobriety . . . pro~- 
bably means that at any given meeting the 
proportion of long-term members is relatively 
low and they may thus be under-represented in 
a study made at meetings? The major point, 
surely, is that cross-sectional studies just cannot 
be used to provide anything but a cross-sectional 
picture, and Leach's use of them is thus in- 
opportune. 


Discussion 
What, then, can be inferred from the studies 
involving AA over the last 34 years? It is 
apparent that the major, in the circumstances 
the insuperable, difficulty besetting attempts 
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BY PAUL E. BEBBINGTON 


towards an assessment of AA as a method of 
treatment through any approach lies in the 
nature of the organization. Attendance at AA 
involves a complex process of affiliation of which 
only part is related to influences effecting a 
progression from inebriety to sobriety. This and 
the anonymity of the organization make for the 
elusiveness of hard data. 

Despite the studies, then, it appears that the 
state of our knowledge has not improved 
beyond what we know from clinical experience: 
that many go to AA and that some do very 
well and attribute their success to their atten- 
dance. Perhaps we can quote as a minimum 
estimate of success the 26 per cent of Bohince 
and Orensteen (1950), but even then 15 per 
cent of responders sought additional help after 
joining AA. To go beyond this statement is to 
enter areas in which data are so hedged with 
qualifications as to be useless. It would be 
possible to say more with conviction only if a 
study were conducted in which follow-up of 
every member of a given cohort of AA attenders 
was attempted by interview, and an acceptable 
(perhaps over 80 per cent) penetration was 
achieved. This would obviously require at least 
a local revision of AA practice, and the results 
would relate to a group whose behaviour and 
traditions were different from those of AA as 
we know it. 
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An Intensive Case-Study of a Therapeutic Group 


By ANTHONY RYLE and SUSAN LIPSHITZ 


Summary. A therapeutic group with eight members was studied, using psycho- 
metric tests, improvement ratings based on pre-treatment statements of patients’ 
hopes, and of therapists’ aims rated for achievement on the basis of post-treatment 
interviews, and two forms of repertory grid testing. The In-Group Grid yielded 
a number of measures relating to outcome and to aspects of the group process. 
Most patients improved by some criteria, and most measures of improvement 
intercorrelated positively but not, in most cases, highly. Few clear relations 
between process and outcome measures were demonstrated. 


A central aim of psychotherapy research is to 
establish more clearly what kind of patient 
changes in what kinds of ways as a result of 
what kind of therapy. The classification and 
measurement of patients, of change, and of the 
therapeutic process all present difficulties. 
Studies in which change is measured by a 
number of indices report relatively low inter- 
correlations between the different measures 
(Luborsky, 1971). This could reflect, in part, 
the low reliability of available measures of 
change, but is likely to be due to the fact that 
psychotherapy can produce different sorts of 
change and that, in particular, as Malan (1965) 
has pointed out, dynamic change, social adjust- 
ment, and symptom loss may proceed inde- 
pendently. The complexity of this picture leads 
to major research difficulties; well-validated 
research measures suitable for the comparison 
of groups of patients cannot take account of the 
necessarily idiosyncratic nature of individual 
patients’ problems and the individual aims of 
treatment; while ideographic studies do not 
generate useful generalizations. The present 
study represents an attempt at compromise. 
We report a detailed case-study of a therapeutic 
group in which some well-validated measures 
are employed in conjunction with a number 
of more detailed, individual, but less well- 
validated, measures. In particular repertory 
grid techniques were employed to give measures 
relevant to both process and outcome. 
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AIMS 

The aim of the present study was to record 
changes in measures of symptomatology and 
adjustment and in measures indicating dynamic 
change in the members of a therapeutic group, 
to investigate the relationship between these 
measures, and to see how far they were asso- 
ciated with measures of factors believed to be 
related to the process of change in group 
therapy. While the study was not set up as a 
trial of therapy or to test a tightly organized set 
of hypotheses, it was predicted: (1) that most 
patients would show improvement in some 
area; (2) that different change measures would 
show low intercorrelations; (3) that certain 
factors reported in the literature to be asso- 
ciated with successful outcome, namely, high 
involvement in the group, closer identification 
with other group members, closer identification 
with the therapists, and adoption of the group’s 
and the therapists’ consensual views of the 
group, would be associated with improvement 
in the course of the group; (4) that high initial 
symptom scores, indicating more distress, would 
be associated with more improvement. 


METHOD 
The investigation was carried out on a psycho- 
therapeutic group of eight student members, 
four of each sex, their ages being early to mid- 
twenties. The group met on 23 occasions under 
the leadership of the authors, sessions lasting 
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14 hours at weekly intervals, with two longer 
gaps during vacations. It was conducted along 
group-analytic lines, both group and individual 
interpretations being offered where appropriate. 
All members of this group had problems in the 
area of interpersonal relations, with psycho- 
sexual conflicts, and many also had neurotic 
work difficulty, Most had accompanying phy- 
sical and emotional symptoms. The following 
measures were made on group members: 


1. Symptoms 

The General Health Questionnaire (GHQ, 
Goldberg, 1972) was administered before and 
after the group. This is a well-validated instru- 
ment designed to measure current psychiatric 
symptomatology. 
2. Adjustment 


The University College of London Study 
Questionnaire (UCLSQ, Crown et al, 1973) was 
also given before and after the group. This 
questionnaire was developed specificaly for 
investigating study problems in students. As 
such difficulties represent a major social dis- 
ability among students and as many of our 
group had problems in this area, this measure 
seemed relevant to our sample. The question- 
naire contains seven scales, of which four refer 
to symptoms and three relate directly to learning 
problems; the scores on the latter three only 
are reported in this paper. 

3. Estimates of change 

Differences in scores on the GHQ and the 
three UCLSQ sub-scales were recorded before 
and after treatment. In addition, ratings were 
made of how far the patients! hopes and the 
therapists’ aims were realized. The procedure 
here was as follows: 

(a) Patients’ hopes: The patient’s definitions 
of his/her problems and hopes for change were 
recorded before treatment on a problem sheet, 
on which a number of statements were written 
starting with a provided sentence, ‘I have a 
problem about . . > and a second section 
starting, ‘After treatment I hope. . .". 

(b) Therapists! aims: Before the group 
started, the formulation of the patients! pro- 
blems in psychodynamic terms was made by 
both the therapists independently, and from 
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these an agreed statement of the aims of treat- 
ment was recorded, taking account of the 
realistic possibilities offered by the relatively 
brief period of treatment. After the end of the 
group, patients were interviewed by both 
therapists together in a loosely structured ` 
interview which covered the areas defined by 
the patient's first problem sheet, and took 
account of what had happened in the course 
of the group. These interviews were tape- 
recorded. On the basis of the patient's problem 
sheet, of the therapists! formulation of aims, 
and of the transcripts of the post-group inter- 
views, two independent observers made ratings 
on four-point scales of the degree to which it 
seemed that the patient's hopes and the thera- 
pists’ aims had been achieved. The patients’ 
hopes were rated: possibly worse (1); uncertain 
(2); improved (3); marked improvement (4). 
Therapists’ aims were rated: possible worse (1); 
uncertain (2); definite improvement with 
residual difficulties (3); major dynamic shift 
with little residual difficulty (4). 

The raters were colleagues, one with a basic 
medical and one with a basic nursing qualifica- 
tion, both of whom had had training and 


experience in conducting group therapy. 


4. Repertory grid measures 

The use of repertory grids in this study follows 
on earlier work investigating change after 
psychotherapy (Ryle and Lunghi, 1969). Grid 
features characteristic of neurotics have been 
identified (Ryle and Breen, 1971; 1972), and 
the general equivalences between psycho- 
dynamic formulations and grid data are con- 
sidered in Ryle (1975). Group studies, using 
group techniques, have been reported by 
Fransella (1970), who considered changes in 
the structure of grids through the course of a 
group, and also to some extent, changes in 
content, and by Watson (1970), who used 
grids to examine interpersonal relations in a 
therapeutic group. 

In the present study, two forms of repertory 
grid were used. The ‘Background Grid’ was a 
conventional repertory grid in which the 
elements were self and others in the patient’s 
world, and constructs were elicited from each 
patient individually. This grid was adminis- 
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tered before the group and afterwards in 
identical form, and the two grids were com- 
pared, using Slater’s Delta program. A low 
coefficient between these two grids was taken 
to indicate low stability or high reconstruction 
* in the intervening period, and was used as 
one measure of dynamic change. It should be 
noted that this change could be either beneficial 
or harmful. 

The second grid form was the 'In-Group 
Grid’. Group members, including the two 
therapists, completed this on four occasions in 
the course of the group. In this, the elements 
were all the participants, and the constructs 
were selected at the start of the group from a 
list supplied by the authors, with some additions 
from group members. One patient did none, one 
only did three of these grids. The following 
measures were derived from the In-Group 
Grids: 


1. Measures derived from the subject's own 
grids: 

(a) Identification scores were calculated based 
upon the mean element distance of self from 
others in the grid. Element distance represents 
a measure of perceived similarity in terms of 
the constructs used in the grid. Identification 
score with other patients was calculated by 
comparing the mean element distance of self 
from other patients in the second and fourth 
in-group grids, a decrease in this measure 
indicating a tendency to identify more closely. 
A similar calculation was made for the distance 
from each of the two therapists, one of whom is 
young and female (S.L.) and the other middle- 
aged and male (A.R.). There were thus three 
identification scores in all. 

(b) The In-Group Grid reconstruction | score. 
Successive In-Group grids were compared on 
Slater’s Delta program, and the Delta co- 
efficient giving a measure of change between 
occasions was recorded; the sum of these, 
between the first and second, second and third, 
and third and fourth occasions provided a 
measure of how far the subject’s view of the 
group had been reconstrued, and yielded, 
therefore, an In-Group reconstruction score 
analogous to the reconstruction score derived 
from the Background Grid. 
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2. Measures derived from the grids of other 
group members and of the therapists: 


(a) The ‘seen to have changed’ scores. The second 
and fourth In-Group Grids of every patient 
were compared, using the Delta program. 
'This program provides a measure of how far 
each element and each construct in the grid 
accounts for the variance between the testing 
occasions. Ín this way, each patient's grid 
yielded a measure of change for each of the 
eight patient elements. The variance accounted 
for by each patient on the grids of all other 
group members was summed to provide an 
overall score indicating how far, in the view of 
the whole group, change in this individual 
had contributed to change between the testing 
occasions. This procedure was repeated sepa- 
rately with the grids of the two therapists, this 
procedure yielding a ‘seen to have changed’ 
(patients) and a ‘seen to have changed’ (thera- 
pists) score on each individual. Change from 
the second, rather than the first, In-Group Grid 
to the fourth was used, as the first group grid 
was completed before group members had got 
to know cach other. 

(b) The ‘high group involvement? scores, All the 
In-Group grids of all the patients were plotted 
on two-component graphs on the basis of the 
principal component analysis provided by 
Slater’s Ingrid program. The location of all 
patient elements on these graphs in relation to 
constructs describing active emotional involve- 
ment provided a basis for a rating from each 
graph of high, intermediate, or low emotional 
involvement. The sum of the scores derived 
from this rating from the graphs of all the 
patients, representing 23 judgements on each 
individual, provided a measure of high group 
involvement (patients). An analogous procedure 
was carried out to give a similar score from the 
point of view of the therapists. 


3. Measures derived by comparing the subject’s 
grid with the grids of others: 

The ‘tendency towards consensual construing’ scores. 
Since the elements and constructs in the In- 
Group Grid were identical for all subjects, the 
Delta program could be used to compare the 
grids of different group members. The mean 
value for the Delta correlation between a given 
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subject’s grid and the grids (i) of other patients, 
and. (ii) of the therapists provided measures of 
the degree to which the individual’s way of 
seeing the group corresponded with that of 
others. Changes in the values of this between 
second and fourth occasions produced an 
indication of how far the subject had moved 
towards greater agreement with the views of 
others, and provided two scores, the ‘tendency 
towards consensual construing’ (patients) and 
the ‘tendency towards consensual construing’ 
(therapists). 

Twenty-five measures in all have been dis- 
cussed above. These are listed in the Appendix, 
where they are classified according to the use 
to which the measures were put, namely, to 
measure patient attributes; to measure change, 
and to measure phenomena related to the 
therapeutic process. 


RESULTS 
Prediction т 

That most patients would show improvement 

in some measure. 

Individual scores and group means on the 
СНО and on the work difficulty sub-scales of 
the UCLSQ are given in Table I, for the first 
and second testing occasion. The mean score 
on the GHQ fell for the group from 26-2 to 
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12:7 (p < ‘01, two-tailed t test), the latter 
figure being just above the test's cut-off point of 
11 for those ‘probably emotionally disturbed’. 
Five patients showed large reductions in scores, 
four to below its cut-off point. On the three 
scales of the study questionnaire, disorganization ' 
and distractibility showed a mean increase 
(p < 01, two-tailed t test). Mean scores on low 
motivation decreased, and on work satisfaction 
increased; but these differences were not signi- 
ficant. Psychometric evidence, therefore, shows 
substantial symptomatic improvement but rela- 
tively small and equivocal changes in respect of 
study difficulty. The UCLSQ scores are not 
further considered in this paper. 

The achievement of patients’ hopes and 
therapists’ aims was rated from post-treatment 
interview transcripts, by two observers. There 
was exact inter-rater agreement for ten of the 
eighteen scores, and disagreement of more than 
one grade for only one score. No ratings of 4 
were given on either scale. Patients 1, 2, 3 and 8 
improved by their own criteria and by those of 
the therapists. Patients 4, 5, 6 and 7 were seen to 
have improved uncertainly or little. Patients 1 
and 2, therefore, improved on both psycho- 
metric criteria and by these ratings, while 
patients 5 and 7 improved by neither set of 
criteria. 'T'he first prediction is, therefore, borne 
out. 


Taste I 
Individual patients’ scores on symptom and study measures before and after the group 














General Health Disorganized Low Work 
Patient Questionnaire distractible motivation satisfaction 
identification 
no. Test 1 Test 2 Test 1 Test 2 Test 1 Test 2 Test 1 Test 2 
I 26 I 4 2 8 2 4 І 
2 41 19 10 10 14 14 12 I 
3 25 1 2 4 2 2 18 12 
4 18 17 4 10 10 12 4 4 
5 29 36 8 14 12 12 12 10 
6 34 3 о о 8 o 6 12 
7 30 I 14 16 12 12 6 
8 6 24 o 6 6 10 14 i 
Mean score .. 26:2 12:7 5:2 7T g'o 8-0 9:5 1150 
Values reported by Crown «t al 
Patients рн BE 7 6-0 8-6 7'4 
Controls 3:7 4:6 8:4 
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Prediction 2 

That different change scores would show low 

inter-correlations. 

The 25 scores derived for each patient repre- 
sented measures derived in many different ways. 
Not all of these measures are of established 
reliability and validity, notably the patients’ 
hopes and therapists’ aims scores, and the 
acceptability of the grid-derived measures must 
depend upon how far the general evidence for 
the psychological meaningfulness of grid data 
is considered to be satisfactory. In order to 
examine the connections between these different 
scores, all the scores for the eight patients were 
converted to rankings, and a rank-order correla- 
tion between them was carried out. 

Although this statistical method is used, it is 
clear that the small sample size and the un- 
certain reliability of some measures mean that 
no claim for the statistical significance of the 
results can be made. The function of this 
presentation is rather to summarize the relation- 
ship between scores in what can only be seen as 
a descriptive exercise. To establish the more 
general truth of such associations would require 
a study of larger samples by analogous methods. 

The relationship between the different change 
scores is summarized in Table IT. It is seen that 
symptom loss, measured by the GHQ, correlates 
with high reconstruction scores and a high 'seen 
to have changed" (patients) score, but negatively 
with the 'seen to have changed' (therapists) 
score, while showing negligible correlations with 
the ‘patients’ hopes’ and ‘therapists’ aims’ scores. 
These latter two scores correlate at -64. The two 
reconstruction scores correlate positively with 
each other, with the ‘patients’ hopes achieved’ 
score and with the ‘seen to have changed’ 
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(patients) score, but show low or negative corre- 
lations with the ‘seen to have changed’ (thera- 
pists) score and with the ‘therapists’ aims 
achieved’ score. The second prediction is, 
therefore, borne out. 

This pattern suggests relative independence 
between symptom loss and the patients’ hopes 
and therapists’ aims, but shows that symptom 
loss and dynamic change as indicated by grid 
reconstruction are related. Most correlations are 
positive, suggesting some general process of 
improvement reflected by different criteria, but 
the ‘seen to have changed’ (therapists) score, 
based on successive In-Group Grids, shows 
negative correlations with all other variables 
except the interview-based ‘therapists’ aims 
achieved’ score. This discrepancy between the 
therapists! judgements of change and those of 
group members, and the fact that the latter is 
more related to other measures of improvement, 
is perplexing. 

Prediction 3 
That certain factors reported in the literature 
to be associated with successful outcome, 
namely, high involvement in the group, closer 
identification with other group members, 
closer identification with the therapists, and 
adoption of the group's and the therapist's con- 
sensual views of the group would be associated 
with improvement in the course of the group. 

Examination of the relationship between the 
measures of outcome considered above and 
seven factors predicted to be related to successful 
outcome showed that the majority of correla- 
tions were low and negative. The highest corre- 
lations were between therapists! aims achieved 
and high group involvement (therapists) at -68, 
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and between ‘seen to have changed’ (therapists) 
and high group involvement (patients! view -68, 
therapists! view -74) and a tendency for con- 
sensual construing with the therapists at +73. 
The third prediction is only partially confirmed. 


Prediction 4 

That higher initial symptom scores, indicating 

more distress, would be associated with more 

improvement. 

A high GHQ score at outset was associated 
with high reconstruction scores (Background 
Grid г = +76, In-Group Grid r = +45) anda 
high ‘seen to have changed’ (patients) score 
(г = +40), but showed small negative correla- 
tions with the ‘patients’ hopes’ and ‘therapists’ 
aims’ scores, and with the ‘seen to have changed’ 
(therapists) score. This prediction is, therefore, 

only partially confirmed. 


Discussion 


Yalom (1970) wrote *. . . the standardized 
nomothetic approach to therapy outcome has 
severe limitations. I can think of no alternative 
except a laborious, individualized (ideographic) 
approach...’ (p 381). This paper represents an 
attempt to combine this approach to out- 
come research with a similarly individualized 
approach to aspects of the process of therapy, 
by using grid techniques to record observations 
from all group members on successive occasions. 

The study shows that most patients improved 
in some respects and gives some evidence 
concerning the relationship between different 
sorts of change measure! Beyond this, the 
attempt to relate improvement to various 
measures of process did not reveal any pro- 
nounced pattern. Some of this apparently con- 
fusing outcome of the study may be explained 
by the use of different criteria of change by 
patients and therapists; it is chastening that, 
in general, the patients! criteria correlated more 
with other measures; perhaps the therapists' 
judgements were based on too complex expecta- 
tions, or on too exclusively dynamic criteria. 
The positive correlations of the grid reconstruc- 
tion scores with other measures of improvement 
suggest that the dynamic change underlying 
the grid reconstructions represented construc- 
tive reorganization and not disruption. 


AN INTENSIVE CASE-STUDY OF A THERAPEUTIC GROUP 


A study using fewer observations or relying 
on only one or two measuring instruments or a 
single observer might well have produced a 
more convincing and apparently clarifying 
account of the group. The uncertainty and 
confusion about what went on, on the basis of 
the account given in this paper, could be the 
result of potentially observable phenomena 
being missed or distorted by inadequate 
methodology; or it could be that the range of 
measures used, especially repertory grid mea- 
sures, do reflect something of the actual confu- 
sion of perspectives and multiplicity of processes 
that characterize group therapy. For future 
research the problem would seem to be to 
improve upon the methodology of this study 
rather than to return to falsely simplified 
investigatións. 
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The Medical Model of the Disease Concept 


By F. KRAUPL TAYLOR 


Summary. According to the medical model of the disease concept, a class of 
patients is homogeneous only when it is characterized by manifestations which 
have their ultimate intra-organismic origin in a particular kind of physio- 
pathological cause. Most patient classes are still heterogeneous because we are 


still ignorant of that cause. 


The medical model can be applied to the subdivision of all classes of patients, 
including classes of non-organic psychiatric patients. However, the successful 
application of the medical model depends on the acquisition of knowledge of 
relevant physiopathological facts. It is argued that the dimensional model of 
evaluating psychological abnormalities is net likely to help in acquiring that 


knowledge. 


INTRODUCTION 


Doctors talk freely about diseases and disease 
entities, but they rarely pause nowadays to 
examine the meaning of these concepts. When 
they do, they are liable to get ensnared in 
logical and philosophical traps. For example, 
when J. G. Scadding (1967) tried to elucidate 
the meaning of disease he allowed himself to 
be side-tracked into asserting that ‘since the 
exact description of a disease depends on the 
defining characteristic we choose to adopt for 
it, it seems to me impossible to think of diseases 
as having any sort of independent existence; 

. . and I think we must adopt an uncompro- 
misingly nominalist viewpoint’. What Scadding 
obviously had in mind here was a nominal 
definition of the term ‘disease’. The term 
signifies a concept (a ‘universal’) which, accord- 
ing to the nominalist philosophers of the Middle 
Ages, has no independent existence, no onto- 
logical relevance. But defining characteristics 
are also used in so-called real definitions. They 
then refer to the attributes which members of 
a particular class have in common, for example 
the members of the class of patients. In that 
case, we would have to replace the term ‘disease’ 
in Scadding’s argument by the term ‘patient’ 
and come to the absurd conclusion that patients 
do not have any sort of independent existence. 
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This example suggests that in reasoning about 
patients and their diseases ancient scholastic 
doctrines are of less help than modern logical 
theories on classes and their attributes. The 
problem of ontological existence does not seem 
to be any more of much relevance in this 
context. Scadding was rightly undeterred by 
his argument in continuing his analysis of 
ontologically non-existent diseases. 


DISEASE CowagPT IN PSYCHIATRY 


In psychiatry, a different attack on the con- 
cept of disease has been mounted. It is being 
spearheaded today by clinical psychologists. 
They have put forward the thesis that the 
concept of disease is justified in organic medi- 
cine, but that this medical model is not appli- 
cable in non-organic psychiatry. H. J. Eysenck 
(1960), for instance, has roundly declared: “The 
first essential is probably the banishment of the 
notion of disease from the field of functional 
mental abnormalities.” He has pointed out that 
there is a qualitative difference between the 
class of organically ill patients and the class of 
organically healthy persons. The former are 
characterized by certain attributes which are 
absent in the latter. There is, he maintains, no 
such qualitative difference between psycho- 
logically normal and psychologically abnormal 
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Over the past few years there has been 
increasing awareness that MAO Inhibitors have 
important therapeutic functions. Recent studies 
on phenelzine, for example, have shown it to 
have a useful anxiolytic effect in phobic patients. 
Phenelzine has also been shown to produce a 
‘striking Improvement’ when combined with 
amitriptyline in patients refractory to elther of 
these drugs alone. 


Phobias 


One of the most frequently used MAO inhibitors, 
phenelzine, was recently the subject of a 
double-blind trial in chronic agoraphobla and 
social phobla.' 

Matched patients received 30-90 mg phenelzine, 
or a placebo, daily for 8 weeks. Phenelzine was 
found to produce significant improvement 
overall, versus placebo, and over an 8 months' 
follow-up, alleviation of symptoms was ` 
maintained in patients remaining on phenelzine. 
The authors suggest that phenelzine has an 
anxiolytic action in phobic patients, and that 
genetically determined biochemical factors 
influence the rate of response to the drug. They 
conclude, therefore, that treatment of the 
unresponding patient should continue for more 
than four weeks, particularly in phobias of less 
than ten years’ duration. 


Nardil 





Combination therapy 
in refractory depression 


Another study* employed phenelzine in 
combination therapy in ten atypical neurotic 
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regularly. The group of patients was given 
combined therapy of phenelzine 15 mg three 
times a day and 50 or 75 mg amitriptyline daily 
for a period of six weeks. Striking improvement 


. resulted, and was sustained during follow-up 
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produces severe reactions. 

itis interesting that about a dozen refractory 
depressives who were referred for the study but 
not included in the trial, had never been given an 
MAOI, and on being given one, responded. This 
fact perhaps serves to indicate the neglect this 
valuable class of drugs has suffered in an area 
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persons. For example, the factor (or dimension) 
of neuroticism indicates an attribute complex 
that is present in all persons, but to a greater 
or lesser extent. The number of people with 
different neuroticism scores is normally distri- 
buted. There is no bimodality or discontinuity 
which would indicate different classes of people 
whose neuroticism scores cluster around different 
values. 

Findings of this kind have suggested to 
psychologists that the medical disease model 
has no place in abnormal psychology. It should 
be replaced there by a quantitative dimen- 
sional model. Psychologically abnormal persons 
cannot be assigned to mutually exclusive diag- 
nostic classes, they can only be characterized 
by their various factor scores. Groups of persons 
with different profiles of factor scores may be 
distinguished, but they merge without boundary 
into other groups and therefore do not form 
separate classes. 

These findings of clinical psychologists are 
certainly suggestive. Yet there is the possibility 
that psychologists have been unduly pre- 
occupied with quantitative measurements and 
the manipulation of attribute scores. To make 
their argument conclusive they would have to 
prove that there are no attributes by which the 
class of psychologically healthy persons is 
adequately differentiated from the class of 
psychologically ill patients. To the medically 
trained, and therefore perhaps biased, mind, 
there are such attributes. Yet, before I examine 
their nature it will be profitable to look briefly 
at some relevant aspects of the theory of classes 
as developed by logicians. It will provide us, 
at the very least, with some useful concepts and 
terms. 


Extension and intension 

In formal logic, classes can be indicated in 
two ways: (a) by listing their members or by 
giving them their general name (e.g. ‘patient’ or 
“psychologically abnormal person’); and (b) by 
mentioning the attribute complex which the 
members of the class share and which differen- 
tiates them from non-members of the class. 
The first way is known as ‘extensional’ because 
the class members can be regarded as an 
extension of the class concept (e.g. human 
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beings are an extension of the class concept 
mankind). The second way is known as ‘inten- 
sional’ because the term ‘intension’ was speci- 
fically coined in the last century to designate 
the attribute complex shared by class members. 
A logical class is exactly demarcated because all 
its members are identically characterized by 
its intension so that there are no borderline 
members whose characterization is doubtful. 
An empirical class is inexactly demarcated 
because its members are only more or less fully 
characterized by its intension, so that there are 
borderline members that can be regarded with 
equal justification as members or non-members 
of the class. 

It is our problem to find out whether the 
class of patients and the class of psychologically 
abnormal persons have a common intension 
which characterizes their members and only 
their members (disregarding borderline mem- 
bers). To my knowledge, only two solutions 
have been proposed. J. G. Scadding (1967) 
remarked that such an intension would con- 
sist of ‘a specified common characteristic or 
set of characteristics by which [diseased living 
organisms] differ from the norm for a species in 
such a way as to place them at a biological 
disadvantage’. Since the concept of biological 
disadvantage seems to be itself in need 
of clarification, I (1971) have attempted 
another solution. It is less ambitious, 
as it does not consider living organisms in 
general but limits itself to the human species. 
It is based on the fact that patients with diseases 
or psychological abnormalities go, or are taken, 
to have treatment by doctors, psychologists or 
other therapists. I therefore suggested that the 
intension in question consists of the second-order 
attribute of abnormality (a statistically signi- 
ficant deviation of an attribute from a norm) 
and of the attribute of therapeutic concern for 
a person felt by the person himself and/or his 
social environment. Let us call the intension 
composed of these two attributes ‘morbidity’. It 
is regarded as characterizing the empirical class 
of all human patients, i.e. of all the persons who 
are ill organically, psychologically, or otherwise. 

My solution may claim to have the pragmatic 
merit of corresponding to the events that usually 
lead to the diagnosis of people as patients or 
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possible patients. It lacks the virtue of an 
objective criterion, since it depends on subjective 
feelings and judgements. For this reason, it is 
not an absolute criterion either, since it is 
bound to vary in different societies and cultures. 
It provides, for example, no guidance for the 
vexed question whether psychopaths or drug 
addicts should be treated as patients or punished 
as delinquent non-patients. But then, we live in 
a relativistic world in which the demand for 
absolute criteria is a counsel of unattainable 
perfection. 


Morbidity 


If we take the class of human beings as our 
domain, or universe of discourse, the intension 
of morbidity can be used as a classifying cri- 
terion to divide the domain into the two 
complementary classes of patients and non- 
patients (disregarding borderline members), 
The former is characterized by morbidity, the 
latter is not; and the former includes the class 
of psychologically abnormal patients for whom 
there is therapeutic concern. Yet this still leaves 
us with the possibility that, though the class of 
organically ill patients can be adequately 
divided into different subclasses, there may be 
no way of adequately dividing the class of 
psychologically abnormal patients into such 
subclasses. 


History of disease concepts 

To get a clearer picture of the situation let us 
look at the concept of disease as it developed 
in medical history. Originally, a disease was not 
regarded as an attribute complex, an intension, 
that characterizes a class of patients. It was 
regarded as an entity that had ontological 
existence and was created by God just as every- 
thing else. These entities were, however, of the 
kind that the nominalist scholastics had de- 
nounced as non-existent, though ‘realist’ scho- 
lastics, supported by the Church, had strenuously 
asserted the opposite. The belief was that God 
had created species, or class concepts. Human 
beings, for instance, were only the concrete 
and ephemeral ‘instantiations’ of ihe human 
species which was ‘real’, unique, and perma- 
nent. Disease species were similarly ‘real’, 
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unique, and permanent. Patients therefore 
suffered from the ague, the podagra, the dropsy, 
and so on. 

To Sydenham, in the seventeenth century, 
diseases were parasitic entities in the bodies of 
patients. They were like ‘the different species of 
excrescences, which tree and fruit exhibit in 
the shape of moss, and mistletoe, and fungi’ 
(1848, orig. 1676). Two hundred years later, 
the scientific climate had become materialistic. 
Entities credited with ontological existence then 
were concrete and physical; they certainly were 
not abstract class concepts. Virchow could 
therefore state: ‘In my view, a disease entity is 
an altered part of the body . . . disease is a living 
entity that leads a parasitic existence’ (1895). 
'The class of, say, gastric ulcers thus became a 
class of Virchowian disease entities. Conse- 
quently, a patient was said to suffer from a 
gastric ulcer, not the gastric ulcer. 

Virchow knew that his disease entities were 
causally overdetermined. Yet he insisted that 
their names should reflect their pathological 
abnormalities and not their aetiological origin. 
For him, for instance, pulmonary tuberculosis 
and pulmonary phthisis were two different 
disease entities because they were pathologically 
different. Though he lost this particular battle 
against the then emerging science of bac- 
teriology, his prestige and influence ensured 
that the term ‘disease’ acquired a new and 
narrower meaning. Instead of referring indis- 
criminately to clinical, pathological, and even 
aetiological events, its meaning began to be 
limited to structural pathological changes of a 
gross or microscopic kind. Clinical manifesta- 
tions lost in status and esteem; they were mere 
symptoms and signs pointing diagnostically to 
the real thing, the pathological disease. New 
words were coined for the class of clinical 
manifestations, such as 'symptomatology! or 
‘semeiology’, but they never had much general 
appeal. A. R. Feinstein (1967) has recently 
suggested that the term ‘illness’ best serves as 
an appellation for the class of clinical manifes- 
tations. If we accept this, we need an additional 
name for the umbrella concept consisting of a 
clinical illness and/or pathological disease com- 
ponent, usually both. The term *morbus' seems 
to be suitable for this purpose. 
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The morbus 

The disease component of many morbi is of 
unknown causal origin. Sometimes, in a mood 
of frankness, such diseases are labelled ‘crypto- 
genic’. The same epithet is used for clinical 


illnesses which are not due to a demonstrable’ 


pathological disease. However, the epithet with 
its confession of ignorance is not widely popular. 
It is generally replaced by others which absurdly 
imply an absence of all causation. Favourite 
terms are ‘idiopathic’, ‘spontaneous’, ‘essential’, 
‘primary’, or ‘autonomous’. In cryptogenic 
clinical illnesses, pathological functions are re- 
vealed which do not originate in structural 
diseases. For this reason, it became the custom 
to withhold the term ‘disease’ from the patho- 
logical component of such morbi. Instead, 
the pathological component was labelled a 
‘functional disorder’. This was the case with 
metabolic, endocrine, immunological and psy- 
chological morbi. The assumption was that 
the functional disorder originated in a faulty 
supply and distribution of energy. The energy 
in question was usually vaguely pictured as 
‘nervous’ or ‘mental’ in character. 


Psychological morbi 

There was a time in the nineteenth century 
when hopes ran high that a neuropathological 
basis would be found for psychological morbi. 
It was then customary to speak of nervous and 
mental 'diseases. But the hopes were dis- 
appointed, and we speak today of nervous and 
mental ‘disorders’. Indeed an expression like 
‘personality disease’ strikes one as a solecism, a 
contradiction in terms. It has been otherwise 
with metabolic, endocrine, and immunological 
morbi. As the biochemical basis of their 
pathological components has been revealed 
in growing detail, the term ‘disorder’ for their 
pathological components has been giving way 
more and more to the term ‘disease’. This 
terminological tendency is still absent from the 
field of psychological morbi, though evidence 
for some kind of biochemical pathology is 
accumulating even there. Indeed it has already 
yielded therapeutic dividends for patients with 
‘functional’ psychoses. When Virchowian disease 
entities are occasionally found in patients with 
a usually cryptogenic morbus, its pathological 
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component remains a disorder, though it is 
then called a ‘symptomatic’ one, e.g. a ‘sympto- 
matic psychosis’, a ‘symptomatic trigeminal 
neuralgia’, and the like. 

When we talk of disease entities today, we no 
longer have any ontological connotations of 
their parasitically separate existence in mind. 
Indeed, ‘disease entity’ in a non-Virchowian 
sense is now a misnomer, though I am not , 
aware that this point has aroused the attention 
it deserves. It seems to me that the concept 
it signifies today can be equated with the 
concept of an elementary morbus. By this I 
mean a morbus whose disease component is a 
causal complex which originated in a particular 
kind of pathological event. By the time the 
illness component of the morbus has emerged 
that original pathological event belongs to the 
past. It is also the event that is remotest from 
clinical manifestations among their causal ante- 
cedents. The diagnosis of an elementary morbus 
is only possible, when this original pathological 
event can be inferred from pathological abnor- 
malities which are more proximate to any 
clinical manifestations and also concomitant 
with them. 

When the illness component of a morbus 
consists only of clinical symptoms, ie. of 
manifestations which can be observed without 
special diagnostic procedures or expert know- 
ledge, they are rarely of such a kind that it can 
eventually be shown that they indicate an 
elementary morbus. Almost invariably, illnesses 
composed of only symptoms belong to morbi 
which are still global in that they are a medley 
of as yet undetected elementary morbi. But 
there are exceptions. 


First example 

I shall take as my first illustration a morbus 
whose clinical symptoms had been noticed and 
adequately described long before its elementary 
status could be demonstrated. The illustration 
will also support the argument that the medical 
disease model is applicable in the field of 
abnormal psychology despite the contrary asser- 
tions by clinical psychologists. The morbus is 
related to the first psychological factor that had 
been definitely and impressively established, 
namely the factor of intelligence. There are 
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people with such low intelligence scores that 
their social competence is affected. If they 
arouse therapeutic concern they are regarded 
as belonging to the class of patients and liable 
to be sent to special hospitals, if such exist. 
Among patients of this kind, there is a special 
subclass whose characteristic clinical symptoms 
are readily observable. They were fully de- 
scribed for the first time in 1866 by Langdon 
Down, who had studied them among his 
patients at Earlswood Asylum. It took almost 
a hundred years before it could be demonstrated 
that the symptoms, when typically present, 
constitute the illness component of an elemen- 
tary morbus. It was not till 1959 that the 
Virchowian disease entity of the morbus was 
discovered. It consists of cells that are patho- 
logically altered through containing the sub- 
stance of an extra chromosome 21. From this 
finding the original past pathological event 
can be confidently inferred. It must have been 
either the inherited occurrence of the extra 
chromosome substance in the zygote from 
which the patient developed or the acquired 
occurrence of this extra substance during the 
early segmentations of the zygote. All the 
adjuvant causal conditions must have been 
favourable at that time and subsequently to 
the eventual appearance of the Virchowian 
disease entity which is concomitant with the 
clinical iliness of Down's syndrome. 


Second example 


My second illustration. of an elementary 
morbus is also taken from the same field of 
abnormal psychology. It was noticed by chance 
in 1934 that some intellectually subnormal 
patients excrete phenylketones in their urine. 
This clinical sign was christened ‘phenyl- 
ketonuria’ three years later, or ‘PKU’ for short. 
As usual, however, the medical usage of the 
term has been careless, so that its meaning has 
become overloaded and must often be guessed 
from the context. It can designate the clinical 
sign by itself or the associated clinical illness or 
the morbus as a whole. For example, the parents 
of PKU patients, when given a diet rich in 
phenylalanine, may be said to have PKU, 
meaning the clinical sign, but not the illness 
nor the morbus. On the other hand, PKU 
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patients on a low phenylalanine diet may be 
said to have PKU, meaning the morbus, but 
not the clinical sign nor the clinical illness. 
The clinical sign of PKU indicates the 
occurrence of the proximate and concomitant 
pathological abnormality of hyperphenylalani- 
neaemia. This is a functional metabolic disorder 
that is due to a structural disease, namely the 
pathologically altered stereo-molecular structure 
of the liver enzyme phenylalanine hydroxylase. 
The details of this stereo-molecular abnormality 
and of the changes in chemical composition 
responsible for it are not yet known, but there is 
no doubt that the morbus of PKU contains in 
its pathological component a molecular Vir- 
chowian disease entity which is beyond the 
horizon of visibility even through the most 
powerful electron microscope. This disease 
entity has its origin in the abnormal chemical 
composition of the homologous gene pair coding 
for it and activated in liver cells at birth or 
soon after. These gene pairs in the cells of PRU 
patients are descendants of the original patho- 
logical gene pair in the zygote from which the 
patient developed. For the morbus of PKU to 
have developed from this origin, all the adjuvant 
conditions must have been correct. Among these 
adjuvant conditions are some environmental 
ones which can be changed, and have been 
changed for therapeutic reasons, namely the 
phenylalanine content of a patient’s diet. . 


The medical model 


Opponents of the validity of the medical 
model in abnormal psychology may still argue 
that my two illustrations merely show that 
some psychological disorders are symptomatic 
of an organic disease. They are exceptions 
from which no generalizations should be drawn. 
Yet, despite such possible objections it seems to 
me that the illustrations significantly undermine 
the psychologists’ case for the dimensional and 
against the medical model in the apparently 
non-organic psychiatric field. In the first place, 
morbi like PKU show clearly that one is not 
justified in assuming that failure to find struc- 
tural pathological abnormalities in a morbus 
indicates their actual absence. They can still 
be present on a molecular level. In PKU, the 
stereo-molecular pathology occurs in the liver, 
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and the brain is only secondarily affected. But 
there are good grounds today for the supposition 
that psychological abnormalities may be due to 
some biochemical dysfunctions in the brain 
itself. Psychologists are not averse to such 
conjectures. In Eysenck’s view, for instance, ‘the 
individual high on neuroticism is conceived to 
be a person with an over-reactive, labile type of 
nervous system’ (1960). Whether it is justifiable 
to speak of ‘types of nervous system’ is a moot 
point, but we cannot doubt that brain functions 
have a biochemical basis. Moreover, it has 
become increasingly plausible that the stereo- 
structures of protein molecules play an impor- 
tant part in cerebral and psychological functions 
and dysfunctions. Such assumptions agree well 
with the known fact that the production of 
proteins in the brain is as high as in the liver 
and higher than in any other organ of the 
adult body. Yet the brain neither grows in size 
nor has a protein output. This enormous protein 
turnover in the brain is unfortunately equalled 
by the still enormous extent of our ignorance of 
the biochemistry of neuronal processes. 


Limitations of statistical methods 

The case against the application of the 
medical model in abnormal psychology would 
have been strengthened, if it could have been 
shown that statistical procedures can sort out 
elementary or even near-elementary morbi. 
Yet it is almost certain that this would have 
been impossible in an unbiased sample of 
patients and with a number of variables that 
was not unwieldy in size. Indeed it may be 
argued that psychologists have largely set their 
face against the medical model because statistical 
procedures are not well suited for the classifica- 
tion of objects. A. E. Maxwell (1971) has 
specifically examined this classification problem 
with regard to three of the most commonly 
employed procedures. He has come to the 
conclusion that factor analysis ‘does not enable 
the individuals in the sample to be classified in 
any clear-cut and acceptable manner'; that 
canonical variate analyses ‘are seen not to be 
classificatory devices in their own right, as they 
require as their starting point an existing 
classification; and that the only suitable 
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procedure is cluster analysis, though ‘unfortu- 
nately fully efficient methods have yet to be 
invented'. 


CONCLUSION 


'To sum up, the argument has been presented 
that the class of patients can be distinguished 
from the class of non-patients (disregarding 
borderline patients) by the intension (attribute 
complex) of morbidity which is composed of 
abnormal attributes that arouse therapeutic 
concern. Through the influence of Virchow, 
‘disease’ has come to signify some structural 
pathology. For clarity of discussion, the term 
‘illness’ has been used for clinical manifestations, 
and the term ‘morbus’ for an umbrella concept, 
that is a form of morbidity having a clinical 
illness and/or pathological disease component. 
Most morbi are global in the sense that they 
are inextricably composed of as yet unknown 
elementary morbi. An elementary morbus 
originates in a particular kind of past patho- 
logical event. Its diagnosis depends on the 
discoverable presence of pathological abnor- 
malities which are concomitant with clinical 
manifestations, if any, and from which the 
original past pathological event can be inferred. 
Elementary morbi are the disease entities of 
today. They differ from the Virchowian disease 
entities, which are pathological structures of a 
usually heterogeneous pathogenesis. The con- 
cept of Virchowian disease entities has been 
expanded to include pathologically structured 
molecules. This expansion has undermined the 
distinction between functional disorders and 
organic diseases, and strengthened the medical 
model based on the concept of elementary 
morbi. In abnormal psychology, the retention 
of the concept of functional disorders and the 
notion of a continuous variation in measurable 
psychological attributes has militated against 
the acceptance of the medical model. However, 
the dimensional model which has been put in 
its place may be no more than an interim 
solution of expedience, born of our ignorance 
of the biochemical structure and functioning of 


‘the brain and of the poor classificatory power 


of the statistical procedures used in abnormal 
psychology. 
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The Use of Selected Questions from the Symptom-Sign 
Inventory with Long-Stay Psychiatric Patients 


By JOAN GOMEZ and R. G. PRIEST 


Summary. The Symptom-Sign Inventory was administered to 57 long-stay 
psychiatric in-patients with the object of selecting a group of questions which 
would stimulate the production of delusional or other psychotic material. The 
scoring of the responses as positive was made on verbal affirmative and other 
specific behaviours which were thought to indicate emotional impact. It was 
found that the ten questions selected compared favourably with longer question- 
naires in discriminating schizophrenic from normal subjects and from those with 
organic brain disease. It is suggested that these questions might be included in 
brief assessment interviews on which day-to-day management decisions are made. 


INTRODUCTION 

The shift in emphasis towards community 
care, backed by clinical and financial considera- 
tions (Mezey, 1972; Cheadle, 1974) together 
with planning to accord with the predictions 
of Tooth and Brooke (1961), have led to un- 
precedented pressure on psychiatric hospitals 
to discharge their long-stay patients. ‘Many of 
these patients are chronic sufferers from schizo- 
phrenia: there are still more than 30,000 such 
patients in hospital (MIND, 1975). Rehabilita- 
tion schemes (Bennett, 1961) and depot 
neuroleptic therapy (Hirsch et al, 1973) have 
done much to make di possible. 
However, while self-care and work assessments 
in hospital may show improvement (Griffiths, 
1974) there may also be a negative correlation 
with social acceptability outside (Walker et al, 
1978). 

If public prejudice against psychiatric patients 
is to be minimized, psychiatrists, when consi- 
dering discharge need to know which of their 
patients harbour delusions likely to lead to 
antisocial acts. The aim of this study is to derive 
a short list of questions likely to stimulate the 
production of psychotic material, and to evalu- 
ate non-verbal and other aberrant responses 
to these questions. 


METHOD 
Subjects 
The subjects of the study were 57 patients, 
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comprising all those in one male and one female 
non-geriatric long-stay ward except for those 
too deaf to hear the questions or apparently 
incapable of understanding them, and those 
who had been in-patients for less than three 
years at the time of the study. There were 31 
men and 26 women; the age range was 37-86 
years, and the mean age 58 years. 


Diagnoses 

There were 46 cases of schizophrenia with 
incontrovertible evidence by Schneider’s cri- 
teria in their records, and considered to be 
schizophrenic by their present consultants; 
II with a primary diagnosis of organic disease, 
2 with post-encephalitic damage; the others 
with presenile or senile dementia. Thesmall num- 
ber of patients with organic psychoses is a precise 
reflection of the population in these wards. 


Instruments 

The Sympton-Sign Inventory (SSI) (Foulds 
and Hope, 1968) is a battery of 80 orally- 
administered questions, divided into 8 scales 
concerning, respectively: anxiety state, neurotic 
depressjon, mania, paranoid schizophrenia, 
obsessional neurosis, non-paranoid schizo- 
phrenia, hysteria and psychotic depression. 
Originally intended as a diagnostic aid in 
acute cases, it has been used successfully by 
Priest (1971) as a screening test in lodging house 
inhabitants, and by Priest and others (1973) in 
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chronic as well as acute cases of schizophrenia 
in hospital Scoring in the SSI is negative for 
the answer ‘no’ and positive for the answer ‘yes’, 
except for four questions in the paranoid scale: 
with these latter, Foulds suggests a positive score 
if the patient is unable to make a response or 
makes a response such as ‘perhaps’ or ‘possibly’. 
In this study, we have scored the responses in 
three ways: 

т. Negative; 

2. Positive; 

3. Other productive (OP) response: with any of 
the following behaviours, if coming immediately 
after the question, and apparently related to it: 

(i) Sudden flow of irrelevant or inappro- 
priate talk; 

(ii) Laughter, not with the interviewer, often 
with glance to side; 

(iii) Sudden motor activity such as getting up 

from chair, or banging fist down; 

(iv) Long pause, with signs of unease, such as 

fidgetting. 

An ОР response was not scored for behaviour, 
however bizarre, present before the question was 
asked. Giggling during the interview was not 
scored, but a sudden shout by one patient or 
clutching of her clothing by another, imme- 
diately after a question, followed by a flow of 
paranoid ideas in each case, was scored as OP. 
The essence was an apparent emotional impact, 
expressed in verbal or non-verbal behaviour: the 
latter is most common in chronic mental illness 
(Hill, 1974). 

Intellectual tests. The following were used: the 
Brief Paired Associate Test produced by Isaacs 
and Walkey (1964); the Rapid Approximate 
Intelligence Test described by Wilson (1967); 
and the five-minute recall of a 16-item name and 
address, learned in up to six repetitions. 


Procedure 

Each patient was given the three intellectual 
tests, to assess organic impairment, and then 
taken through the SSI, with scoring as described. 
Demographic and diagnostic data were obtained 
from the case notes. 


RESULTS 
Low scores occurred by definition in those 
with organic disease, on intellectual testing, 
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while there was a wide range among the 
schizophrenic patients. 


Symptom-sign Inventory 

We were seeking questions which drew the 
greatest number of OP and positive responses, 
but particularly the former, since these are in 
themselves abnormal. There were appreciable 
numbers of positive answers on the neurotic 
scales, but the only question from these scales 
to which there was a substantial OP response 
was No. 46, from the obsessional scale. Nearly 
all the OP responses were induced by questions 
from the psychotic scales. Questions producing 
many OP responses also produced a notable 
number of positive replies (Table I). 


Tass І 
Percentage of patients giving positive and OP (‘other 


productive’) responses to the selected questions, and of 
normal subjects giving positive responses to them 


Symptom Normal 
Sign Patients (n == 57) subjects 
Inventory (n = 69) 
Question OP Positive Positive 
no. responses responses responses 

30 - 30 20 о 

35 ^ 22 5 ° 

40 20 18 o 

51 20 18 о 

39 18 9 `8 

57 18 25 I 

32 16 7 1 

60 16 13 1 

53 14 14 о 

46 14 14 о 


Questions selected as most productive of OP responses, 
in order: 

SSI 
No. 30 Are you a much more important person than 
most people seem to think? 

Have you some special power, ability or influ- 
ence which is not recognized by other people? 
Can people read your thoughts and make 
you do things against your will by a sort of 
hypnotism ? 

Do you feel that there is some sort of barrier 
between you and other people, so that you 
can’t really understand them? 

Do you ever see someone do or say something 
which most people don’t take much notice 
of, but which you know has a special mean- 
ing? 


No. 35 
No. 40 


No. 51 


No. 39 
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No. 57 Do you ever hear voices without knowing 
where they come from? 
Have you an important mission to carry out? 
Is there something unusual about your body, 
like one side being different from the other, 
and meaning something different? 
Do you often wonder who you really are? 
Do distressing thoughts about sex or religion 
come into your mind against your will? 
Very few positive replies were given by 
Fould's 69 normal subjects to the ten selected 
questions as obtained from Table B of the 
Manual of the Symptom-Sign Inventory. Question 
No. 30, which drew the greatest number of OP 
responses and of OP and positive responses 
combined, came from the manic scale, and most 
of the others from the schizophrenic scales. 
While sex, age and intellectual score within 
the same diagnostic group were not associated 
with significant differences in response to the 
ten questions, there was a statistically significant 
difference between the combined OP and 
positive scores for the schizophrenic compared 
with the organic cases (Table II). The mean 
OP and positive combined score was nearly 4 
for the schizophrenic patients, and about 1-5 
for the organic patients, while on the same 
questions the mean positive score with Foulds’s 
normal sample was 0-06; this sample did not 
include OP responses. It appears that a score of 
2 or more combined OP and positive responses 
is likely to be associated with functional 
psychosis. 


No. 32 
No. 60 


No. 53 
No. 46 


Tase П 
Responses to the selected questions by diagnostic category 
Mean 
Nega- Posi- positive 
tive tive OP and OP 
combined 
Schizophrenia 
(46 patients) 276 75 99 3815 
Organic 
psychosis 
(tr patients) 94 5 II 14+ 1.6 
Significance of difference between mean scores, 
Р < ‘or 
Discussion 


The study by Tidmarsh and Wood (1972) has 
shown that not all schizophrenic patients do well 
on discharge from hospital: some may become 
destitute; others, living with their families, 
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show violent or threatening behaviour (23 per 
cent), or odd ideas and behaviour (34 per cent, 
according to Creer and Wing, 1975). 

Hirsch e£ al (1973), using the Present State 
Examination, found that one third of the 
chronic schizophrenic patients in their sample 
had hallucinations. In our study two-thirds of 
the schizophrenic in-patients scored 2 or more 
on our ten questions, indicating active disease, 
though not necessarily hallucinations. Since 
organic disease can produce a wide range of 
symptoms, and since Whitehead (1973) has 
found that those with organic disease are prone 
to produce irrelevant answers resulting in false 
positive scores, we had had no particular 
expectation that our questions would discri- 
minate between the patients with organic and 
those with functional chronic psychoses; never- 
theless, our results show a significant difference 
between the scores, especially for the OP 
responses. 

It may be thought that the OP scores are a 
reflection of the interviewer's expectations, but 


. these responses, as scored, were obviously 


different from the negative, often bored, reac- 
tions to most of the 80 questions. Mr M's abrupt 
banging of his fist on the table after question 
No. 40 was a clear indication of emotional 
contact, and he went on to rant about his 
persecutors. Most of the OP responses were 
verbal, however, and often displayed thought 
disorder when other questions had been 
answered rationally. Mr D., able to hold a good 
conversation on ordinary subjects, was stimu- 
lated by question No. 30 to say: 'I'm dead, 
arty-tarty, but I've a terrible will .. .’. No. бо 
led Mrs H. to complain bitterly that her bones 
had been replaced with rubber rollers by the 
electrician; usually, she sat quietly in the day 
room, saying that she was ‘quite well, thank 
you’. 

Incomprehensive replies may be seen as 
a manifestation of schizophrenic withdrawal 
(Priest, 1969), or they may indicate that an 
emotion has been aroused that cannot, because 
of the illness, be properly expressed. Affective 
flattening may be more apparent than real: 
while administering the complete SSI to 
patients for this study we were able to confirm 
the findings of Priest st al (1973) that about 
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30 per cent of patients with chronic schizophrenia 
suffer to a pathological degree from affective 
symptoms. 

Several standardized interviews have been 
developed in recent years (Goldberg, 1972), ° 
but their value is greatest in surveys where all 
types of psychiatric morbidity are sought. Our 
limited objective is to provide a short list of 
questions for the specific purpose of eliciting 
psychotic thought, particularly in long-stay 
patients. 


CONGLUSIONS 

Conventional questions draw conventional, 
answers from schizophrenic patients, as from 
other people. Unusual questions induce thought 
which, in the schizophrenic, may be disordered 
or delusional. Apparent apathy may reflect a 
defect state or boredom; or it may conceal an 
eventful and fantastic private world. If such a 
world exists, it is useful for the therapist and 
important for those responsible for discharge 
to be aware of what it contains. It is hoped that 
the ten questions derived as stimulating pro- 


ductive responses in chronic schizophrenia ' 


might be used, not only in assessment fcr 
rehabilitation, but also in all too frequent 
situations where a psychiatrist comes into 
contact with a patient he has taken over from 
someone else, for instance in long-stay wards in 
psychiatric hospitals and in follow-up out- 
patient clinics. We would not suggest that the 
questions should be used baldly on their own, 
but we think that they could profitably be 
incorporated as part of the mental examination. 
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Women Senior Registrars in Psychiatry: 
Background and Career Intentions 


By PETER BROOK 


\ 

Summary. An inquiry was made of all women senior registrars in general 
psychiatry who were known to be planning to remain in psychiatry in this 
country. Most were hoping to work full or maximum part-time, and all except 
one were aiming for a consultant appointment in general psychiatry or one of 
the specialties. Many anticipated difficulties in realizing their ambitions because 
of being tied to one particular area on account of their husbands’ employment. 
A number of solutions to this problem are suggested. 


INTRODUCTION 

At the present time 13 per cent of all con- 
sultants in general psychiatry and the related 
specialties of mental handicap and child 
psychiatry are women. The proportion of 
women in the senior registrar grade is higher, 
27 per cent, which is a very substantial fraction 
compared say with gynaecology (13 per cent), 
general medicine (5 per cent) or general 
surgery (1 per cent) (D.H.S.S., 1975). 

Do these women in senior registrar posts in 
psychiatry differ from their male counterparts 
in terms of age, qualifications and professional 
background, and, perhaps most interestingly, 
their aspiration and intentions? Do those 
women who are aiming for consultant posts 
anticipate difficulties in obtaining a suitable 
appointment because of limitations imposed 
on those who have family commitments in 
terms, both of time and of geography? How do 
these women compare with men in their views 
as to possible alternatives if they should fail 
to obtain a consultant post? 


The Royal College of Psychiatrists’ Senior Registrar 
Survey 1 

Answers to these questions can be given on 
the basis of a survey made in late 1974 of all 
senior registrars in general psychiatry employed 
in the United Kingdom. The survey, conducted 
under the auspices of the Royal College of 
Psychiatrists, was made by means of a postal 
questionnaire. Full details of methods and 


results are to be given in the published results 
(Brook, 1975; Brook, 1976). 


RESULTS 

Of 221 eligible respondents, 203 returned 
completed questionnaire forms, a response rate 
of 91-8 per cent. 

Forty-six of the senior registrars were women; 
seven of these were in supernumerary posts for 
married устеп. The women, with a mean age 
of 36 years, were a little older than the men 
(mean age = 33 years). When those holding 
supernumerary posts were excluded from the 
calculation, the mean age for the women was 
35 years. 

All senior registrars were asked, ‘At the pre- 
sent time is your aim a consultant post in 
general psychiatry (with or without a special 
interest) in the United Kingdom?’ The 48 who 
replied ‘no’ were then asked what they intended 
to do by means of indicating their first choice to 
one of six alternatives: 

`1, Go into a psychiatric. specialty (forensic 
psychiatry, child psychiatry, subnormality, 
psychotherapy, psychogeriatrics) in this 
country. 

iii. Go into general practice in this country. 

iv. Go into an academic or research post in 

this country. 

v. Emigrate. 

vi. Other (and were asked to specify which). 

Four-fifths of the men and two-thirds of the 
women proposed to stay in general psychiatry, 
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and most of the remainder planned to go to one 
of the specialties. 

Those who answered ‘yes’ to the first question 
were next asked what sort of post they were 
hoping for and in what sort of setting, such as a 
psychiatric unit, teaching hospital etc.; the 
women's aspirations matched those of the men's. 


The further inquiry 

A further, very brief inquiry, was sent to all 
the women senior registrars, 31 in number, who 
were planning to seek consultant posts in general 
psychiatry in this country; these women were 
asked how many sessions they were hoping to 
obtain, what sort of restrictions they expected as 
to where they applied for a job, and what 
general comments they had on the employment 
of trained women psychiatrists with family 
commitments. À similar inquiry was sent to 10 
of the 12 women who were seeking posts in other 
psychiatric specialties. 

There was a go per cent response from the 
‘general’ group. All but 5 of the 28 were planning 
to obtain a full-time or maximum part-time post. 
Of the remainder, one was uncertain about how 
many sessions she wished for, two were hoping 
for seven, and two for six sessions. All except 
six expected difficulties because of family com- 
mitments; nearly all gave their husband's job 
(usually medical) as the main reasons for 
not wishing to move. 

As it is often asserted that women doctors 
are most heavily concentrated in desirable areas 
such as Oxford and Cambridge, an analysis was 
made of where these women were, in fact 
working: Three each were from Glasgow, 
Manchester and Greater London, while the 
remainder were spread all over the country, 
with one each in Edinburgh, Lancashire, 
Cambridge, Warwick, Nottingham, Leeds, 
Stafford, Northampton, Norwich, Sheffield, 
Portsmouth and Northern Ireland. 

Ten women who said they were going into a 
psychiatric specialty were approached, and all 
replied. Only one was planning for a non- 
consultant job. Six were envisaging a full-time 
or maximum part-time post, and the remainder 
were planning for an average of seven sessions 
each. The most popular specialty was child 


psychiatry (given by 6), then psychotherapy (4) 


WOMEN SENIOR REGISTRARS IN PSYCHIATRY: BACKGROUND AND CAREER INTENTIONS 


and forensic (2), and one was planning to 
remain in general psychiatry. (Two gave more 
than one specialty as possibilities). Of the 7 
who were restricted in their choice of post by 
family ties, 2 came from London and one each 
from Bristol, Birmingham, Abingdon, Doncaster 
and Newcastle. 
Individual comments ` 

Many commented on the difficulties they had 
experienced in obtaining part-time training 
posts, but on the other hand some reported help- 
ful attitudes from their Regional Health Board. 
Glasgow was mentioned favourably by several. 

Those who were planning full-time jobs anti- 
cipated only one difficulty in getting a con- 
sultant post, but that a very important one, 
namely that they were tied to one area because 
of family commitments. However, those working 
in large conurbations such as Glasgow or 
Birmingham where there are large numbers of 
different types of post, did not expect real 
problems; it was the women living in relatively 
small towns with only one hospital within easy 
travelling distance who recognized that they 
might have great difficulties. Many felt that 
their problems would be compounded by 
prejudice, sometimes quite irrational, just 
because they were women, sometimes more 
real, such as part-timers not being able to be 
on call. However, as one respondent remarked, 
‘No-one expects full-timers to be on call 24. 
hours a day’, while others pointed out the 
possibility of two women sharing one post 
which would get round the on-call problem. 
Several remarked that some posts in settings 
such as day hospitals or psychotherapy clinics 
did not demand night duty or on-call. Respon- 
dents also made it clear that the profession 
could not afford to waste trained doctors, and 
that if a woman was fully trained it would be 
unreasonable to expect her to become a medical 
assistant, or while being a consultant to engage 
in a limited activity such as only working in 
chronic wards or doing nothing but out-patient 
clinics because she wanted to work part-time. 

Solutions put forward included the creation 
of ad hoc posts, the splitting of one job between 
two or even three women, and generally a 
much more flexible attitude on the part of 
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employing authorities to the employment of 
women working part-time. ` 


Discussion 

There are three widely-held beliefs about 
married women doctors. First, that those who 
are well trained will settle for non-consultant 
posts; second, that the majority only wish or 
are able to work part-time; and third, that 
most live in highly desirable (professionally 
speaking) areas of the country. The findings are 
in direct variance to all three of these beliefs, 
at least for senior trainees in psychiatry. 

What has been demonstrated is that it is still 
difficult in some areas of the country for women 
to obtain part-time senior registrar posts (or to 
switch from full- to part-time), and that those 
who have completed training will experience 
problems because of being less mobile than their 
male counterparts. 

If some employing authorities (notably 
Glasgow) are able to be helpful in offering 
higher training, then all can, perhaps with 
guidance and pressure from other bodies; 
but the second problem offers no easy solution. 
If a suitably qualified woman living locally is 
not appointed to a consultant vacancy, then 
if another job does not come up for years she 
will remain unemployed, unsuitably employed 
or under-employed. If she can manage only 
a few sessions and the post is a full-time one, 
the hospital might well want to pass her over 
for a candidate able to work full-time or 
maximum part-time. However, some hospitals 
might consider a solution put forward by the 
Oxford Regional Health Authority where 
advertisements have gone out reading, ‘doctors 
only able for personal reasons to offer seven 
sessions are also encouraged to apply’ (R. Rue, 
personal communication). What, however, must 
be the overriding consideration is that these 
womens’ training and talents must not be 
wasted, a consideration which receives addi- 
tional force when there is a dearth of suitable 
applicants for consultant posts. Having said 
this, one solution might be for appointment 
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boards to give priority to candidates who, 
irrespective of their sex, have family commit- 
ments which makes a move impracticable. In 
some cases it might be possible to split a post 
between two women. Very occasionally ad 
hominem appointments may need to be made. 
This will mean extra expense, but only until 
death or retirement reduces the numbers of 
consultants, or until the establishment is 
increased because of the planned 4 per cent 
annual expansion of consultant posts. This 
policy should not result in large numbers of 
women filling jobs in all the favoured areas of 
the country. In short, a highly flexible approach 
to the whole problem is needed. 

To date, the Royal College of Psychiatrists 
has no formal and detailed policy on the em- 
ployment of women, apart from a memorandum 
prepared by the author (Brook, 1974) which 
has been approved by the Council of the 
College. I hope that this paper will stimulate 
further discussion and the evolution of guide- 
lines for bodies such as hospital divisions of 
psychiatry and appointment committees. The 
College can also provide a forum for women 
psychiatrists to meet and discuss problems and 
offer further solutions’ for action. The women 
members of the Bethlem Royal and Maudsley 
Hospital Junior Common Room have already 
put forward the idea that the College should 
have a register of all grades of posts which are 
held by women in the psychiatric services so 
that they will have some knowledge of how 
much their consideration will affect the service 
as a whole. 
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Book Reviews 


THE FUTURE OF PSYCHIATRIC SERVICES 


The Future Role of the State Hospital. Edited by 
Jack Zusman and Elmer F. Bertsch. Farnborough: 
Lexington Books. 1975. Pp xviii + 390. Index 
20 pp. Price £8.00. 


This book should be closely studied by all who are 
interested. in the future of the psychiatric services in 
Britain. Although it is based on the proceedings of a 
symposium held two and a half years ago and deals 
almost exclusively with issues then current in the 
United States, it contains statements of positions that 
are already being taken up here and describes ex- 
periences from which we would be wise to learn. 

The statistical trends presented by Earl Pollack 
and Carl Taube are even more striking than our own; 
a decrease of nearly one half in the number of resi- 
dent patients in state hospitals during the period 1960 
to 1972. In California there was a decrease of three- 
quarters, Studies of patients still in certain state 
hospitals came to much the same conclusions as recent 
studies here; only about one third need the facilities 
of a hospital but most of the rest need sheltered 
accommodation of some kind. 

Opposing points of view are put forward as to the 
meaning of such trends. On the one hand it is urged 
that compulsory admission should be abolished, that 
alternatives to hospitals are cheaper and more 
humane, and that citizen boards should control what 
residual hospital functions remain. There is much 
emphasis on ‘the right to treatment’ and dismay at 
the fact that most hospital residents are not being 
actively ‘treated’. On the other hand it is pointed out, 
notably by John Cumming and by Michael Peszke, 
that many people are chronically handicapped rather 
than acutely ill, that the concepts of rehabilitation or 
shelter are often more appropriate than that of treat- 
ment, and that there is *public resistance to the care of 
chronic disabled persons in the community’. The 
results of an energetic discharge policy are all toooften 
& transfer 'from the back wards to the back alleys', 
there is no continuity of care, psychotropic drugs are 
not properly supervised, there is no provision of 
sheltered housing or work, and the main burden is 
shifted from professional workers to families and 
friends who are given no support. The money saved 
on the state hospitals is transferred to different 
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purposes altogether, 'seriously jeopardizing resources 
needed to finance a broad spectrum of community 
services’. 

The insistence on civil rights, on the war on poverty 
and on the accountability of professional people is 
admirable. One could wish, however, that a really 
critical and objective evaluation of some of the new 
patterns of service, for example in California, had 
been undertaken, with a proper epidemiological base 
and full attention to the groups at highest risk of 
developing long-term handicap. The reader isleft with 
the feeling that the most important problems remain 
unsolved and that action has sometimes been taken on 
the basis of well-meaning but unrealistic assumptions 
that all psychiatric handicap is really due to institu- 
tionalism. It is the old problem of the baby and the 
bathwater. 

There is little attempt to draw parallels with the 
way services in other parts of the world are tackling 
these problems. The contributions of French and 
Russian psychiatry are interesting in themselves but 
they are not intended to be comparative. We should 
not make the same mistake but should endeavour to 
learn from the wealth of experience available in other 
countries as we try to deal with essentially similar 
issues. It is important that a proper -insistence on 
protecting the rights of individuals should not, as 
happened last century develop into a narrow legalism 
that prevents recognition of real needs. Michael 
Peszke ends his perceptive account of current Ameri- 
can practice with a statement with which many 
psychiatrists here will agree. ‘As a profession we do 
not wish to change people, only to revert them to the 
optimum state they had reached prior to illness. But 
to do it well we need the support and understanding 
of the community.’ 

Ј К. Wine 


Economic Policies and Social Goals: Aspects of 
Public Choice. Edited by A.J. Cutyer. London: 
Martin Robertson. 1974. Pp 349. No index. 
Price £8.25. 


We are now in a period of what is euphemistically 
called ‘resource constraint’, and the question of value 
for money in the medico-social services has become 
overwhelming. All indications agree that the go-go 
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period of expansion, both in staff and (on paper) in 
buildings, has finished for as far ahead as anyone can 
see. Even if it were not, the idea that fundamental 
problems in society get solved by throwing unlimited 
amounts of money at them already needs rethinking. 

Doctors, however, are generally not very good at 
making economic choices in relation to their work, 
If there is anything they dislike even more than 
administration, it is probably this. But endless indi- 
vidual decisions, on the basis of ‘clinical freedom’, 
may add up to a situation which the economic basis 
of our society simply cannot support. So it becomes 
essential to examine the inter-relationships of econo- 
mic and social policies in a much more sophisticated 
way. 

This edited volume, sub-titled ‘Aspects of Public 
Choice’, is a step in the right direction, particularly 
towards the development of meaningful cost-benefit 
studies. The paper by Allen Williams critically 
examining the concept of ‘need’ in relation to demand, 
is the most useful one, but K. G. Wright also contri- 
butes a very useful piece on attempting to measure 
the output of social programmes for the elderly. On 
the whole, health planning has advanced little beyond 
merely measuring inputs and assuming that more 
means better. But in the long run this just will not 
work, and doctors have surely got to make a more 
positive contribution towards something more useful. 

Huon FREEMAN 


American Psychiatry, Past, Present, and Future. 
Edited by GrorcE Kræcman, R. D. GARDENER 
and D. W. Asse. Charlottesville: University Press 
of Virginia. Pp xiv + 205. Index 5pp. Price 
$8.75. 


The first state-sponsored mental hospital in the 
United States opened in Williamsburg, Virginia, in 
1773, and it has had a continuous history up to the 
present time, before the establishment of independence 
or the establishment of free schools in America, so 
1973 was a proud bicentenary, celebrated by a 
meeting of the American Psychiatric Association at 
Williamsburg. Short papers were presented by dis- 
tinguished psychiatrists, and although there are refer- 
ences to the ebb and flow of enthusiasm for ‘moral 
treatment’ down the centuriés, most contributions 
reprinted in this book discuss the present situation in 
psychiatry and its philosophy and role in society. 
One exception is a most valuable and succinct account 
in ten pages by Kety of the present state of bio- 
chemical theories of schizophrenia. He has also 
extracted with some difficulty from the senior psych- 
iatrist in Shanghai an account of how major mental 
illness and particularly schizophrenia is treated there 
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in comparison with the West. The answer is worth 
recording: ‘We think the incidence is the same. But 
our communities accept the patients more readily and 
we treat them there. We rely heavily on out-patient 
services and on phenothiazine drugs, but we do a lot 
of education of the patient’s family and his co-workers 
so that our patients can be quickly released from the 
hospital and be accepted by the community.’ 

The other participants in the symposium—Spiegel, 
Romano, Kolb, Grinker and others—grapple with 
an apparent crisis of discomfort and uncertainty in 
our profession over there, in the face of rapid social 
changes and increasing public criticism of psychiatry. 
There is no agreement over what we should do, for 
this is itself part of the crisis. In this book alone we are 
urged to remain as bridging clinicians between the 
profession whose expertise relates to the body and 
those concerned with the mind; to pursue far more 
evaluative studies of community care; to be ashamed 
of joining the anti-intellectual fashions of our times; 
to speak only as private citizens on social issues, not 
pretending to knowledge and expertise that we do 
not possess; and on the other hand to realize that we 
must fight to change society radically as part of our 
job because society contributes to making our 
patients ill, and the moral and political issues must 
be faced. First psychiatry concentrated on individuals, 
recently the focus of interest has been moving to the 
family because the individual cannot usefully be 
considered in isolation, and now the next step follows 
logically. It is argued: the family cannot uscfully be 
considered in isolation, we must find ways of treating 
society. 

The issues and the style of the book are still typically 
American, but they may not be so for much longer, 
so this book could well be bought for our libraries 
now, ready for when the debate hots up. 

ANDREW C. SMITH 


MELANIE KLEIN 


The Psycho-Analysis of Children. By MELANIE 
Kiem. Translation by Aur STRACHEY, revised 
by Н. A. THORNER, London: The Hogarth Press. 
1975. Pp xvi --278. Appendix, Explanatory note, 
bibliography and Index 45 pp. Price £5.00. 

Narrative of a Child Analysis. By MELAN KLEIN. 
London: The Hogarth Press. 1975. Foreword by 
ELuor Jaques. Pp x+466. Index and illustra- 
tions 52 pp. Price £5.00. 


These two volumes on the theory and technique of 
child analysis first appeared in 1932 and 1961 res- 
pectively. The earlier one (The Psycho-Analysis of 
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Children) was first published in German, and in this 
new edition the translation has been revised, with 
some stylistic changes. It includes the preface to the 
1948 edition in which Mrs Klein refers to the elabora- 
tion of some of her ideas concerning early infantile 
development, particularly with reference to the so- 
called ‘schizoid’ and ‘paranoid’ positions. 

The book has two related themes, first, a description 
of the technique of child analysis, its adaptation to 
different phases of development, and some of the 
problems and difficulties; secondly, an exposition 
of some of the author’s theoretical views regarding 
psychic life from earliest infancy to puberty. The 
theoretical constructions are supported by liberal 
reference to illustrative clinical material. In fact it is 
this mixture of clinical data and the theoretical 
model which attempts to ‘make sense of? the data, 
that still gives the work such vitality and interest. 
While the clinical fragments used may often seem to 
confirm some theoretical construction, we remain 
dependent on the author's sensitivity and grasp of the 
Significance of the material, in the context of the 
session, and indeed of the whole analysis. Mrs Klein 
alludes to this problem when she writes: "Early analysis 
of children has shown again and again how many 
different meanings a single toy or a single bit of play 
can have, and that we can only infer and interpret 
these meanings when we consider their wider con- 
nections and the whole analytic situation in which 
they are set. Rita's doll, for instance, would sometimes 
stand for a penis, sometimes a child she has stolen 
from her mother, and sometimes her own self? (p 8). 

It is difficult not to be impressed by the evidence 
of the author's profound understanding of the mean- 
ing of the child's communications in the specific 
situations described, and most of the inferences 
drawn appear both convincing, and consistent with 
her basic theoretical model. 

The Jater work, Narrative of a Child Analysis is a 
detailed description of the course of а brief analysis of 
а то year old boy. It is a vivid and moving account 
of the patient and his interaction with Mrs Klein, 
and is a portrayal not only of her clinical skill but of 
the interplay between the clinical material and her 
theoretical understanding. In spite of greater familiar- 
ity with, and acceptance of, Mrs Klein's technique 
and ideas, one is still struck by the way in which she 
interprets what she sees as the child's underlying 
anxieties, right from the beginning of the analysis. 
These may relate to thoughts or fantasies about the 
parental relationship, or preoccupation with proc- 
cesses or events inside mother's (or the analyst's) 
body, and so on. Mrs Klein maintains that if there is 
evidence in the child's verbal or non-verbal behaviour 
of such anxieties then it is useful, or even necessary to 


е 


interpret them as accurately as possible, to establish 
proper contact with the child, and help to relieve 
these anxieties, Clearly, the ‘style’, ‘level’ and timing 
of interpretations, no less than the underlying theo- 
retical model, have given rise, and still give rise to 
considerable debate. In reading Mrs Klein’s account 
the reader may be tempted to interpose his own 
(adult) reactions, rather than the much more 
fascinating exercise of following in some detail the 
patient’s verbal or non-verbal responses during the 
evolution of the analysis, and the processes involved 
in bringing about the psychic changes which seem to 
occur. 

This is a most welcome re-issue of two important 
works which have had a wide impact on the course of 
psychoanalysis in this country. Aspects of the tech- 
nique and theory remain controversial, as befits a live 
and developing area. 

М. M. FELDMAN 


TEXTBOORS 


U.C.H. Handbook of Psychiatry. Second Edition. 
Edited by R. Е. TREDcorp & Н. Н. Worrr. 
London: Gerald Duckworth. 1975. Pp xi 4-404. 
Index 8pp. Price £4.95. 


This welcome new edition of a widely used under- 
graduate textbook appears in a new format and a 
more compact paperback presentation. 

The first edition, UCH Notes on Psychiatry, grew 
from the collected hospital’s teachings in psychiatry. 
This edition has been largely re-written and brought 
up to date by the editors, with an appropriate title 
change. The coverage, including a full introduction 
to the concepts and clinical practice of psychiatry and 
an exhaustive consideration of the psychiatric syn- 
dromes, is essentially unchanged. The section on 
psychosomatic conditions embraces brief sections on 
psychological aspects of skin disease and of menstrual 
and gynaecological disorders often neglected even in 
post-graduate teaching. The link with general 
medicine is well forged in a succinct series of down- 
to-earth chapters on reactions to life situations from 
industrial accident to expatriation. The important 
problems of adolescents and those of professional 
wives are included. 

Although some of the older, yet still widely used, 
treatments are only briefly considered, recently 
developed approaches are fully explained, and advice 
on further reading is provided as in all sections of the 
book. 

Medical students and general practitioners will 
continue to find this already popular work a sound: 
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and comprehensive introduction to the clinical and 
practical aspects, and to the broader implications of 
psychiatry and psychology in medicine. It is with the 
deepest regret that since the publication of the new 
edition the announcement has been received of the 
death of Dr Roger Tredgold, who contributed so 
much to the success of this work. 
Joun Poturr 


The Fundamentals of Psychological Medicine. 
By К. К. Тпл®кАкр-Соге and J. Margs. Lancas- 
ter Medical and Technical Publishing. 1975. 
Pp 282. Index 8 pp. Price £6.95. 


The stated intention of the authors is to satisfy the 
needs not only of psychiatrists in training and other 
doctors but also of other non-medically qualified 
members of the psychiatric team by providing a book 
‘international in outlook and not limited by the re- 
quirements of any specific syllabus’. How well has 
this aim, encompassing the anatomy, physiology and 
biochemistry of the central nervous system, genetics, 
psychology, sociology, psychopathology therapy and 
the legal and social aspects of mental illness, all 
compressed into less than 300 pages, been achieved? 
Poorly, certainly, judged by the section on abnormal 
psychological reactions and their management, which 
is confined to 100 pages and characterized by vague- 
ness, inaccuracies, distorted emphasis and at times a 
histrionic tone. A few examples will demonstrate 
these faults. Mention is made of the critical importance 
of differentiations in Bleuler’s primary and secondary 
symptoms, but no attempt is made to distinguish 
which are which. Similarly, although Schneider’s 
first-rank symptoms are accorded high diagnostic 
value, they are not stated, yet over two pages are 
devoted to what is generally regarded as a sterile 
differentiation between paranoia, paraphrenia and 
paranoid schizophrenia. In the section on thera- 
peutics we are told that rauwolfia has ‘become less 
popular recently in the treatment of mental illness’ 
and that the average dose of chlorpromazine in the 
treatment of overactive psychoses is 25-50 mg thrice 
daily. There are too many generalizations of doubtful 
truth: one wonders, for example, on what evidence 
the statement is made that LSD use is ‘largely confined 
to the psychopaths’. No references are given, nor any 
suggestions for further reading. 

Peter Broox 


A Short Practice of Clinical Psychiatry. By Russet. 
BARTON. 1975. Bristol: Wright. Pp 440. Price £12. 


'This book is an account of the author's view of 
psychiatry as he has experienced it in this country 
as a trainee, as Medical Superintendent of Severalls 
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Hospital, Colchester and more recently as Director of 
the Rochester State Hospital New York. The book 
deals with the full range of psychiatric disorders, 
including the psychoses, the neuroses, personality 
disorders, drug dependency, mental deficiency and 
psychogeriatrics, with appendices on history-taking, 
the law relating to psychiatry, nursing procedures, , 
and ‘thirty-nine drugs commonly used in psychiatry 
in the U.K. in 1974’. By farthegreater part of the book 
is concerned with the management of the psychoses, 
and with hospital care in particular. 

The author is clearly firmly wedded to the medical 
model of illness in his psychiatric practice. Each type of 
psychiatric disorder is dealt with in terms of symptoms, 
signs, differential diagnosis, treatment and outcome. 
The style is at the same time anecdotal and dogmatic, 
with a good deal of variation in the depth of treatment 
of topics. A curious feature of the book is the number of 
tables presented. These sometimes help in the elicita- 
tion of signs, in differential diagnosis, in management, 
in nursing procedures, and even in clarifying symbol- 
ism in psychodynamically orientated psychotherapy | 
Many of these tables convey useful information, but 
the overall impression is that the material is over- 
simplified. 

For whom is this book intended, and for what 
purposes can it be recommended? The style and 
detail of presentation as well as its length and price 
make it unsuitable for medical undergraduates and 
for student nurses. The dogmatism of the book, its 
lack of consideration of theoretical issues in psychiatry 
in any detail, and the absence of references to original 
sources to support the many firm assertions make it 
unsuitable for postgraduate trainees in psychiatry. 
The book pays scant attention to the roles of the 
social worker and clinical psychologist in clinical 
work and is unlikely to endear the author to them. 

The book is likely to be of most interest to those who 
have already trained in psychiatry and are able to 
read it with a wider perspective. It gives a very clear 
picture of the running of a mental hospital in the late 
19505 and early '60s, including administrative, 
clinical and procedural aspects, and might well come 
to be of historical importance in the future. The 
essence of the book is that it is a personal account; 
no one who reads it will doubt its authenticity. 

R. Н. S. MinpHAM 


HISTORY 
Names in the History of Psychology: A Bio- 
graphical Sourcebook. By LEONARD ZUsNE. 
Washington: Hemisphere Publishing Corpora- 
tion; New York: John Wiley. 1975. Pp xvii+475. 
Index 11 pp. Price £9.90. 


606 BOOK REVIEWS 


This is a spin-off from an unfulfilled intention of 
the late Professor E. G. Boring to write a biographical 
dictionary of psychology. As a first step, he construc- 
ted a roster of psychologists, past and recent (though 
not still living), by including only those who achieved 
scores above an arbitrary cut-off point when rated 
on various criteria of ‘eminence’ by a small inter- 
national panel. This somewhat odd approach to 
biography resulted in a motley assembly of 538 philo- 
sophers, scientists and medical men, as well—of course, 
as psychologists proper who were presumably 
supposed to have made outstanding contributions to 
the development of modern psychology. 

Boring did not live to complete his venture, but 
his sometime associate, Dr Robert Watson, published 
in 1974 a compilation of the principal writings of 
these ‘eminent’ personages. (This, by the way, is 
extremely useful.) The present volume is comple- 
mentary to Watson’s in so far as it provides short 
biographies of most of the men who featured in the 
earlier book, together with a few others who were 
either born before, or died soon after, the date 
(1600-1967) set by Boring. The biographies vary in 
length between roughly 100 and 1000 words, and 
some are enlivened by portraits or photographs. 

The biographical material is for the most part taken 
from standard biographies, specialist histories or 
memoirs, and so far as this reviewer can judge the 
facts are on the whole accurate, though the material 
is wholly derivative and the judgements for the most 
part commonplace. One is heartened to note that 
British psychologists fare not too badly, achieving 13 
top ratings (though it is sobering to recall that five 
are really philosophers, two biologists and two 
mathematicians). Further, the British medical 
psychologist W. H. R. Rivers, whose ‘eminence’ 
rating is admittedly modest, is given the consolation 
of being raised to the peerage! 

It is permissible to inquire whether methods of 
selection such as that used here have anything what- 
soever to contribute to the history of science. Does it, 
for example, help us to know that Newton pips Kant 
by one point in the Eminence Stakes, and that both 
are outshone by Clark Hull, who gains top marks? 
This book has about as much relevance to psychology 
(or its history) as a telephone directory to sociology. 

О. L. ZANGWILL 


GENDER IDENTITY 


Sex and Gender. Volume П: The Transsexual 
Experiment. By Ковккт J. STOLLER. London: 
Hogarth Press. 1975. Pp viii--316. Index 3 pp. 
Price £7.00. 


This book is the second in a trilogy on Gender 
Identity. It focuses on transsexualism and formulates 
the following propositions: If there is a family in 
which the mother is markedly bisexual and a father 
who is in effect absent from the family life, and if a 
son is then born who is beautiful, then the mother 
may foster his feminine characteristics in such a way 
that the boy adopts feminine behaviour and will 
prefer dressing as a girl (all this presupposes a 
peculiar physical intimacy between mother and son). 
If the perverse relation continues as the boy grows, 
oedipal conflicts will not develop and the boy becomes 
transsexual: he is attracted to males and is to a large 
extent accepted as female by society. Eventually he 
will want his body changed to accord with his deeply 
rooted feminine self image. 

In the adult transsexual it may be justifiable to use 
hormones and surgery to bring about the desired chan- 
ges. The results are satisfactory in the short term, but, 
as far as follow-ups are possible, it does not produce a 
solution in the long term. Should the condition be 
detected in a child, psychotherapy directed to in- 
ducing oedipal conflicts can have some success so 
long as the mother can be involved in the attempt to 
change her child's sexual identity in hne with his 
bodily configuration. It is preferable for the therapist 
to be a malc. 

Stoller examines carefully-the differential diagnosis 
between transsexualism, transvestitism and homo- 
sexuality. In transvestitism sexual excitement results 
from dressing as a female, in homosexuality the male 
values his penis—neither of these characteristics are 
found in transsexualism. So the characteristics of 
transsexualism can be clearly differentiated. There 
are, however, a class of people who ask for their 
bodies to be altered, and then the history has proved 
useful in deciding whether they are transsexual or not. 

As to the cause, the condition is conceived to be in- 
duced psychologically by the family set-up. There is 
no good evidence for physical causes of the condition, 
though attempts have been made to find them. The 
obvious objection is that the mother-infant blissful 
symbiosis and fusion with her is a prominent feature of 
infant care, especially in other cultures than our own, 
and that this does not produce transsexualism. Stoller 
counters this by asserting that mother and infant 
together pervert it. 

Stoller has reported on A agen investigation 
of transsexualism, and he presents hypotheses in such 
a way that they will stimulate further research. In 
addition he has much to say on the nature of per- 
versions and on psychoanalytic theories about them, 
including a discussion of Freud’s views on the place 
of homosexuality in paranoia. The Transsexual Experi- 
ment is therefore more than the study of a rare con- 
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dition and is a valuable source book for those 

interested in gender identity. The volume is richly 

illustrated with case reports and recorded interviews. 
MicHAEL FORDHAM 


MISCELLANEOUS 


Cannabis and Man. Edited by P. Н. CosNELL and 
N. Dorn. Edinburgh, London and New York: 
Churchill Livingstone. 1975. Pp x -+ 233. Index 
2 pp. Price £4.00. 


This volume contains the proceedings (i.e. the 
lectures and a summary of the often critical discus- 
sions) of the Third International Cannabis Confer- 
ence, organized by the Institue for the Study of Drug 
Dependence. Twenty-eight experts from various 
countries participated at the symposium, which was 
held in London. 

When cannabis first ‘arrived’ some ten to fifteen 
years ago on the Western drug scene, little of reliable 
scientific value was known about it, in particular 
about its chemistry, and research into the substance 
was under strict official restriction. Under such 
circumstances meaningful comparisons of the reports 
emanating from various countries was impossible. 
In the intervening years, however, as one participant 
at the symposium put it, cannabis has become ‘one 
of the most widely studied drugs in history', and a 
great deal of what has become known was presented 
and discussed at this symposium. As a result of the 
increased knowledge much of the scientific con- 
troversy surrounding cannabis has decreased in 
certain areas, though remaining in others, and much 
further research is still needed in aspects repeatedly 
indicated in this volume. 

'The Conference aimed at attempting an overview 
of present-day knowledge, and at a discussion of 
conceptual and methodological problems, as well as 
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indicating lines of future research. Part I of the book 
deals with ‘Effects of Use’ (for example on personality 
and behaviour, including driving), Part II with 
*Patterns of Use and Social Attitudes', Part ITI with 
‘Past and Future Research’. 

There is a great deal of highly interesting and 
important information in this book. The quality of 
the contributions is somewhat uneven but undoubt- 
edly the volume deserves close study by anyone 
interested in the subject of cannabis. 

М. M. GLATT 


Practical Neurochemistry. Second Edition. Edited 
by Henry McolrwaArN. Edinburgh, London and 
New York: Churchill Livingstone. 1975. Pp iv-t- 
321. Index 15 pp. Price £6.50. 


Psychiatrists should certainly know about this 
excellent book; but it is not for them, unless they 
want to look up something about the methodology 
used to analyse neural tissues chemically. Only 
chapter 13 by Rodnight might be considered an 
exception to this. Here one can learn the finer points 
&bout urine, blood and CSF collection and preser- 
vation. There are also in this chapter thumbnail 
sketches of the major inborn errors of metabolism 
associated with subnormality and psychiatric practice 
and a discussion of drugs in body fluids. 

Each chapter of the book is well written and, 
considering the technical subject, easy to read, Each 
is by one or more lecturers in the well-known Insti- 
tute of Psychiatry course in neurochemistry. The 
whole book will be of immense value to those wishing 
to make and study brain slices, in vitro preparations, ` 
lipid extracts and enzyme preparations, etc, of that 
organ the function of which psychiatrists must per- 
force study by different means. 

Е.А. Jenner 
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Books Received 


CHILDREN AND ADOLESCENTS 


At Risk. The NSPCC Battered Child Research Team. 
Routledge & Kegan Paul. Price £3.75. 

In Search of Love and Competence: Twenty Five 
Years of Service, Training and Research at the 
Reiss-Davis Child Study Center. Edited by 
Rudolf Ekstein. Brunner] Mazel. Price $12.50. 


Malnutrition and Brain Development. By Myron 
Wintox. Oxford University Press. Price £5.00. 


The Mentally Retarded Child and His Family. A 
Multidisciplinary Handbook (Revised Edition). 
Brunner] Mazel. Price $15.00. 

Home and School. By Tyrreit Burauss. Penguin Books. 
Price бор. 


DRUGS AND ALCOHOL 


Alcohol Dependence and Smoking Behaviour. 
Edited by Griffith Edwards М. A. IL Russell, 
David Hawks, and Maxine MacCafferty. Saxon 

^ — Heuse Studies. Price £6.95. 

Drags and Drug Dependence. Edited by Grirrrra 
Epwarps, M. A. Н. Ruse, Davin Hawxs and 
MaxmE MaoCarreRTY. Saxon House Studies. Price 
£6.95. 

Behaviour Modification for the Treatment of 
Alcoholism. Compiled by C. E. Weme with S. 
Busse, Н. E. Regen and S, Е. Price. Addiction Research 
Foundation of Ontario, Price $8.00. 

Drugs in Combination with Other Therapies. 
Edited by MILTON GREENBLATT. Grune and Stratto 
Price £7.30. . 

Alcohol Intoxication and Withdrawal IL Edited by 
Miron M. Gross. Plenum Publishing. Price $45.00. 


Drug Treatment of Mental Disorders. Edited by 
Lance L. Simpson. Raven Press. Price $13.50. 


STUDIES AND REVIEWS 


Behavioural Science Techniques: An Annotated 
Bibliography for Health Professionals. Ву 
Monigue К. Trony. Martin Robertson. Price 56.90. 


Annual Review of the Schizophrenic Syndrome. 
Vol.4: 1974-1975. Edited by Ковект Слмаво. 
Brunner] Mazel. Price $20.00. 


Experiment in Depth: A Study of the Work of Jung, 
Eliot and Toynbee. By Р. W. Martin. Routledge G? 
Kegan Paul. Price £1.95. 
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PSYCHOLOGY 


The Politics of the Family and Other Essays. By R 
D. Laing. Penguin Books. Price кор. 

Principles of Research Methodology in Physiological 
Psychology. By Waru С. Weaster. Harper & 
Row. Price £5.00. 


Interpersonal Psychology for Law Enforcement and 
Corrections, Ву L. Craig PARKER, Jz, and ROBERT 
D. Mzmr, West Publishing. Price $8.50. 

No Single Thread: Psychological Health in Family 
Systems. By Jerry M. Lewis, W. RongRT Beavers, 
Донн T. Gossrr and Viramaa Austin Prunus. 
Brunner] Mazel. Price $13.95. 

Brain and Behaviour. A Textbook of Psychological 
Psychology. By Ноосон Brown. Oxford University 
Press. Price £9.25. 


SOCIOLOGY AND ANTHROPOLOGY 


The Hunting Peoples. By CanrETON S. Coon. Penguin 
Books. Price £1.95. 

The Great Universe of Kota. By С. M. CansrAms and 
R. L. Kapur. Hogarth Press. Price £5.50. 


Apes, Men and Language. By EUGENE Linnen. Penguin 
Books. Price gop. 


PSYCHOPATHOLOGY 


Psychopathology: The Science of Understanding 
Deviance (2nd edition). By James D. Pacs. William 
& Wilkins. Price $14.95. 

The Development of Traditional Psychopathology: 
А Sourcebook. By Marx D. Arrsagurz. John Willey. 
Price £12.15. 


CRIMINALITY . 
Criminality and Psychiatric Disorders. By Sauce. 
B. Guzz. Oxford University Press. No price stated. 
Psychiatry and the Criminal: A Guide to Psychiatric 
Examinations for the Criminal Courts (зга 


edition). Ву Jonn M. MacpoNar». Charles C. Thomas. 
Price $28.50. 


The Criminal Personality. Volume x: A Profile for 
Change. By SAwugL Yoouerson and Sranron Е. 
SauENOW. Jason Aronson. Price $25.00. 
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PSYCHIATRY 


Disturbances of Mental Life. Volume 1: Theory. 
By JouaNN Certan HamnRoTH. John Wiley. Price 
£11.00. 

Freud and his Followers. Ву PauL Roazen. Allen Lane, 
Price £10.00. 

Clinical Psychiatry. By James Wir. Blackwell Scientific 
Publications. Price £6.75. 

Comprehensive Psychiatric Care. Edited by A. A. 
Baxer. Blackwell Scientific Publications. Price £6.75. 

Notes on Psychiatry. Fourth Edition. By I. M. INGRAM, 
С. C. Tamory and К. M. Mowsray. Churchill 
Livingstone. Price £1.75. 

Psychopharmacogenetics. Edited by Basu. E. Elef- 
THERIOU. Plenum. Price $39.60. 

Borderline Conditions and Pathological Narcissism. 
By Отто Kernzerc. Jason Aronson. Price $15.00. 
Models of Madness, Models of Medicine. By Mirian 
SrorER and Номривку Oond. Collier Macmillan. 

Price £5.00. | 

The Denial of Death, By Ernesr Baokkn. Collier Mac- 
Millan. Price £1.50. 

Shrunk to Fit. By Ex.geN WALEENSTRIN. Coventure. Price 
253-75. 


Recall and Recognition. Edited by J. Brown. John 
Willey. Price £9.75. 

Friendship and Peer Relations. Edited by Манак, 
Lews and Leonard R. RosENBLUM. john Wiley. 
Price £11.65. 


INTRODUCING WHO 
Introducing WHO. World Health Organization, Geneva. 
Price SW.fr.10. 


PSYCHOENDOCRINOLOGY 
Topics in Psychoendocrinology. Edited by Epwarp J. 
Sacuar. Стипе & Stratton. Price £7.80. 


THE THERAPIES 

Marital and Family Therapy. By IgA D. Guiox and 
Davi R. HessLer. Grune & Stration. Price $14.00. 

The Theory and Practice of Psychotherapy (Second 
Edition). By Irvin D. Үліом. Harper & Row. Price 
£7.85. : 

Depression: Behavioural, Biochemical, Diagnostic 
and Treatment Concepts. Edited by Donard M. 
Garlant and Сконок M. Snaesow. John Willey. 
Price £14.00. 


Many of these books will be reviewed at a later date 


Review Articles 


Beginning with the July 1976 issue the Journal will publish a series of review 


articles which deal with recent research and clinical developments in particular . 
fields of psychiatry. The first article by F. E. Kenyon is on the subject of 


Hypochondriacal States. 
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